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SOME  PROBLEMS  OF  THE  RURAL  GENERAL  PRACTITIONER 


B.  B.  Dalton,  M.D. 
ASHEBORO 


My  discussion  today  is  not  based  on  any 
scientific  experiments  that  I  have  done,  for 
the  rural  general  practitioner  has  no  time 
to  do  these.  The  conclusions  I  will  present 
are  gathered  from  my  own  experiences  while 
doing  general  practice  in  a  rural  area  for 
approximately  ten  years  since  graduating 
from  Duke  in  her  first  class  of  1932. 

Selecting  a  Location 

In  selecting  a  suitable  place  to  locate,  the 
rural  general  practitioner  has  a  world  of 
territory  from  which  to  choose.  It  is  ex- 
tremely important  that  he  make  a  wise  selec- 
tion, for  once  he  is  established,  he  will  find 
it  very  difficult  and  costly  to  move  elsewhere. 
He  must  consider  carefully  the  type  of 
people  who  make  up  the  community  in  which 
he  is  to  live  and  educate  his  children,  and 
the  source  from  which  these  people  derive 
their  income.  Is  this  income  seasonal,  as  in 
a  farming  area,  or  steady  as  in  an  industrial 
community?  Is  the  population  a  shifting  one 
made  up  largely  of  tenant  farmers  who  move 
away  every  year  before  paying  the  doctor's 
bill,  or  is  it  a  population  of  home  owners 
who  are  more  responsible?  Are  hospital  fa- 
cilities, specialists  for  consultation,  and  med- 
ical centers  within  reasonable  distance?  Are 
the  roads  such  as  would  not  tear  up  a  $1500 
automobile  in  making  a  $5.00  call? 

Learnivg  to  Do  without  Hospital  Facilities 

One  of  the  greatest  problems  of  the  rural 
general  practitioner  is  learning  to  get  along 
without  the  consultations,  x-rays,  laboratory 
aids,  and  other  hospital  facilities  that  had 
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been  available  during  his  medical  training. 
It  is  surprising  how  often  these  aids  can  be 
dispensed  with  by  exercising  the  skill  and 
judgment  which  come  with  experience.  Pa- 
tients can  be  saved  much  time  and  money 
by  not  having  all  the  hospital  "routine"  ex- 
penses and  the  group  "consultation"  fees 
forced  upon  them.  Yet  the  rural  general  prac- 
titioner must  be  keen  enough  to  recognize 
the  patient  who  needs  more  detailed  study 
and  vefer  him  to  a  medical  center. 

Hospital  insui'ance  is  no  doubt  a  great 
boon  to  the  patient,  but  it  becomes  a  nuisance 
at  times  to  the  rural  general  practitioner 
who  does  not  have  access  to  a  hospital,  or 
who  lives  too  far  away  to  treat  his  patients 
profitably  in  a  hospital.  Regardless  of  how 
trivial  the  illness  or  ailment  may  be,  many 
patients  want  to  go  to  the  hospital  to  reap 
the  benefits  of  this  insurance,  and  they  ex- 
pect the  doctor  to  make  the  diagnosis  grave 
enough  to  get  them  into  a  hospital. 

Prescribing  Drugs 

Unless  the  general  practitioner  is  consci- 
entious, his  patient's  bill  at  the  corner  drug 
store  will  oflfset  the  savings  made  by  elimi- 
nating routine  diagnostic  tests.  Patients  in 
rural  communities  have  a  strong  tendency 
to  evaluate  the  doctor,  not  according  to  his 
capabilities  nor  his  years  of  special  training, 
but  according  to  the  number  of  prescriptions 
he  writes  for  their  simple  ailments.  In  the 
hospital  he  can  prescribe  only  what  the  pa- 
tient needs ;  in  the  home  he  must  prescribe 
what  the  mother,  grandmother,  and  medical 
advisers  to  the  family  think  the  patient 
needs.  In  the  hospital  he  can  order  Arm  and 
Hammer  soda  and  aspirin ;  in  the  home  he 
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must  write  presci'iptions  for  "sodii  bicarbon- 
atis"  and  "acidi  acetylsalicylici"  and  send 
someone  ten  miles,  perhaps  in  the  middle  of 
the  night,  to  wake  the  druggist  and  have  the 
prescription  filled.  He  must  do  this,  that  is, 
if  he  expects  his  patient  to  get  soda  and 
aspirin.  Did  any  of  you  fellow  general  prac- 
titioners ever  hear  a  patient  say :  "I  had  Dr. 
So-and-So  the  last  time,  but  he  didn't  do 
nothing  but  leave  a  handful  of  pills  and  tell 
me  to  take  a  teaspoonful  of  soda  three  times 
a  day"? 

Let  me  mention  one  of  my  own  mistakes 
as  an  illustration.  During  a  deep  snow  I 
was  called  to  see  a  10-year-old  boy  who  was 
running  a  high  fever.  The  father  met  me 
with  a  two-horse  wagon  to  carry  me  from 
the  highway  about  a  mile  to  the  little  farm- 
house, where  I  made  a  diagnosis  of  acute 
rheumatic  fever.  They  had  soda.  I  had  as- 
pirin. But  I  made  the  mistake  of  calling  it 
aspirin.  When  I  came  back  to  see  the  pa- 
tient two  days  later,  I  learned  that  the 
mother  had  not  followed  my  instructions  to 
give  him  two  aspirin  tablets  every  four  hours 
because  she  knew  his  heart  would  not  stand 
it.  Since  the  parents  wanted  the  boy  to  be 
in  a  hospital,  he  was  carried  in  the  wagon 
through  the  snow  to  the  highway,  transferred 
to  a  car,  and  taken  to  a  hospital  twenty  miles 
away — where  the  doctor  ordered  three  as- 
pirin tablets  with  soda  every  four  hours.  But 
I  was  labelled  the  "aspirin  doctor."  This  ex- 
perience was  a  great  lesson.  I  had  been 
taught  nothing  of  this  kind  in  medical  school. 

Before  the  days  of  sulfonamides,  I  have 
sat  in  profound  study  for  minutes  beside  a 
child  with  bronchopneumonia.  Tt  takes  pro- 
found study  to  write  at  least  three  different 
prescriptions  that  will  do  no  harm  to  a  very 
sick  child  who  is  perhaps  already  distended 
and  vomiting  and  needs  only  sensible  nurs- 
ing care. 

Comhntting  Medical  Superstitions 
The  rural  general  practitioner's  ingenuity 
is  sometimes  severely  taxed  to  see  that  his 
patient  gets  the  prescribed  medical  treat- 
ment rather  than  treatment  by  old  charlatan 
ideas  and  superstitions.  Most  doctors  now 
have  repudiated  bleeding  and  purgation  as 
methods  of  therapy.  Most  laymen  have  for- 
gotten the  former  method,  perhaps  because 
they  could  not  carry  out  the  technique  nor 
endure  the  sight  of  blood;  but  with  the  aid 
of  the  radio  they  have  "brushed  up"  on  treat- 


ment by  purgation. 

In  hospital  treatment  the  physician  is 
amused  by  some  of  the  medical  superstitions 
he  encounters,  but  he  dismisses  them  with  a 
nod  of  the  head  and  treats  the  patient  ac- 
cording to  his  own  dictates.  In  general  prac- 
tice the.se  old,  well  established  beliefs  are 
not  so  easily  brushed  aside.  Allow  me  to 
mention  some  of  the  superstitions  which  I 
have  encountered  in  my  own  experience : 

Warm  urine  instilled  into  the  ear  of  a  child 
will  relieve  earache;  the  juice  squeezed  from 
a  fat  bedbug  into  the  ear  canal  is  also  good 
for  this  pain.  "Sheep-ball  tea"  is  adminis- 
tered to  a  child  to  "break  out"  the  measles. 
Good  treatment  for  a  cold  is  to  take  a  shoe 
string  out  of  a  dirty  shoe,  tie  nine  knots  in 
it,  and  tie  the  string  around  the  neck.  Collard 
leaves  are  applied  as  a  poultice  to  a  breast 
abscess.  There  is  no  end  to  the  various  kinds 
of  poultices  used  in  pneumonia,  colds,  and 
bronchitis.  When  one  walks  into  a  room 
heated  to  about  90  F.,  with  every  door  and 
window  closed  and  every  crack  chinked,  to 
find  a  small  child  well  wrapped  in  an  onion 
poultice,  covered  with  several  thicknesses  of 
flannels,  union  suits,  and  blankets,  he  is 
amazed  sometimes  to  find  that  the  parents 
do  not  want  to  expose  the  child  by  removing 
this  covering  even  for  a  brief  examination. 
He  is  allowed  to  auscultate  a  few  square 
inches  at  the  time,  covering  this  area  to  ex- 
pose a  few  more  square  inches  of  chest.  On 
one  occasion  I  was  called  to  see  a  Negro  man 
who  had  been  treated  for  pneumonia  for 
several  days  by  the  family  and  their  medical 
advisers.  Their  diagnosis  was  right.  The 
patient  was  comatose  and  dehydrated,  with 
a  temperature  of  105  F.  His  entire  chest 
was  coated  with  a  snuff-and-kerosene  poul- 
tice, which  had  to  be  scraped  off  before  an 
examination  could  be  made. 

I  was  once  called  to  see  two  small  children 
with  whooping  cough.  After  spending  some 
time  in  giving  general  instructions  as  to  the 
best  care  of  the  children,  I  began  writing  a 
prescription.  The  father  stopped  me :  "Doc, 
if  it's  whooping  cough  I  don't  want  no  medi- 
cine. I  know  what'll  cure  it."  "What's  that, 
Rufus?"  I  asked.  "Mare's  milk,  and  I  know 
where  I  can  get  some."  The  mother,  who  be- 
gan crying  when  she  was  told  that  one  child 
also  had  pneumonia,  was  comforted  by  the 
father,  who  said :  "Shet  your  mouth.  Rosie. 
If  they  die  you  can  git  you  a  job  in  that  new 
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hosiery  mill."  Yet  our  State  Board  of  Health 
is  concerned  about  lack  of  proper  medical 
attention  as  a  cause  for  our  high  infant 
mortality  rate!  About  two  years  later,  I  de- 
livered this  same  woman  of  triplets  with 
congenital  syphilis. 

Only  the  general  practitioner  knows  how 
often  th3  burned  patient  is  taken  to  some  old 
colored  woman  in  the  community  who  has  the 
divine  power  to  "talk  the  fire  out"  of  the 
burn.  Two  or  three  days  later,  when  the 
burn  is  badly  infected,  the  patient  is  brought 
in  to  the  doctor.  New-born  babies  are  fre- 
quently resuscitated  by  mouth-to-mouth 
breathing.  This  is  also  a  widely  used  cure 
for  thrush.  Trench  mouth  in  larger  children 
is  often  diagnosed  as  thrush  and  is  treated 
in  this  way.  I  remember  in  particular  one 
old  colored  man  who  could  "talk  the  fire  out" 
of  a  burn  and  could  also  cure  the  thrush  with 
his  breath.  This  man  had  a  mouth  full  of 
badly  carious  teeth  and  pyorrhea.  Two  of  his 
children  had  active  pulmonary  tuberculosis. 
A  year  ago  I  treated  a  child  whom  he  had 
failed  to  cure  of  "thrush."  This  child  had  a 
severe  Vincent's  infection  of  the  mouth. 

I  have  seen  an  axe  with  the  blade  pointing 
upward  placed  under  the  bed  of  a  woman  in 
labor  to  "cut  the  pains."  Upon  accidentally 
knocking  this  over  with  my  foot,  I  was  asked 
by  the  woman  to  set  it  up  again  before  an- 
other pain  hit  her.  This  I  did  with  my 
"sterile"  glove  on.  This  incident  reminds  me 
that  I  once  asked  a  general  practitioner  in 
Durham  if  he  wore  gloves  in  performing  a 
home  delivery.  His  reply  was :  "Well,  not  if 
I  get  there  in  time  to  take  my  gloves  off 
first." 

Practicing-  Obstetrics  in  the  Home 
Doing  obstetrics  in  the  home,  which  makes 
up  a  large  proportion  of  the  general  practi- 
tioner's practice,  also  has  its  problems.  On 
one  occasion  I  remember  straining  the  tad- 
poles out  of  the  spring  water  before  putting 
it  on  to  boil.  One  husband  wanted  his  wife 
to  go  to  the  hospital  to  have  her  baby  be- 
cause there  she  could  receive  penicillin  to 
make  her  labor  easier.  The  problem  of  hand- 
ling toxemia,  placenta  praevia,  and  other 
complications  is  dependent  on  the  general 
practitioner's  ability  to  diagnose  these  con- 
ditions early  and  get  the  patients  into  a  hos- 
pital. Of  course,  one  of  these  complicated 
cases  occasionally  has  to  be  cared  for  in  the 
home. 


Some  women  will  call  the  doctor,  regardless 
of  the  time  of  day  or  night  or  the  distance, 
at  the  first  suggestion  of  a  labor  pain,  be- 
cause they  want  the  doctor  to  tell  them 
whether  or  not  they  are  in  labor  and  just 
how  long  it  will  be  before  the  baby  will  be 
born.  The  doctor  is  expected  to  sit  by  until 
this  event  occurs.  If  he  makes  an  excuse  to 
leave  to  return  later,  some  woman  in  the 
crowd  gathered  for  the  occasion  will  speak 
up  to  comfort  the  patient  and  doctor  by  say- 
ing :  "Dr.  So-and-So  went  off  and  left  me 
one  time,  and  the  baby  was  born  before  he 
got  out  of  sight,  and  I  nearly  bled  to  death. 
The  cord  was  around  the  baby's  neck  twice 
and  he  almost  strangled."  Other  patients 
will  have  pains  for  hours  and  give  birth  to 
the  baby  in  bed  before  even  thinking  of 
sending  for  the  doctor. 

After  practicing  in  the  same  community 
for  ten  years  and  attending  the  same  women 
at  several  deliveries  (some  of  them  as  many 
as  ten  times),  the  doctor  can  develop  the 
knack  of  getting  there  just  at  the  right  time. 
I  remember  that  one  Sunday  I  delivered  five 
babies  in  four  counties,  went  to  church  in 
the  morning,  and  took  my  family  on  a  picnic 
in  the  afternoon.  Of  course,  I  started  early 
that  Sunday  and  finished  late. 

Conclusions 

I  could  ramble  on  and  on  about  my  experi- 
ences in  general  practice,  but  here  I  have 
mentioned  only  a  few  that  linger  in  my  mem- 
ory. I  do  not  mean  to  paint  a  dark  picture, 
for  this  type  of  work  requires  intuition 
and  initiative  never  dreamed  of  by  the  spe- 
cialist. The  rural  general  practitioner  is  held 
in  the  highest  esteem.  His  advice  is  often 
sought  in  fields  remote  from  the  practice  of 
medicine.  He  is  loved  and  honored  by  those 
who  have  faith  in  him,  and  he  derives  an  in- 
describable pleasure  from  being  able  to  serve 
these  people — to  give  them  the  kind  of  serv- 
ice that  is  really  needed  and  appreciated. 


Leadership  in  human  relations  concerned  with 
health  and  the  control  of  disease  should  come  from 
the  medical  profession.  By  training  and  experience 
and  by  intimate  and  sympathetic  contact  with  their 
fellow  men,  physicians  are  close  to  human  problems 
— the  hopes  and  fears,  the  traumas  and  diseases 
which  daily  bring  so  much  unhappiness  and  so  much 
destruction  to  human  life.  Because  of  these  qualifica- 
tions society  looks  to  physicians  to  direct  the  seai'ch 
for  better  methods  in  the  control  of  disease,  and 
for  the  building  of  a  more  vigorous  and  healthy 
population. — Edward  L.  Bortz:  Medical  Statesman- 
ship, ai.  Ann.  District  of  Columbia  16:651  (Dec.)  1947. 
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THE  INTEGRATION  OF  A 
PUBLIC  HEALTH  PROGRAM 
WITH  THE  PREVENTIVE  ASPECTS 
OF  PRIVATE   PRACTICE 

George  T.  Harrell,  M.D. 
Winston-Salem 

The  practice  of  medicine  traditionally  has 
been  based  on  a  personal  doctor-patient  rela- 
tionship. The  value  of  this  relationship  has 
been  proved  by  the  accumulated  experience 
of  many  years.  The  high  standard  of  medi- 
cal care  which  has  developed  out  of  it  in  this 
country  has  been  thoroughly  tested  during 
the  recent  war  and  is  now  recognized  the 
world  over.  The  personal  doctor-patient  re- 
lationship has  proved  so  effective  because  the 
diagnosis  and  therapy  of  disease  must  be  in- 
dividualized. 

Recent  discussions,  which  sometimes  have 
generated  considerable  heat,  have  centered 
around  the  allegedly  inadequate  number  of 
doctors  and  the  poor  distribution  of  medical 
care.  These  arguments  have  neglected  an 
old  folk-saying  which  may  be  applicable: 
"An  ounce  of  prevention  is  worth  a  pound 
of  cure."  An  effective  program  for  the  i^re- 
vention  of  disease  would  increase  the  effici- 
ency of  the  practicing  physician,  make  his 
life  more  pleasant,  and  give  him  the  time 
which  he  needs  to  provide  better  care  for  his 
patients. 

Most  disease  is  an  individual  problem,  but 
some  diseases,  because  of  their  mode  of 
transmission,  may  be  better  considered  with 
the  family  as  the  unit  rather  than  the  single 
patient.  Other  diseases  must  be  considered 
at  the  level  of  the  community,  since  their 
control  ie  beyond  the  scope  of  the  physician 
in  private  practice.  The  control  of  such 
diseases  usually  requires  special  training  on 
the  part  of  physicians  charged  with  their 
prevention;  legal  backing  is  essential  to  en- 
force the  necessary  measures.  These  require- 
ments have  been  recognized  for  years  and 
have  been  excellently  met  by  public  health 
departments. 

The  Present  Role  of  Public  Health  Agencies 
At  the  community  level 

The  control  of  water  supplies,  sewage  dis- 
posal, and  the  handling  of  food  are  generally 
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accepted  as  fields  of  activity  for  a  public 
health  department.  The  control  of  milk  is  an 
excellent  example  of  the  careful  supervision 
of  food.  The  supervision  extends  to  the 
source,  with  tuberculin  testing  of  the  cow 
and  inspection  of  the  dairy.  The  milk  is  fol- 
lowed through  the  process  of  pasteurization 
and  bottling,  and  its  distribution  to  the  ulti- 
mate consumer  by  the  store,  delivery  truck, 
or  waitress  in  a  restaurant  is  supervised. 
The  meticulous  application  of  the  principles 
of  disease  control  by  such  techniques  has 
resulted  in  a  phenomenal  reduction  in  the 
incidence  of  typhoid  fever  and  other  enteric 
infections.  The  increase  in  the  average  life 
span  over  the  past  two  generations  has  re- 
sulted largely  from  the  reduction  in  infant 
and  child  mortality  from  food-  and  water- 
borne  diarrheal  infections. 

The  control  of  vectors  of  disease — especial- 
ly the  arthropods  such  as  mosquitoes,  ticks, 
flies,  lice,  and  fleas — and  of  the  animal  reser- 
voirs of  disease — rats,  rabbits,  and  dogs — is 
accepted  as  part  of  the  field  of  public  health. 
Such  diseases  as  malaria  and  endemic  typhus 
have  been  eradicated  in  some  communities 
by  the  application  of  proper  measures. 

In  more  recent  years  industrial  hazards 
have  beon  included  in  the  scope  of  a  public 
health  program.  The  recognition  of  the  prob- 
lem and  the  correction  of  the  industrial  tech- 
nique or  process  at  fault  have  reduced  the  in- 
cidence of  occupational  diseases.  Silicosis  is 
a  good  example. 

At  the  family  level 

The  control  of  disease  in  which  the  com- 
munity has  an  interest  through  the  public 
health  authorities  overlaps  the  field  where 
the  family  is  the  unit.  The  science  of  genetics 
can  be  applied  to  the  control  of  diseases 
which  are  transmitted  hereditarily.  North 
Carolina  has  led  in  a  far-reaching  program 
of  sterilization  and  contraceptive  advice  in 
this  field,  though  in  recent  years  we  have  not 
applied  our  existing  laws  as  fully  as  we 
might  have.  Congenital  infections,  notably 
syphilis,  are  diseases  in  which  the  com- 
munity has  an  interest,  since  the  infected 
child  may  later  become  a  public  charge;  by 
enforcing  the  proper  treatment  of  syphilis 
during  pregnancy,  the  community  will  be 
saved  from  having  to  support  the  victim  of 
congenital  syphilis  in  a  psychiatric  institu- 
tion for  many  years  later  in  life.  The  control 
of  other  infections,  such  as  tuberculosis,  fi'e- 
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quently  is  beyond  the  economic  means  of  a 
family.  The  community  is  interested  not  only 
in  isolating  the  infected  individual  and  pi'e- 
venting  new  infections  in  the  remaindei-  of 
the  population,  but  also  in  treating  the  pa- 
tient so  that  he  may  quickly  become  self- 
supporting  again.  Since  the  cost  of  treat- 
ment for  this  infection  extends  over  months 
or  years,  the  community  has  accepted  a  finan- 
cial responsibility  for  tuberculous  patients. 

Psychiatric  disturbances  have  been  recog- 
nized as  a  problem  for  the  community.  The 
cost  of  custodial  care  and  therapy  is  fre- 
quently beyond  the  means  of  a  single  family. 
The  techniques  necessary  for  proper  care  or 
for  therapy  are  beyond  the  facilities  and 
knowledge  of  the  family  and,  frequently,  of 
the  family  physician.  The  public  agencies 
should  attempt  to  prevent  the  development 
of  similar  diseases  in  other  members  of  the 
family  and  to  restore  the  affected  individual 
as  quickly  as  possible  to  a  self-supporting 
status. 

In  more  recent  years  ordinary  physiologic 
processes — such  as  pregnancy — have  been 
included  in  public  health  programs.  Maternal 
and  child  welfare  projects  have  received  in- 
creasing financial  support. 

At  the  level  of  the  individual 

A  public  health  program  overlaps  the  work 
of  the  private  physician  at  the  level  of  the 
individual,  as  well  as  at  the  family  level.  A 
single  patient  wath  an  infectious  disease  may 
possibly  expose  the  community  to  an  epi- 
demic. The  public  health  authorities  are 
charged  with  determining  the  magnitude  of 
the  problem,  isolating  the  infected  individ- 
ual, and  tracing  contacts  and  carriers.  These 
measures  are  beyond  the  jurisdiction  of  the 
family  physician,  since  he  has  no  legal  au- 
thority to  enforce  isolation  or  the  examina- 
tion of  contacts. 

When  disease  is  spread  by  personal  con- 
tact of  individuals,  therapy  as  well  as  detec- 
tion and  isolation  has  been  included  in  the 
field  of  public  health;  adequate  early  treat- 
ment will  reduce  the  number  of  contacts  and 
also  the  number  of  serious  late  com.plications 
for  w^hich  the  community  may  have  to  pro- 
vide. This  principle  is  most  clearly  illus- 
trated by  the  compulsory  venereal  disease 
treatment  programs. 

The  immunization  of  individuals  against 
the  acute  infectious  diseases — such  as  small- 
pox,   diphtheria,    typhoid,     and    whooping 


cough — is  of  paramount  importance  in  the 
field  of  public  health.  North  Carolina  has 
taken  the  lead  in  a  forward-looking  program 
of  compulsory  immunization  of  preschool 
children.  The  public  health  authorities  pre- 
pare the  materials  for  immunization,  furnish 
them  to  the  family  physician  for  use  on  his 
patients,  and  actually  perform  the  procedure 
for  those  persons  who,  because  of  their  eco- 
nomic status,  hesitate  to  seek  the  services  of 
a  private  physician. 

The  Future  Role  of  Public  Health 

In  the  past  the  advances  in  preventive 
medicine  have  been  made  chiefly  in  the  con- 
trol of  the  infectious  diseases  of  childhood 
and  early  adult  life.  Because  of  the  effective- 
ness of  this  program  people  are  living  to  an 
older  age,  and  the  degenerative  diseases 
(such  as  the  disturbances  of  the  cardio- 
vascular system)  and  cancer  have  replaced 
the  infectious  diseases  as  the  most  frequent 
causes  of  death.  The  emphasis  in  a  public 
health  program  for  prevention  of  disease 
must  change  with  the  alteration  in  the  causes 
of  death.  The  old  programs  which  have 
proved  so  effective  must  not  be  discarded, 
but  should  be  revised  in  the  light  of  new 
knowledge. 

To  demonstrate  the  way  in  which  the 
thinking  of  individual  physicians  can  be  ap- 
plied to  the  prevention  of  disease,  the  last 
graduating  class  at  the  Bowman  Gray  School 
of  Medicine  was  asked  to  discuss  the  pre- 
ventive aspects  of  some  case  they  had  seen 
on  the  wards  of  the  North  Carolina  Baptist 
Hospital,  as  part  of  their  final  examination 
in  preventive  medicine.  Twenty  of  the  thirty- 
eight  students  discussed  problems  falling 
within  the  field  of  internal  medicine.  Sur- 
prisingly enough,  however,  almost  half  the 
students  (eighteen)  discussed  cases  in  other 
fields — obstetrics,  surgeiy,  urology,  psychi- 
atry, and  even  otolaryngology.  Twenty-two 
of  the  thirty-eight  cases  discussed  were  in- 
fections— a  reflection  of  the  proved  effective- 
ness of  preventive  medical  programs  in  in- 
fectious disease.  A  number  of  students,  how- 
ever, discussed  cases  of  neoplasms,  develop- 
mental abnormalities,  and  metabolic  and 
functional  diseases.  Only  thirteen  of  the 
thirty-eight  answers  concerned  diseases 
which  are  generally  accepted  as  the  respon- 
sibility of  the  communitj'-  as  a  whole.  The 
other  two  thirds  were  cases  which  should  be 
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approached  at  the  level  of  the  family  or  of 
the  individual — the  field  of  the  family  doctor 
and  the  private  practitioner  of  medicine. 
This  demonstration  of  the  progressive  think- 
ing of  medical  students,  in  the  light  of  the 
changing  character  of  the  diseases  which 
cause  death,  indicates  that  control  of  com- 
munity, family,  and  individual  problems  in 
disease  should  be  more  closely  integrated. 

Extension  of  the  present  program 
for  control  of  infections 

The  beta  hemolytic  streptococcus  is  ex- 
tremely important  in  the  production  of  ne- 
phritis and  rheumatic  fever ;  recurrent  strep- 
tococcal infections  result  all  too  frequently  in 
far-advanced  lesions.  Up  to  the  present, 
however,  no  eif  ective  means  has  been  devised 
for  the  control  of  respiratory  infections; 
methods  which  have  proved  effective  for 
enteric  bacteria  are  not  applicable. 

During  World  War  II  considerable  re- 
search was  done  on  preventing  the  trans- 
mission of  respiratory  infections  in  public 
places.  The  aerosols  of  propylene  glycol  and 
triethylene  glycol  are  effective  in  reducing 
the  number  of  respiratory  organisms  in  the 
air.  These  agents  in  the  vapor  phase  are 
active  in  concentrations  as  low  as  1 : 300, 000,- 
000  parts  of  air.  It  is  possible  to  adapt  the 
techniques  of  glycol  vapor  dispersal  to  air 
conditioning  systems  in  public  places.  The 
control  of  pyogenic  organisms  from  the  re- 
spiratory tract  by  the  oiling  of  blankets, 
draperies,  carpets,  and  floors — a  technique 
developed  in  surgical  wards — could  be  ap- 
plied to  hotels  and  other  public  living  places. 

Immunization  against  influenza  viruses  A 
and  B  with  the  new  chick-egg  vaccine  gives 
promise  of  reducing  the  severity  and  fre- 
quency of  severe  respiratory  infections. 

Furnishing  of  services  for 
the  private  practitioner 

The  new  North  Carolina  medical  care 
program  passed  by  the  last  legislature  pro- 
vides for  the  establishment  of  health  centers 
which  will  include  the  local  public  health 
agency.  Again  North  Carolina  has  the  oppor- 
tunity' to  blaze  a  new  trail  and  to  assume 
leadership  in  advances  in  disease  control.  The 
public  health  agencies  should  furnish  labor- 
atory services  which  are  beyond  the  facilities 
of  the  private  physician  or  small  hospital. 
The  unavailability  of  properly  performed 
laboratory  diagnostic  procedures  is  a  well- 


recognized  defect  in  our  present  distribution 
of  medical  care. 

Programs  to  confirm  the  diagnosis  of  a 
suspected  disease,  such  as  serologic  testing 
for  syphilis  and  the  examination  of  sputum 
for  acid-fast  organisms,  might  be  expanded 
and  decentralized.  Some  surveys  have  shown 
that  3  out  of  100  random  samples  of  sputum 
from  patients  with  chronic  productive  cough 
will  be  found  positive  for  acid-fast  organ- 
isms. In  North  Carolina  14  per  cent  of  8680 
specimens  examined  during  1946  were  posi- 
tive ;  most  of  the  specimens  were  from  per- 
sons upon  whom  the  diagnosis  of  tuberculosis 
had  already  been  made.  A  wider  search  for 
cases  of  tuberculosis  in  which  the  diff'eren- 
tial  diagnosis  cannot  be  made  by  the  x-ray 
alone  would  seem  worth  while.  In  a  recent 
North  Carolina  survey  3  per  cent  of  the  chest 
films  showed  x-ray  changes  which  justified 
intensive  study. 

Such  useful  new  techniques  as  the  vaginal 
smear  stained  by  the  Papanicolaou  technique 
could  be  made  more  widely  available  for  the 
detection  of  genital  carcinoma  in  the  female. 
From  time  to  time  new  methods  will  be  de- 
veloped which  could  properly  be  added  to 
the  services  of  a  diagnostic  laboratory. 

The  use  of  diagnostic  facilities  for  the 
detection  of  unsuspected  disease  could  be  ex- 
panded. Case-finding  surveys  by  routine 
serologic  testing  and  routine  x-raying  of  the 
chest  are  being  performed.  Such  programs 
must  not  be  carried  out  once  as  a  dramatic 
demonstration,  but  must  be  frequentlv  and 
regularly  repeated.  The  services  of  a  psvcho- 
logist  in  each  local  school  system  would  be 
useful  in  the  detection  of  early  mental  ab- 
normalities. Durine  this  staere  a  psychiatric 
disturbance  might  be  reversible,  but  after  it 
has  continued  for  years  correction  is  often 
impossible.  A  mentally  defective  child  left  in 
the  home  and  in  regular  school  classes  mav 
precipitate  serious  disturbances  in  other  chil- 
dren which  could  be  prevented. 

Laboratoiy  services  for  the  control  of 
tlierapn  should  be  available.  The  figures  cited 
above  indicate  that  physicians  in  North  Car- 
olina are  properly  using  facilities  for  sputum 
examination  to  detect  acid-fast  organisms. 
The  development  of  new  and  highly  specific 
chemotherapeutic  agents  focuses  attention 
on  the  ;T-i'eat  need  for  adequate  bacteriologic 
cultural  studies.  At  present  chemotherapy 
is  based  on  trial  and  error.    Since  time  is  of 
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the  greatest  importance  in  the  treatment  of 
acute  infectious  diseases,  however,  the  selec- 
tion of  the  proper  drug  on  the  basis  of  bac- 
teriologic  studies  would  greatly  improve  the 
efficacy  of  treatment.  The  technical  difficulty 
of  keeping  media  fresh  while  studying  a 
small  number  of  bacteriologic  cultures  makes 
it  difficult  for  physicians  to  have  this  service 
adequately  performed  at  present. 

Expansion  of  health,  education.  p)ograms 

The  current  shortage  of  nurses  has  greatly 
handicapped  the  work  of  the  practicing  phy- 
sician. During  the  war  it  was  learned  that 
by  new  techniques  in  education  intelligent 
laymen  could  be  trained  in  the  care  of  sick 
people  much  more  quickly  than  was  former- 
ly thought  possible.  For  instance,  nurses' 
aides  were  trained  within  a  period  of  weeks 
to  perform  satisfactorily  most  of  the  duties 
of  graduate  nurses  in  general  community 
hospitals.  Could  a  public  health  department, 
in  cooperation  with  the  practicing  physi- 
cians, utilize  such  teaching  techniques  to  ed- 
ucate the  communitj'  better  to  understand 
disease  and  how  to  cope  with  it? 

Health  education  of  childroi  could  be 
started  in  the  grammar  grades  with  simple 
biologic  demonstrations,  and  continued  with 
a  carefully  graduated  curriculum  through 
the  high  school  to  include  adequate  premari- 
tal instruction.  The  present  attitude  that  pre- 
marital instruction  should  be  given  only  in 
colleges  does  not  squarely  face  the  facts. 
Only  30  per  cent  of  children  who  enter  the 
first  grade  in  North  Carolina  graduate  from 
high  school,  and  only  25  per  cent  of  these  go 
to  college.  The  period  of  compulsory  atten- 
dance has  recently  been  raised  from  14  to  16 
years,  so  that  more  pupils  may  be  expected 
to  graduate  from  high  school.  The  number 
of  children  borne  by  girls  of  high-school  age 
is  considerable.  In  the  first  three  months  of 
1947,  2253  babies  were  born  to  girls  18 
years  of  age  or  under;  this  number  was  10 
per  cent  of  the  total  number  of  deliveries  in 
North  Carolina. 

The  general  principles  of  disease  could  be 
adequately  covered  in  the  schools.  Included 
in  the  discussions  of  infectious  diseases 
should  be  information  on  the  modes  of  trans- 
mission cf  the  venereal  diseases.  In  1946, 
19.7  per  cent  of  all  venereal  diseases  re- 
ported m  North  Carolina  were  in  children 
18  years  old  or  under.    The  health  education 


program  in  the  schools  should  encourage 
children  to  go  to  their  family  physician  for 
more  detailed  and  individualized  instruction 
on  the  basis  of  their  personal  situations  and 
needs.  Programs  of  education  by  special 
health  educators  trained  in  the  School  of 
Public  Health  at  the  University  of  North 
Carolina  have  already  proved  in  communities 
like  Winston-Salem  the  feasibility  of  such  a 
plan. 

The  education  of  school  children  is  not 
enough.  The  education  of  adults  could  be 
conducted  by  the  practicing  physicians  of  a 
community  in  courses  sponsored  by  the  pub- 
lic health  authorities.  Community  discus- 
sions would  be  more  effective  if  the  family 
doctors  participated  in  them  than  if  they 
were  conducted  by  the  health  department 
alone.  A  continuing  program  of  adult  educa- 
tion in  general  principles  of  disease  and  in 
specific  problems  could  be  carried  on 
throughout  the  years  at  the  health  centers. 

The  community  and  family  problems  in 
disease  which  could  be  explained  by  such 
techniques  are  numerous  and  obvious.  Com- 
munity education  could  be  profitably  carried 
further — to  the  level  of  the  individual.  A 
discussion  of  nutrition  should  include  not 
only  deficiency  diseases,  which  will  reflect  in 
the  entire  family  the  meals  poorly  planned 
by  the  mother,  but  should  also  bring  out  the 
dangers  of  over-nutrition.  The  increased 
susceptibility  of  obese  individuals  to  hyper- 
tension and  diabetes  could  be  stressed,  and 
the  dietary  measures  to  prevent  their  devel- 
opment could  be  outlined.  The  nutritional 
principles  to  be  followed  during  pregnancy 
to  prevent  the  development  of  toxemia  could 
be  taught  in  general  courses,  as  well  as  in 
the  prenatal  clinic.  Mothers  could  be  shown 
that  the  preparation  of  infant  formulas  and 
the  proper  care  of  foods  for  children  are  not 
rituals  to  be  blindly  followed,  but  are  meas- 
ures to  prevent  diarrheal  diseases,  as  well  as 
rickets,  scurvy,  and  other  nutritional  defi- 
ciencies. 

Community-wide  education  would  result 
in  more  intelligent  and  eff'ective  home  nurs- 
ling. The  efficiency  of  nurses'  aides  during 
the  emergency  of  the  war  has  demonstrated 
how  effective  such  a  program  could  be  if 
carried  back  into  the  home.  Imagine  the 
effect  on  the  community  if  courses  of  home 
nursing  at  the  professional  level  of  the 
nurses'  aide  were  continued  for  a   genera- 
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tion.  The  better  observation  of  the  early 
symptoms  and  signs  of  an  ilhiess  would  help 
the  family  physician  to  make  an  accurate 
diagnosis  on  his  first  visit.  The  more  intelli- 
gent execution  of  orders  would  result  in 
better  application  of  therapy.  The  time  re- 
quired of  the  doctor  would  be  decreased. 
Prevention  of  the  transmission  of  infections 
to  other  children  or  adults — and  hence  back 
to  the  school  or  factory — would  result  in  less 
total  illness  in  the  community. 

The  custodial  care  of  patients  with  degen- 
erative diseases  is  not  now  considered  to  be 
a  problem  of  the  community,  unless  a  psychi- 
atric disturbance  is  present.  Elderly  patients 
with  such  diseases  are  now  poorly  cared  for 
in  the  home.  An  adequate  program  of  home 
nursing  would  greatly  reduce  the  require- 
ments for  medical  care  at  the  level  of  the 
physician.  Needless  duplication  of  effort  on 
the  part  of  physicians,  brought  about  by  the 
"shopping  around"  of  patients  with  hopeless 
conditions— such  as  those  resulting  from 
strokes — could  be  largely  eliminated.  Any 
well  trained  family  doctor  can  adequately 
handle  such  problems,  but  failure  to  under- 
stand the  nature  of  the  underlying  disease 
process  sends  the  patient  and  his  family 
from  clinic  to  clinic  and  from  doctor  to  doc- 
tor. If  the  same  amount  of  the  doctor's  time 
were  distributed  among  patients  who  could 
be  helped,  the  remainder  of  the  community 
could  be  given  better  medical  care.  By  the 
same  line  of  reasoning,  reassurance  of  the 
psychoneurotic  patient  by  his  own  family 
physician  would  be  much  more  effective  if 
the  patient  and  his  family  had  a  better 
understanding  of  the  psychoneuroses;  cor- 
rection of  the  public's  ignorance  on  this  sub- 
ject would  prevent  much  useless  waste  of  the 
doctor's  time. 

These  measures  could  be  accomplished  only 
by  a  long-range  program  of  health  education 
vigorously  pursued  over  a  period  of  fifteen 
to  twenty  years.  This  would  require  effective 
cooperation  between  the  practicing  physi- 
cians in  the  community  and  the  public  health 
department.  The  wide  dissemination  of  med- 
ical knowledge  thus  accomplished  would  re- 
sult in  the  goal  all  physicians  seek — improve- 
ment in  the  health  of  all  the  people. 

Snm)>ia)-)j 

Disease  may  be  controlled  at  the  level  of 
the  community,  of  the  familv,  or  of  the  in- 


dividual. The  present  effective  programs  for 
the  prevention  of  infectious  diseases  should 
be  continued  and  should  be  constantly  re- 
vised as  new  techniques  are  developed. 

The  increasing  importance  of  the  degen- 
erative and  neoplastic  diseases  as  causes  of 
death  indicates  the  need  for  a  revision  of 
emphasis  in  the  public  health  program. 

Public  health  agencies  should  extend  the 
laboratory  services  available  to  physicians 
for  the  diagnosis  of  disease  and  the  control 
of  therapy  where  local  facilities  are  inade- 
quate. 

A  graduated  program  of  health  education, 
starting  in  the  grammar  school,  continuing 
through  high  school,  and  including  the  adult 
population  of  the  community,  would  greatly 
increase  the  effectiveness  of  the  doctor's  time. 

A  closer  integration  of  the  activities  of 
the  family  physician  and  the  public  health 
agencies  will  result  in  better  health  for  the 
people. 

The  statistics  qunted  in  tliis  artide  were  supplied  liy  Dr. 
C.  1'.  Stevick,  collaborating^  epidemiologist  and  actinj;  director. 
Division  of  Vital  Statistics.  N'ortli  Carolina  State  Board  of 
Health ;  Dr.  Jolin  H.  Hamilton,  director.  State  Laboratory  oi 
Hygiene;  and  Clyde  A.  Envin,  state  superintendent  of  public 
instruction. 


The  Secret  of  Good  Public  Relations — The  princi- 
pal quality  that  distinguishes  the  successful  from 
the  less  successful  doctor  of  medicine  is  not  as 
would  be  supposed,  clinical  knowledge,  but  interest 
in  the  patient.  This  interest  reflects  itself  as  con- 
cern with  the  immediate  medical  problem  as  well  as 
the  general  social  problems  of  the  patient  who  pre- 
sents himself. 

It  is  a  flaw  in  our  present  system  of  education 
of  medical  students  and  interns  that  we  stress  what 
they  can  obtain  from  the  patient  in  knowledge  as 
to  diagnosis  and  treatment  and  fail  to  inculcate  a 
feeling  as  to  what  the  doctor  can  give  to  the  patient. 
Yet  the  patient  who  pays  the  fee  comes  to  his  doc- 
tor to  obtain  a  service  that  cannot  be  divorced  from 
a  strong  feeling  of  interest  in  the  person. 

This  is  not  to  decry  the  importance  of  thorough 
training,  the  grasp  of  fundamentals  which  are  nec- 
essary for  proper  treatment  and  diagnosis.  Many 
doctors  are  superbly  equipped  with  this  clinical 
facility  yet  cannot  understand  why  patients  pass 
their  door  to  go  to  the  office  of  one  less  well 
equipped.  As  long  as  we  have  free  choice  of  physi- 
cian (and  God  grant  this  American  right  will  pre- 
vail as  long  as  our  current  system  of  government) 
the  patient  is  going  to  seek  the  services  of  the 
physician  who  is  most  interested  in  him. 

All  of  us  are  guilty  of  erring  in  lack  of  sufficient 
interest  in  our  patients  to  some  degree.  Political 
medicine  would  foster  this  defect.  Wherever  political 
medicine  has  been  tried,  this  lack  of  interest  on  the 
part  of  the  physician  has  been  the  principal  ob- 
jection the  patient  has  made  to  the  system. 

Every  doctor  is  interested  in  his  patients,  too 
many  of  us  are  guilty  of  failure  to  show  it. — Edi- 
torial by  Ralph  A.  Johnson  in  Detroit  iMedical  News 
quoted  "in  the  Ohio  State  Medical  Journal  4.3:127C 
(Dec.)   19-17. 
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UTERINE  MALIGNANCY— LEE  AND  FULLER 


THE  EARLY  DIAGNOSIS  OF  UTERINE 
MALIGNANCY 

Thomas  Leslie  Lee,  MD. 

and 
H.  Fleming  Fuller,  M.D. 

KiNSTON 

During  1946  approximately  181,000  people 
in  the  United  States  died  from  cancer.  About 
20  per  cent  of  this  number,  or  36,200,  died 
of  cancer  of  the  uterus.  In  North  Carolina 
during  1946  there  were  approximately  2,500 
deaths  from  cancer,  and  about  500  women 
died  of  cancer  of  the  uterus.  The  annual 
death  rate  from  cancer  has  continued  to  rise 
since  1900.  It  is  now  exceeded  only  by  heart 
disease  as  a  cause  of  death.  Many  factors 
may  be  responsible  for  this  rise.  Chief 
among  these  are  the  facts  that  more  cases 
of  cancer  are  being  recognized  and  that  the 
life  expectancy  of  our  population  has  been 
increased.  The  number  of  people  who  live 
past  45  to  reach  the  "cancer  age"  is  almost 
three  times  as  great  now  as  in  1900.  What- 
ever the  cause  of  the  increased  death  rate 
from  cancer,  however,  it  behooves  us  to  re- 
duce it  as  much  as  possible. 

If  we  are  to  cure  cancer  and  reduce  the 
mortality  rate,  we  must  diagnose  cancer 
early  and  institute  adequate  treatment  imme- 
diately. Early  diagnosis  of  uterine  cancer 
will  be  accomplished  in  thi'ee  ways:  (1)  ed- 
ucation of  the  public  in  the  early  signs  of 
cancer;  (2)  education  of  the  pi'ofession  to 
exuini)ie  women  presenting  themselves  with 
irregular  or  abnormal  menstrual  bleeding, 
especially  after  the  menopause;  and  (3) 
periodic  pelvic  examinations. 

Many  uterine  cancers  could  be  prevented 
by  periodic  pelvic  examinations  and  good 
postpartum  care.  It  is  the  duty  of  the  physi- 
cian attending  any  obstetric  patient  to  see 
that  patient  six  to  eight  weeks  iwst  part u in, 
do  a  pelvic  examination,  and  correct  any 
abnormalities  present.  The  use  of  the  nasal- 
tip  cautery  to  treat  the  cervical  erosions  so 
frequently  seen  will  prevent  many  cases  of 
cancer  of  the  cervix. 

Cancer  of  the  uterus  is  not  difficult  to  diag- 
nose, and  the  primary  symptom — irregular 
vaginal  bleeding — is  known  to  most  physi- 
cians and  to  most  laymen.    The  American 


Read  before  the  Section  on  Gynecologv  and  Obstetrics.  Medi- 
cal Society  of  the  State  of  Xorth  Carolina,  Virginia  Beach, 
\  irginia.  Mar  It,   1947. 


Cancer  Society  is  doing  an  excellent  job  in 
educating  the  women  of  America  to  recognize 
the  early  symptoms  of  cancer  of  the  uterus. 
Why  then  do  we  see  so  many  late  cases  of 
uterine  cancer?  There  are  two  primary  rea- 
sons; (1)  failure  of  the  patient  to  consult  a 
physician  when  the  known  symptoms  of  can- 
cer first  appear,  and  (2)  failure  of  the  phy- 
sician to  pay  proper  attention  to  these  symp- 
toms when  the  patients  present  themselves. 
Too  often  a  patient  with  irregular  menstrual 
bleeding  is  told  by  her  physician  that  her 
symptoms  are  due  to  the  change  of  life  and 
that  no  examination  is  necessary.  All  cases 
of  irregular  vaginal  bleeding  must  he  con- 
sidered as  due  to  a  malignancy  until  they  are 
proven  otherwise.  The  physician  must  come 
to  realize  his  responsibility  in  preventing 
deaths  from  cancer. 

Factors  Predisposing  to  Uterine  Malignancy 

In  the  female  the  uterus  is  the  most  fre- 
quent site  for  the  development  of  cancer. 
About  25  per  cent  of  all  cancers  in  women 
are  of  uterine  oi'igin.  This  fact  is  not  sur- 
prising, since  trauma  and  irritation  are 
known  to  be  factors  in  the  development  of 
malignancy,  and  since  childbirth  necessarily 
results  in  trauma  to  the  cervix.  The  fact  that 
a  woman  has  not  borne  children,  however, 
does  not  make  her  immune  from  cervical 
cancer.  Ten  per  cent  of  all  cervical  malig- 
nancies occur  in  nulliparous  women. 

The  cervix  is  a  most  unusual  organ  histo- 
logically. In  a  space  of  one  and  a  half  inches 
there  exist  three  distinct  types  of  epithe- 
lium— squamous,  columnar,  and  cuboidal. 
Nowhere  else  in  the  body  does  such  a  condi- 
tion exist.  The  most  frequent  site  for  the 
development  of  cervical  cancer  is  the  junction 
of  the  squamous  and  columnar  epithelium, 
which  is  situated  at  the  outer  edge  of  the 
external  os.  This  area  is  the  site  of  much 
trauma  in  childbirth  and  much  irritation 
from  the  vaginal  secretion.  The  hydrogen- 
ion  concentration  of  the  vagina  changes  with 
each  menstrual  period,  and  with  many  dis- 
eases. This  change  may  be  a  factor  in  pro- 
ducing irritation  and  malignant  changes  in 
the  epithelium  of  the  cervix.  Hypertrophy 
of  the  columnar  epithelium  resulting  in 
cervical  erosion  is  a  frequent  gynecologic 
finding.  Cervical  cancer  is  apt  to  develop  in 
these  eroded  areas. 

The  epithelium  of  the  corpus  is  not  subject 
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to  as  much  trauma  and  irritation  as  is  that 
of  the  cervix.  Neither  is  cancer  of  the  corpus 
as  frequent  as  cancer  of  the  cervix.  The  Hn- 
ing  of  the  corpus,  however,  is  subject  to 
constant  progressive  and  regressive  changes, 
and  mahgnancies  do  develop  in  this  area. 
The  corpus  is  very  frequently  the  site  of  a 
benign  new  growth  in  the  muscle  tissue — 
fibromyoma.  When  a  fibromyoma  is  found  in 
a  patient  with  abnormal  bleeding,  the  tend- 
ency is  to  cease  to  look  for  malignancy. 
Adair"',  however,  found  that  2  per  cent  of 
the  uteri  removed  because  of  fibromyoma 
contained  a  complicating  cancer  of  the  cor- 
pus. Thirty-eight  per  cent  of  the  uteri  re- 
moved for  cancer  of  the  corpus  contained  a 
fibromyoma.  It  is  thus  apparent  that  every 
uterus  removed  at  operation  should  be 
opened  and  inspected  for  malignancy  imme- 
diately after  its  removel. 

The  fact  that  a  woman  has  had  her  uterus 
removed  may  give  her  a  false  sense  of  se- 
curity as  to  the  development  of  cancer.  In 
about  2  per  cent  of  the  patients  who  have 
had  a  supravaginal  hysterectomy,  however, 
cancer  of  the  cervical  stump  develops  later. 
Thus,  when  the  patient's  condition  warrants 
it  and  the  operator  is  capable,  panhysterec- 
tomy is  preferable  to  subtotal  hysterectomy. 
If  it  is  necessary  to  perform  a  supravaginal 
hysterectomy  on  a  patient  with  a  diseased 
cervix,  appropriate  treatment  should  cer- 
tainly be  given  for  the  cervical  disease. 

Methods  of  Diagnosis 
Cancer  of  the  cervix  offers  no  pai'ticular 
problem  in  early  diagnosis.  It  is  favorably 
situated  to  allow  visualization,  palpation, 
and  biopsy.  The  removal  of  a  biopsy  speci- 
men from  the  cervix  is  usually  an  office  pro- 
cedure. The  cervix  is  relatively  insensitive 
to  pain  and  no  anesthesia  is  required.  Schil- 
ler's test  is  of  value  in  locating  the  area 
from  which  to  take  a  biopsy:  When  a  solu- 
tion of  iodine  is  applied  to  the  cervix,  the 
normal  tissue  will  stain  a  deep  brown ;  areas 
of  leukoplakia,  injury,  and  cancer  do  not 
take  the  stain  well  because  of  a  lack  of 
glycogen  in  the  cells.  It  is  important  that  an 
adequate  specimen  be  obtained  for  biopsy. 
The  specimen  may  be  taken  with  a  cutting 
current  or  with  any  of  the  various  biopsy 
forceps. 

Cancer  of  the  corpus  is  somewhat  more 

1.  Adair.  F.  L. :  How  Mav  the  General  Practitioner  Diagnose 
Cancer  of  the  Uterus,  New  England  J.  Med.  2l' 1:497-501 
(March  20)    1941. 


difficult  to  diagnose  early  because  the  inter- 
ior of  the  uterus  is  not  easily  visualized. 
Early  diagnosis  is  dependent  upon  a  careful 
history  and  painstaking  pelvic  and  speculum 
examinations,  followed  by  pathologic  exam- 
ination of  the  epithelium  of  the  endocervix 
and  of  the  endometrium.  It  may  be  neces- 
sary at  times  to  bisect  the  cervix  to  get  to 
an  endocervical  growth.  Biopsy  of  the  endo- 
metrium entails  careful  curettage  of  the  en- 
tire uterus  and  pathologic  examination  of 
all  material  removed  by  the  curette.  This  is 
usually  a  hospital  procedure. 

Clark's  sign  (bleeding  resulting  from  the 
passage  of  a  uterine  sound  into  the  endo- 
cervix or  corpus)  is  of  value  in  the  diagno- 
sis of  carcinoma  of  the  endocervix  and  fun- 
dus. 

The  P(tpa)iicolaou  method 

Papanicolaou'-'  in  1943  evolved  a  proced- 
ure which  has  added  greatly  to  our  armamen- 
tarium for  the  early  diagnosis  of  uterine 
malignancy.  His  method  is  based  upon  the 
fact  that  carcinomas  of  the  cervix  and  cor- 
pus are  desquamative  lesions;  the  cells  are 
discharged  either  singly  or  in  clumps  in  the 
vagina,  and  may  be  recovered  from  the 
vaginal  or  cervical  secretions.  The  diagno- 
sis of  malignancy  is  based  primarily  on 
changes  in  the  nuclei  of  the  desquamated 
cells.  The  nuclei  are  much  larger ;  they  stain 
much  deeper,  and  may  show  nuclear  division. 
Special  stains  have  been  developed  by  Papa- 
nicolaou for  staining  these  cells.  The  stain- 
ing and  interpretation  of  these  slides  should 
not  be  attempted  by  anyone  but  a  trained 
cytologist.  Interpretation  is  not  for  the 
novice. 

The  technique  for  the  preparation  of  the 
slides,  which  has  been  modified  somewhat 
by  Ayre'-'-'',  is  very  simple.  A  complete  de- 
scription of  the  procedure  is  given  in  the 
original  article  of  the  authors'-'.  Briefly,  it 
is  as  follows :  A  speculum  without  lubricant 
is  introduced  into  the  vagina.  The  cervical 
and  vaginal  mucus  is  aspirated  by  suction 
with  a  bulb  syringe.  It  is  then  transferred 
to  a  glass  slide,  fixed  in  95  per  cent  alcohol, 
and  stained  according  to  the  technique  of 
the  author.  Ayre'^'  uses  a  spatula  for  remov- 

■2.  Tapanicolaou.  G.  X.  and  Traut.  H.  F.:  Diagnosis  of 
Uterine  Cancer  by  the  Vaginal  Smear.  New  York,  The 
Commonwealth    Fund,    1943. 

3.    Avre.    J.    E. :    Selective    Cvtologv   Smear    for    Diagnosis    of 
Cancer.   Am.   J.   Obst.   &  Gynec.   53:609-617    (April)    1947. 
Ayre.    J.    E.    and    Dakin.    E. :    Cenical    Cj^tology    Tests    in 
Cancer  Diagnosis;  Glycerine  Technique  for  Mailing.  Canad. 
M.  A.-J.   54:489-491    (May)    194C. 
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ing  the  desquamated  cells  from  the  squamo- 
columnar  junction  of  the  cervix  or  from  any 
suspicious  area  which  might  be  present. 

Ayre'^'  has  also  devised  a  method  for  pre- 
serving and  mailing  the  specimen.  After  the 
slide  is  prepared  in  the  usual  manner  a  drop 
of  glycerine  is  placed  over  the  material  on 
the  slide,  rnd  it  is  covered  with  a  second  slide. 
The  slide  may  then  be  mailed  to  a  laboratory 
for  interpretation  without  the  cells'  under- 
going degenerative  changes. 

This  test  has  proven  correct  in  about  90 
per  cent  of  the  cases  in  which  it  has  been 
employed.  It  lends  itself  to  wide  use  in 
cancer  detection  clinics  and  private  practice. 
It  may  contribute  as  much  to  the  diagnosis 
of  malignant  disease  as  the  Wassermann  test 
did  to  the  diagnosis  of  syphilis,  and  each 
state  may  maintain  a  central  laboratory  for 
the  interpretation  of  slides. 

S^immary 

Since  trauma  and  irritation  are  the  most 
important  factors  in  the  production  of  ma- 
lignancy, many  uterine  cancers  could  be  pre- 
vented by  periodic  pelvic  examinations  and 
adequate  postpartum  care,  with  correction 
of  any  abnormalities  present. 

All  cases  of  irregular  vaginal  bleeding 
must  be  considered  as  due  to  a  malignancy 
vvtil  they  are  proven  otherwise. 

A  careful  history  and  physical  examina- 
tion, together  with  a  biopsy,  are  essential  for 
early  diagnosis  of  uterine  malignancy. 

The  Papanicolaou  method  is  a  valuable 
addition  to  our  armamentarium  for  the  eaiiy 
diagnosis  of  uterine  cancer. 

Discussion 

Dr.  Frank  R.  Lock  (Winston-Salem"):  The  early 
diagnosis  of  malignancy  is  essential  if  we  are  to 
get  good  results  from  treatment.  In  spite  of  the 
widespread  public  campaign  for  education  of  the 
laity,  a  prolonged  delay  occurs  between  the  first 
signs  and  sjTiiptoms  of  cancer  and  its  diagnosis  in 
the  average  case.  Every  article  dealing  with  pelvic 
malignancy  emphasizes  this  point.  In  a  series  of 
patients  'i\'ith  adenocarcinoma  of  the  endometrium 
treated  at  the  University  of  Michigan,  Dr.  Norman 
Miller  determined  that  symptoms  had  been  present 
for  an  avei-age  of  eleven  months  before  the  diag- 
nosis was  made.  Our  experience  in  Winston-Salem 
is  similar  to  this. 

We  have  only  recently  appreciated  the  asympto- 
matic character  of  early  pelvic  malignancy.  The 
usual  symptoms  are  evidence  of  advanced  disease. 
The  present  trend  is  towai'd  the  diagnosis  of  cervical 
malignancy  in  the  pre-invasive  phase  of  the  disease. 
At  this  time  and  during  the  early  invasive  stage, 
no  characteristic  lesion  is  present. 

A  cytologic  laboratoi-y  has  not  been  available  to 


us  because  we  have  not  had  trained  technicians. 
We  have  adopted  a  policy  of  making  a  routine  biop- 
sy of  any  cervix  that  is  sufficiently  diseased  to  sug- 
gest the  need  for  treatment.  Almost  1400  cervical 
biopsies  have  been  performed,  and  141  cervical 
cancers  have  been  discovered.  At  least  15  of  the 
malignancies  were  not  suspected,  and  wei-e  found 
in  young  women  who  had  cervical  disease  typical  of 
a  benign  lesion. 

We  cannot  make  a  strong  enough  plea  for  careful 
routine  inspection  of  the  cervix  and  for  the  frequent 
use  of.  biopsy.  Obtaining  material  for  a  cervical 
biopsy  is  a  simple  procedure.  The  only  equipment 
required  is  a  simple  biopsy  punch,  or  the  material 
may  be  taken  with  an  electric  surgical  unit  if  the 
physician  has  one.  The  specimen  is  taken  in  the 
office  without  difficulty,  and  with  no  appreciable  dis- 
comfort to  the  patient. 

The  vaginal  smear  technique  is  a  splendid  develop- 
ment in  the  field  of  gynecology.  It  is  going  to  mean 
much  to  us,  but  until  we  have  dependable  cytologic 
laboratories  generally  available,  each  of  us  must 
own  a  biopsy  punch  or  other  equipment  for  obtain- 
ing a  biopsy  specimen,  and  use  it  frequently. 


THE  USE  OF  VAGINAL  SMEARS  IN  THE 
DIAGNOSIS  OF  GENITAL  CANCER 

John  R.  Kernodle,  M.D.* 

W.  Kenneth  Cuyler,  Ph.D. 

and 

Walter  L.  Thomas,  M.D. 

Durham 

Cancer  can  be  cured.  To  be  cured,  it  must 
be  diagnosed  in  its  early  stages. 

In  1944  there  were  171,171  deaths  from 
cancer  in  the  United  States.  Of  these,  89,005 
occurred  in  women.  Twenty-two  thousand 
one  hundred  and  forty  deaths  were  due  to 
cancer  of  the  genital  tract.  Because  of  this 
preponderance  of  genital  malignancy  in 
women  we  began  the  use  of  the  vaginal 
smear  as  an  aid  in  the  early  diagnosis  of 
this  disease. 

The  clinical  use  of  vaginal  smears  dates 
back  to  1847,  when  Pouchet"'  examined  dry 
and  unstained  vaginal  secretions  in  study- 
ing the  human  sex  cycle.  In  1917,  Papani- 
colaou and  Stockard  reported  the  use  of 
stained  vaginal  smears  in  demonstrating  the 

RcRCl  before  the  Laboratoni'  Section,  N'ortli  Carolina  Public 
Health    Association.    Charlotte,    November    4,    1947. 

From  the  Robert  E.  Seibels,  Jr..  Memorial  Laboratory.  De- 
nartmi^nt  of  Obstetrics  anfl  Gvneeolojrv.  Duke  University  School 
of   Merlicin"   and    Hospital,    Durham.    North   rarolina. 

.\  part  of  the  expenses  incurred  in  this  study  was  defrayed 
by  funds  from  a  2:rant  to  W.  Kenneth  Cuyler  by  the  Res-earch 
Council  of  Duke  t'niversity.  The  sreater  part  of  the  expenses, 
however,  was  defraved  by  funds  from  a  grant  to  .tohn  R, 
Kernodle  by  the  North  Carolina  State  Laboratory  of  Hysiene. 

^Trainee.   National   Cancer  Institute. 

I.  Pouchet,  F.  .\.:  Theorie  positive  de  I'ovulation  snontanee 
et  de  la  fecondation  des  mamiferes  et  de  I'espece  humaine, 
ha.s'ee  sur  l'obser\-ation  de  toute  la  serie  aniniale,  Paris. 
J,-B.   Bailliere,    1S47. 
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estrous  cycle  in  the  guinea  pig'-'.  Continuing 
this  type  of  work  in  studying  the  human 
menstrual  cycle,  Papanicolaou  noted  the  ap- 
pearance of  bizarre  cells  which  he  recog- 
nized as  exfoliated  cancer  cells.  This  finding 
was  reported  in  1928''".  Because  of  the  indif- 
ference of  clinicians  to  this  report,  and  be- 
cause of  Papanicolaou's  increasing  interest  in 
the  effect  of  hormones  on  vaginal  epitheli- 
um"', twelve  years  passed  before  he  again 
reported  on  vaginal  smears  in  relation  to 
uterine  cancer.  With  Traut  as  co-author, 
the  epoch-making  monograph  on  the  diagno- 
sis of  uterine  cancer  by  the  vaginal  smear 
was  published  in  1943'-\  Since  then,  several 
writers""  have  confirmed  the  observations 
set  forth  in  that  monograph. 

Technique  for  Obtaining  and 
Staining  Smears 

The  technique  for  obtaining  vaginal  smears 
is  quite  sim.ple.  We  employ  a  rubber  bulb 
and  glass  pipette  in  obtaining  the  secretions 
for  the  smears.  At  least  two  types  of  smears, 
one  vaginal  and  one  ceiwical,  are  made  on  all 
patients  over  .30  years  of  age  who  come  to 
our  obstetric  and  gynecologic  clinics.  Neither 
of  the  two  should  be  omitted.  If  the  original 
smears  are  suggestive  of  endocervical  or  in- 
trauterine cancer,  a  third  type  of  smear  is 
employed.  This  is  the  endocervical  or  endo- 
metrial smear. 

2,  Sfni'knrd,  C.  F  anrl  rnnnnico'arv".  G  N. :  Th"  F.\i.!t."irp 
of  a  Tvpionl  Estrous  Cycle  in  the  Guinea  Pis.  witli  a 
Sturlv  of  Its  Hisfnio5-ical  and  Psvclioloffical  ClianKes.  Am. 
.1.    Anat.   22:22;-;    (S..nt.l    1!H7. 

3.  Pananicolaoii,  G.  X.:  Nou-  Cancer  Diae-nosis.  in  Proceerl- 
insrs'  of  Kace  Betterment   Conference.    ]fl2«.   p.    52S. 

•1.  P.nnanicolami.  G.  N. :  Tlie  Sexual  Cvcle  in  the  Human 
Female  as  Revealerl  In-  Vasinal  Smears,  Am.  J.  An.it. 
Csnpn.')    .'i2:5IS-fi3T    CMav)    lfis.1. 

a.  Papanicolaou,  G,  N.  anrl  Traut.  H.  F, :  Diasnosis  of 
T'terine  Cancer  by  th-  Vaginal  Smear,  \e\v  York,  Com- 
monwealth   Fund.    Ifti.l, 

0.  (n)  Meiss,  .7.  V,  et  al.:  Value  of  the  Vasinal  Smear  in  the 
Diasnosis  of  Uterine  Cancer,  Surs..  Gvnec,  &  Ohsf.  77: 
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Fig.  2 

The  vaginal  smear  is  obtained  first  by  in- 
troducing a  glass  pipette  (16  cm.  long  and 
5  mm.  in  diameter)  into  the  posterior  fornix 
of  the  vagina  (fig.  1).  The  vulva  is  spread 
with  the  left  hand.  As  the  pipette  is  with- 
drawn, the  secretions  are  aspirated  into  it. 
The  contents  are  blown  on  a  glass  slide  (fig. 
2)  and  spread  thinly  (about  the  thickness 
of  a  blood  smear)  with  the  side  of  the  pipette 
(fig.  3).  The  cervical  smear  is  obtained  after 
the  speculum,  without  lubricant,  is  inserted 
into  the  vagina.  The  pipette  is  placed  first 
in  the  cervical  os  for  the  aspiration  of  secre- 
tions, and  is  then  applied  to  the  surface  of 
any  suspicious-appearing  lesion. 

When  the  smears  are  made,  the  slides  are 
placed  immediately  in  a  fixative  composed 
of  equal  parts  of  95  per  cent  alcohol  and 
ethvl  ether.    The  slides  should  remain  in  the 
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alcohol-ether  fixative  for  ten  to  twenty  min- 
utes in  order  to  obtain  proper  nuclear  fixa- 
tion. They  may  stand  for  a  week  or  ten  days 
without  deterioration. 

The  staining  procedure,  in  which  some 
twenty-five  to  thirty  steps  are  required,  is 
exacting  and  consists  of  hydration,  nuclear 
staining,  counterstaining,  dehydration,  and 
mounting.  After  hydration  the  smears  are 
stained  in  Harris'  hematoxylin,  later  in 
orange  G,  and  still  later  in  Papanicolaou's 
triple  counterstain  composed  of  yellowish 
eosin,  light  green,  and  Bismarck  brown. 
After  dehydration  the  smears  are  passed 
through  xylol  and  then  mounted  in  any  one 
of  the  popular  mounting  media. 

Thoroughly  fixed  smears  may  be  stored  or 
mailed  if  the  smear  is  coated  with  glycerin 
and  covered  with  a  second  slide'''.  Prior  to 
vStaining,  such  smears  must  be  treated  for 
approximately  an  hour  in  absolute  alcohol  to 
dissolve  the  glycerin.  This  procedure  does 
not  modify  the  staining  technique,  and  the 
cellular  detail  is  unchanged  in  correctly  pre- 
served smears. 

Because  of  the  high  percentage  of  failure 
in  diagnosing  adenocarcinoma  of  the  endo- 
metrium by  vaginal  smears,  Papanicolaou 
and  Marchetti  devised  a  technique  for  ob- 
taining endocervical  or  endometrial  smears'". 
For  this  they  used  a  metal  catheter  (endo- 
tracheal) with  a  Luer-Lok  syringe  attached 
for  aspirating  secretions  from  the  endocervix 
and  uterine  cavity.  We  have  used  this  tech- 
nique with  very  satisfactory  results  on  most 
of  our  patients  whose  original  smears  were 
strongly  suggestive  of  uterine  cancer. 

Ayre  devised  a  notched  wooden  spatula 
for  obtaining  cervical  smears'"'.  With  a  ro- 
tary motion  of  the  instrument  he  actually 
scrapes  the  endocervix  and  cervical  lips.  His 
onblished  results  are  the  best  so  far  reported 
from  the  standpoint  of  percentage  of  error. 

Ivferpretafion 
Whereas  the  technique  for  obtaining  vag- 
inal smears  is  comparatively  simple,  the  in- 
terpretation of  the  smear  necessitates  long 
studj'  and  much  experience.  One  must  be 
familiar  with  all  the  normal  surface  cells  of 
the  genital  and  urinary  tracts,  and  with  all 

7.  Ayre,  J.  E.  and  Dakin,  E. :  Cervical  Cvtolosv  Te-<t,v  in 
Tancer  Diasrnosis;  Glycerine  Tecltnique  for  Mailins:.  Canad. 
M.A..r.  S4:tsci-49I    CMay)    194(1. 

S.  Pananiooiaou.  G.  N.  and  Marclietti,  A.  A.:  The  Use  nf 
Kndocervical  and  Endometrial  Smears  in  the  Dia^nos's 
of  Cancer  and  of  Other  Conditions  of  the  Uterus.  Am.  J, 
Obst.   Sc  Gynec.   411:421-422    fSept.)    19  13. 

9.    Ayre.  .1.  E.:  Tersonal  communication. 


the  corresponding  infiammatory  elements, 
since  it  is  possible  for  any  of  them  to  be 
exfoliated  into  the  vaginal  cesspool. 

The  diagnosis  of  cancer  by  the  vaginal- 
smear  technique  is  much  more  difficult  than 
the  interpretation  of  the  changes  occurring 
in  the  vaginal  smears  during  the  menstrual 
cycle.  The  latter  might  be  compared  to  the 
differential  white-cell  count,  the  former  to  a 
bone-marrow  smear. 
Classification 

For  classification  in  regard  to  possible  ma- 
lignancies, the  epithelial  elements  in  the 
vaginal  smears  are  divided  into  five  types. 

Type  I — All  epithelial  cells  are  essentially 
normal. 

Type  H — Some  cells  are  atypical  in  cyto- 
plasmic or  nuclear  details  (or  both),  but  no 
cancer  cells  are  present. 

Type  in — Cells  are  present  which  are 
strongly  suggestive  of  cancer  but  upon  which 
a  definite  diagnosis  of  malignancy  can  not  be 
made. 

Type  IV — Malignant  cells  are  present,  but 
are  few  in  number  or  of  few  kinds  (or  both) . 

Type  V — Many  cancer  cells  are  present, 
often  of  many  kinds. 
Types  of  normal  vaginal  cells 

The  normal  epithelial  cells  seen  in  vaginal 
smears  ai-e  divided  into  subtypes.  These  sub- 
types are  based  in  general  upon  the  effects 
of  varying  degrees  of  estrogenic  activity. 
Characteristic  changes  occur  in  the  vaginal 
epithelium  during  the  menstrual  cycle,  after 
the  menopause,  before  the  menarche,  in 
secondary  amenorrhea,  and  during  preg- 
nancy. 

Basically,  there  are  three  types  of  vaginal 
cells.  These  are  (1)  basal,  (2)  intermediate, 
and  (3)  superficial.  With  the  elevation  of 
blood  estrogen  there  is  a  shift  to  the  super- 
ficial type  of  cells.  When,  however,  the  blood 
estrogen  falls  to  a  sufficiently  low  level,  the 
shift  is  to  the  basal  type  of  cells. 

Papanicolaou'^'  divides  the  normal  men- 
strual cycle  into  four  phases:  (1)  menstrual 
(first  through  the  sixth  day),  (2)  follicular 
(seventh  through  the  thirteenth  day),  (3) 
regressive  (fourteenth  through  the  seven- 
teenth day),  (4)  premenstrual  (eighteenth 
through  the  twenty-eighth  day).  During  a 
normal  menstrual  cycle,  it  is  the  superficial 
cell  which  depicts  the  changes  in  the  vaginal 
epithelium  characteristic  of  the  phase.  There- 
fore,   in    the    immediately    following    para- 
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graphs,  it  is  the  superficial  cell  which  is  de- 
scribed. 

The  follicular  phase  in  general  is  charac- 
terized by  deeply  pink-stained  vaginal  cells. 
They  have  small  pyknotic  nuclei,  abundant 
cytoplasm,  and  numerous  cytoplasmic  gran- 
ules. A  relative  leukopenia  prevails,  and 
mucus,  often  in  copious  amounts,  may  be 
found  during  the  first  few  days  of  this  phase. 
The  cells  are  usually  separated  from  each 
other.  Various  degrees  of  cornification  may 
be  found. 

The  regressive  phase  begins  the  day  after 
ovulation.  One  of  the  first  signs  of  this  phase 
is  the  rolling  of  cell  edges.  There  is  slight 
clumping.  The  cells  begin  to  lose  their  cyto- 
plasmic granules,  and  an  occasional  inflam- 
matory cell  is  apparent.  In  general  leuko- 
cytes are  not  present  in  large  numbers  in  the 
regressive  phase. 

In  the  premenstrual  phase  there  is  a  dis- 
tinct change  in  the  vaginal  cells.  The  cells 
become  less  distinct  in  outline.  They  may 
be  folded  or  have  rolled  edges.  There  is  a 
predominance  of  basophilic  over  acidophilic 
cells.  The  nuclei  are  larger  and  there  is  a 
tendency  for  the  cells  to  be  exfoliated  in 
large,  dense  clumps.  The  amount  of  mucus 
is  decreased  and  the  number  of  free  nuclei 
and  polymorphonuclear  leukocytes  is  in- 
creased. 

During  the  early  menstrual  phase,  the 
smear  is  similar  to  that  of  the  premenstrual 
phase  except  for  the  presence  of  red  blood 
cells.  As  menstruation  progresses,  many 
macrophages,  single  acidophilic  cells,  and 
clumps  of  endometrium  appear  throughout 
the  bloody  smear. 

Generally  speaking,  estrogenic  activity 
wanes  during  the  climacteric.  There  is  a 
phase  during  the  climacteric  when  estrogenic 
stimulation  is  no  longer  sufficient  to  result 
in  periodic  uterine  bleeding,  but  may  pro- 
duce a  certain  degree  of  cornification  of  the 
vaginal  epithelium.  During  this  phase — 
termed  "crowded  menopause"  by  Papanico- 
laou— the  cast-off  cells  are  principally  of 
the  superficial  and  intermediate  types,  but 
are  atypical  in  shape.  The  clumps  have  a 
purplish  hue  in  the  central  portion  of  the 
mass.  The  individual  cells  stain  lighter  than 
those  of  the  premenstrual  phase,  but  re- 
semble them  very  closely.  There  usually  is 
a  scattering  of  basal  cells  in  the  "crowded- 
menopause"  smear. 


The  "crowded-menopause"  phase  is  fol- 
lowed by  one  in  which  the  estrogenic  stimu- 
lation is  insufficient  to  cause  progressive 
changes  in  the  basal  cells  of  the  vaginal  epi- 
thelium. The  vaginal  epithelium  of  this 
phase  is  quite  similar  to  that  seen  before  the 
menarche.  There  is  a  predominance  of  basal 
cells,  and  many  polymorphonuclear  leuko- 
cytes are  present.  The  cells  are  oval  or  cart- 
wheel in  .shape  and  are  basophilic  in  reaction. 
The  nuclei  are  large  and  may  be  eccentric 
in  position.  Few  cytoplasmic  granules  are 
present.  These  cells  are  not  exfoliated  in 
clumps.  Frequently  they  are  highly  acido- 
philic without  any  other  evidence  of  estro- 
genic activity. 

Alteratio)is  produced  by 
iion-malignant  coiiditions 

The  characteristics  of  the  normal  phases 
of  the  vaginal  epithelium  are  greatly  altered 
by  infection,  pregnancy,  abortion,  estrogen 
therapy,  or  an  intrinsic  hyperestrogenic 
state. 

Infections  produce  an  abundance  of  leuko- 
cytes and  many  phagocytes.  Red  blood  cells 
appear  in  varying  numbers.  The  vaginal 
cells  are  atypical  in  regard  to  color  and 
nuclear  and  cytoplasmic  changes. 

In  vaginitis  due  to  Trichomonas  vaginalis, 
triangular,  sharp-angled  cells  with  deep 
orange-red  coloration  and  light  perinuclear 
halos  ai-e  characteristic.  The  nuclei  are  small, 
pyknotic.  and  irregular  in  outline.  Many 
free  nuclei  and  much  intracellular  bacterial 
debris  are  seen.  Very  frequently  the  proto- 
zoa are  present.  If  they  are  not  visualized 
the  abnormal  findings  are  attributed,  for  the 
time  being,  to  a  non-specific  infection. 

In  cervicitis  a  marked  variation  in  the 
vaginal  cells  occurs.  The  cells  are  atypical  in 
staining  qualities,  in  shape,  and  in  nuclear 
regularity.  There  is  an  abundance  of  poly- 
morphonuclear leukocytes,  phagocytes,  and 
not  infrequently  red  blood  cells.  The  cervical 
cells  are  exfoliated  in  abundance.  Many  of 
them  are  normal  in  appearance,  but  many 
show  variations  in  size  and  some  are  pre- 
dominantly acidophilic.  Among  the  nuclear 
irregularities,  small  pyknotic  nuclei  predom- 
inate, but  there  is  also  marked  vacuolization 
of  nuclei  and  cytoplasm.  Abundant  cytoplas- 
mic granules  are  seen.  When  cervical  hyper- 
plasia is  present,  cervical  cells  appear  singly 
or  in  sheets,  with  characteristics  bordering 
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on  those  of  malignant  cells.  When  hyper- 
keratosis is  present,  the  cells  are  fragmented  ; 
they  stain  a  deep  red-orange  and  may  show 
no  nuclei. 

Altcratio)is  produced  by  maligncDit 
and  premalignunt  conditions 

Ayre'^'^'  has  placed  in  a  precancerous  cate- 
gory cervical  cells  which  show  double  nuclei, 
nuclear  irregularities,  and  vacuolization,  es- 
pecially if  they  are  associated  with  low  thia- 
mine excretion  and  high  endogenous  estro- 
gens in  the  patient. 

Before  attempting  to  identify  cancerous 
cells  in  smears  one  must  have  a  knowledge 
of  the  atypical  cells  and  changes  in  normal 
cervical  and  vaginal  epithelium  which  have 
been  indicated  thus  far.  Normal  cells  of  the 
genital  tract  are  exfoliated  at  regular  inter- 
vals and  are  of  several  varieties.  Cancer  cells 
are  exfoliated  at  a  more  rapid  rate.  The  cells 
present  in  the  smear  can  be  correlated  closely 
with  the  cells  seen  in  a  biopsy  of  tissue  from 
the  same  patient.  The  exfoliated  cells  are 
dead,  of  course,  and  very  rarely  show  mi- 
toses, but  they  do  present  the  typical  changes 
of  malignancy. 

Diagnosis  of  a  differentiated  carcinoma 
may  be  made  from  a  smear  with  a  single  cell 
or  a  few  cells,  but  multiple  groups  of  cells 
are  necessary  to  complete  a  diagnosis  of  an 
undifferentiated  or  anaplastic  neoplasm. 

Squamous  cell  carcinotna  of  the  cervix :  In 
patients  with  cervical  cancers  the  vaginal 
smears  may  be  of  several  varieties,  depend- 
ing on  the  type  of  carcinoma  and  the  degree 
of  anaplasia.  Generally  speaking,  the  vaginal 
exudate  associated  with  cancer,  when 
smeared  and  stained,  has  a  coloration  which 
is  peculiarly  characteristic.  There  is  a  pre- 
dominance of  acidophilic  vaginal  cells,  re- 
sulting presumably  from  estrogenic  activity. 
Usually  red  blood  cells  are  abundant.  Poly- 
morphonuclear leukocytes,  phagocytes,  and 
cocci  also  are  prominent.  In  addition  to  these 
general  characteristics,  specific  morphologic 
changes  are  seen  in  the  squamous  cells  ex- 
foliated by  the  neoplasm. 

Individual  cancer  cells  show  marked  irreg- 
ularities in  size,  shape,  and  coloration  both 
in  the  cytoplasm  and  in  the  nuclei.  Nuclear- 
cytoplasm  disproportion  and  abnormal  stain- 
ing qualities  of  the  cytoplasm  and  its  gran- 
ules are  characteinstic.  Pericellular  and  peri- 
ls.   Ayre,    .1.    E.:    Vaginal   Cell    Examination    as    a    Routine    in 

Diagnosis,  South.   M.  J.  39:847-832    (Nov.)    194(5. 


nuclear  membranes  are  very  prominent.  The 
nucleus  is  usually  enlarged  and  irregular  in 
contour.  It  may  contain  many  chromatin 
granules  and  several  nucleoli.  The  nucleus  is 
usually  hyperchromatic,  and  in  some  in- 
stances it  may  stain  to  the  degree  of  com- 
plete opacity.  Vacuolization  of  both  nuclei 
and  cytoplasm,  with  engulfed  debris  and 
blood  cells,  is  common. 

A  prominent  type  of  malignant  cell  is  the 
tadpole-shaped  cell  with  its  irregular  nucleus 
and  deeply  stained  cytoplasm.  Small  cells 
with  enlarged,  abnormal  nuclei  predominate 
among  the  cell  types  seen  in  the  undifferen- 
tiated squamous  cell  carcinoma. 

The  cellular  characteristics  which  make 
possible  a  diagnosis  of  malignancy  on  the  ba- 
sis of  the  vaginal  smear  closely  resemble  the 
changes  described  by  pathologists  for  the 
diagnosis  of  preinvasive  cancer<ii'.  These 
changes  have  been  found  to  be  present  from 
eight  to  ten  years  prior  to  invasion.  Since 
these  changes  can  be  seen  in  vaginal  smears 
long  before  the  lesion  is  clinically  apparent, 
we  feel  that  this  method  has  a  definite  place 
in  our  armamentarium  against  cancer. 

Adenocarcinoma  of  the  cervix  and  endo- 
metrinm :  Adenocarcinoma  of  the  cervix 
presents  a  characteristic  smear,  containing 
groups  of  closely  packed,  small,  hyperchro- 
matic, irregular  cells.  These  have  a  close 
similarity  to  the  cells  of  the  cervical  anaplas- 
tic squamous  cell  carcinoma.  Vacuolization  is 
frequently  present,  and  the  vacuoles  occa- 
sionally contain  cells  or  cell  fragments.  The 
nuclear-cytoplasm  ratio  is  reversed.  Although 
it  is  ditficult  to  diagnose  this  type  of  carci- 
noma accurately  by  smear,  a  correct  diag- 
nosis of  malignancy  is  usually  possible. 

The  ratio  of  endometrial  cancer  to  cervi- 
cal cancer  is  1  to  8.  Endometrial  adenocarci- 
noma is  the  most  difficult  of  all  genital  ma- 
lignancies to  diagnose  on  the  basis  of  vag- 
inal smears,  since  there  are  many  benign 
conditions  which  also  cause  shedding  of 
atypical  endometrium  and  neoplastic  cells. 
Adenocarcinoma  produces  as  many  charac- 
teristic cell  changes  as  does  the  squamous- 
cell  group,  however.  The  small  cells  have 
little  cytoplasm,  and  this  stains  deeply  baso- 
philic.   Frequently,  vacuolization  causes  ec- 

II.  (a)  TeLinde,  R.  W.  and  Galvin.  G. :  Minimal  Histoloiical 
Changes'  in  Biopsies  to  Justifv  Diagnosis  of  Cervical 
Cancer,  Am.  J.  Obst.  &  Gynec.  tS:771-79T  (Dec.)  194t; 
(b)  Puml.  E.  R.  and  Auerbach.  S.  H. :  Preinvasive  Carci- 
noma of  the  Cervix  Uteri,  .J. A.M. A.  131  ;9(iO-9ii.'!  (.tulv  20) 
19(6. 
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centric  and  folded  nuclei.  Many  of  the  cells 
are  closely  clumped  and  show  modified  aniso- 
nucleosis.  Single  cells  have  deeply  stained 
and  very  distinct  nuclei  and  perinuclear 
membranes.  The  nuclei  are  large  and  hyper- 
chromatic,  frequently  black.  Groups  of  cells 
have  engulfed  debris,  red  blood  cells,  and 
polymorphonuclear  leukocytes.  Macrophages 
are  abundant,  as  in  menstrual  smears. 

In  addition  to  the  individual  cell  changes, 
the  general  changes  associated  with  malig- 
nancy are  present. 

Squamous  cell  cai-ciiioma  of  the  vulva:  In 
carcinoma  of  the  vulva  characteristic  cells 
are  found  in  the  vaginal  smears.  These  are 
large,  with  large  oval  or  round  spokewheel 
nuclei  of  the  vesicular  variety.  The  nuclei 
have  prominent  perinuclear  membranes  and 
nucleoli.  The  cytoplasm  is  abundant  and 
usually  stains  a  reddish-pink,  although  baso- 
philic cells  are  not  uncommon. 

Sarcoma  of  the  utei'us  may  be  diagnosed 
by  vaginal  smears.  The  general  neoplastic 
picture  is  present,  in  addition  to  longer  cells 
with  neoplastic  nuclei.  These  elongated  cells 
may  be  quite  irregular  in  outline  and  may 
take  a  deep  basophilic  or  acidophilic  stain. 
There  are  also  irregular,  large,  deeply 
slained  masses  of  chromatin  material  with- 
out cytoplasm.  Large  cells  which  stain  a 
muddy  lavender  and  which  have  very  irreg- 
ular nuclei  are  common.  Sarcomatous  cells 
found  in  vaginal  smears  may  be  confused  by 
the  inexperienced  worker  with  cells  exfoli- 
ated by  either  the  squamous-cell  carcinoma 
of  the  cervix  or  the  adenocarcinoma  of  the 
endometrium. 

Case  Repo)is 
Case  1 

A  colored,  married  woman,  aged  Gl,  was  seen  first 
in  our  clinic  on  May  26,  1947.  Her  ciiief  complaint 
was  "something  protruding  from  my  birth  canal  for 
seven  years."  She  had  had  nineteen  pregnancies,  six 
of  which  terminated  in  abortions.  Her  menopause 
eleven  years  previously  had  been  uneventful.  Four 
episodes  of  vaginal  spotting  had  occurred  during 
the  past  eighteen  months;  the  last  was  ten  days 
prior  to  her  first  visit.  There  was  no  leukorrhea.  The 
preliminary  diagnoses  were  postmenopausal  bleed- 
ing, chronic  cervicitis,  prolapsus  uteri,  cystocele, 
and  rectocele.  A  biopsy  made  at  the  time  of  the 
first  visit  was  reported  as  showing  chronic  cervicitis. 
A  diagnosis  of  squamous  cell  carcinoma  of  the  cer- 
vix, type  V,  was  made  from  vaginal  smears  ob- 
tained at  the  first  visit.  A  second  biopsy,  made  on 
June  3,  was  again  reported  as  indicating  clironic 
cervicitis.  On  July  28,  vaginal  hysterectomy,  bi- 
lateral salpingo-oophorectomy,  anterior  and  posterior 
colporrhaphy,  and  perineorrhaphy  were  done.  On 
this   date,   vaginal   smears   were   diagnosed   as   type 


V.  After  numerous  serial  sections  had  been  made, 
the  pathologic  examination  revealed  early  squamous 
cell  carcinoma  of  the  cervix. 

Case  2 

A  55-year-old  colored  widow,  who  had  had  two 
pregnancies  with  one  abortion,  was  seen  first  in  the 
medical  clinic  on  February  5,  1947,  complaining  of 
headaches  and  dizziness.  She  had  had  an  uneventful 
menopause  two  years  previously.  On  routine  pelvic 
examination,  erosion  of  the  cervix  was  noted.  The 
preliminary  diagnosis  was  essential  hypertension 
and  chronic  cervicitis.  The  report  on  a  biopsy  was 
chronic  cervicitis.  Papanicolaou  smears  were  diag- 
nosed as  squamous  cell  carcinoma  of  the  cervix, 
type  IV,  at  this  time.  The  patient  was  followed  with 
monthly  biopsies  and  vaginal  smears  until  July  27, 
before  the  smear  diagnosis  made  on  February  5  was 
confirmed  by  pathologic  examination. 

Case  3 

A  white,  married  woman,  aged  37,  the  mother  of 
six  children,  was  seen  first  in  our  clinic  on  April  1, 
1947,  with  a  referral  diagnosis  of  squamous-cell 
carcinoma  of  the  cervix.  Her  last  pregnancy  had 
terminated  in  the  spontaneous  delivery  of  a  full- 
term  infant  three  months  previously.  The  last  two 
months  of  gestation  were  complicated  by  preeclamp- 
sia and  intermittent  vaginal  spotting.  There  was 
daily  spotting  after  delivery.  Ten  days  prior  to  her 
first  visit  here,  a  diagnostic  curettage  and  cervical 
biopsy  had  been  made.  The  pathologic  report  was 
squamous  cell  carcinoma  of  the  cervix.  A  biopsy 
made  on  her  first  visit  here  was  reported  as  show- 
ing chronic  cervicitis  without  evidence  of  malig- 
nancy. Papanicolaou  smears  obtained  on  April  1  and 
April  7,  however,  were  classified  as  squamous-cell 
carcinoma  of  the  cervix,  type  V.  A  biopsy  made  on 
April  8,  1947,  confirmed  the  original  report  on  the 
biopsy  made  elsewhere.  The  final  pathologic  exami- 
nation of  the  cervix  and  uterus,  following  radical 
hysterectomy  and  pelvic  lymphadenectomy,  showed 
cervical  carcinoma  in  situ. 

Case  4 

A  55-yeai'-old  white  woman  who  was  separated 
from  lier  husliand  was  seen  first  in  our  clinic  on 
September  15.  1947.  She  was  referred  by  her  local 
physician  with  a  diagnosis  of  a  questionable  carci- 
noma of  the  cervix.  She  had  six  living  children  and 
had  had  one  abortion.  Her  menopause  eight  years 
previously  had  been  uneventful.  For  the  past  year 
there  had  been  daily  vaginal  spotting  associated 
with  leukorrhea.  The  preliminary  diagnosis  was 
carcinoma  of  the  cervix,  stage  I-II.  The  report  on  a 
biopsy  made  on  September  15  was  chronic  cervicitis 
with  atypical  findings  in  the  epithelium.  Papani- 
colaou smears  obtained  at  this  time  were  classified 
as  squamous-cell  carcinoma  of  the  cervix,  type  V. 
A  second  biopsy  made  on  September  23  was  reported 
as  showing  epidermoid  carcinoma  of  the  cervix, 
spinal-cell  type. 

Discussion 

These  4  cases  illustrate  clearly  the  possi- 
bility of  detecting  early  malignancy  by  the 
smear  method.  Preinvasive  cervical  carci- 
noma, although  it  sheds  cells  into  the  vagina, 
may  present  no  visual  evidence  of  a  lesion. 
Thus  it  is  easily  possible  for  the  operator  to 
bite  in  the  wrong  place  with  the  biopsy 
forceps. 


January,    1948 


VAGINAL  SMEARS— KERNODLE  AND   OTHERS 


17 


Results  Obtained  at  Duke 

So  far  in  this  study,  approximately  4750 
smears  from  1139  patients  have  been  exam- 
ined. Cancers  were  diagnosed  by  pathologic 
examination  in  106  of  these  patients.  Ninety- 
seven  of  these  106  malignancies  were  diag- 
nosed by  vaginal  smears — an  error  of  9.1 
per  cent.  Three  of  the  nine  failures  to  make 
the  diagnosis  were  due  to  insufficient  tissue 
or  poor  fixation,  three  to  the  fact  that  the 
smears  were  obtained  after  roentgen  therapy, 
and  three  to  failure  to  recognize  cancer  cells 
which  were  present  in  the  smears. 

False  positive  diagnoses  were  made  in  28 
of  the  remaining  1,033  patients — an  error 
of  2.7  per  cent. 

DiscKssioH 

Relatively  speaking,  routine  vaginal 
smears  have  been  used  by  us  for  a  compara- 
tively short  time.  It  must  be  realized  that 
our  technique  and  results  are  steadily  im- 
proving in  direct  ratio  to  our  experience. 
The  vaginal-smear  method  has  been  proved 
to  be  an  excellent  procedure  and  one  which 
should  be  added  to  our  laboratory  armamen- 
tarium. At  the  present  time  we  feel  that 
pathologic  confirmation  of  smear  diagnoses 
should  be  obtained  in  every  case  prior  to  in- 
stitution of  treatment. 

The  procedure  is  simple,  though  not  in- 
expensive when  one  takes  into  account  the 
necessary  chemicals  and  the  technical  help 
needed.  Only  a  short  time  is  required  to 
obtain  and  stain  the  smears,  but  careful  and 
sometimes  lengthy  scrutiny  is  necessary  for 
interpretation.  The  interpretation  can  be 
completed  within  thirty  or  forty  minutes 
after  the  smears  are  taken,  however — as 
compared  to  the  one  to  four  days  required 
for  biopsy. 

The  important  feature  of  this  procedure 
is  its  potentialities  as  a  screening  method 
for  the  detection  of  early  cancer  and  of  the 
precancerous  but  benign  lesion.  We  believe 
that  in  the  future  this  service  will  be  avail- 
able to  every  North  Carolina  doctor,  as  ser- 
ology examinations  are  at  the  present  time. 
The  availability  of  such  a  service  should 
encourage  doctors  to  make  frequent  pelvic 
examinations,  with  the  result  that  many 
more  early  lesions  will  be  detected.  Only 
then  will  we  be  able  to  decrease  the  death 
rate  from  genital  cancer  in  women. 


Summary 

The  technique  introduced  by  Papanicolaou 
and  Traut  for  obtaining,  staining  and  inter- 
preting vaginal  smears  in  the  diagnosis  of 
cancer  has  been  discussed. 

Four  cases  have  been  cited  which  illus- 
trate the  fact  that  the  diagnosis  of  prein- 
vasive cervical  carcinoma  can  be  made  much 
earlier  by  the  vaginal  smear  method  than 
by  biopsy. 

Approximately  4750  smears  from  1139  pa- 
tients have  been  studied  at  Duke.  Ninety- 
seven  cases  of  genital  malignancy  were  diag- 
nosed by  smears  out  of  a  group  of  106  diag- 
nosed by  pathologic  examination  of  tissue — 
an  error  of  9.1  per  cent.  False-positive  diag- 
noses were  made  in  28  of  1,033  patients — 
a  percentage  of  2.7. 

Salient  advantages  of  the  vaginal-smear 
method  in  the  diagnosis  of  genital  cancer 
have  been  described.  It  is  thought  that  this 
procedure  will  come  to  be  a  routine  part  of 
the  complete  physical  examination  of  women. 

The  counteistains  used  in  this  study  have  been 
made  available  throug'h  the  courtesy  of  Dr.  C.  E. 
Folsome  of  the  Ortho  Pharmaceutical  Corporation, 
Linden,  New  Jersev. 


We  know  the  main  facts  about  cancer.  We  know 
it  is  the  chief  cause  of  death  in  men  and  women  in 
the  years  after  40 — the  time  when  they  have  estab- 
lished a  place  in  life,  a  home,  a  reputation,  when 
they  are  most  useful  to  their  profession  and  their 
country  and  most  necessary  to  their  families.  We 
know  that  at  first  it  is  not  a  tumour  but  an  insen- 
sible transformation  of  the  cells  in  some  part  of  the 
body  to  a  structure  that  is  a  caricature  of  the  nor- 
mal rather  than  something  new  or  different;  that 
this  new  tissue  has  no  nerve  supply,  and  that  it 
produces  no  inflammatory  reaction  in  the  normal 
parts  surrounding  it — in  other  words,  that  it  is  en- 
tirely painless,  and  in  most  cases  entirely  symptom- 
less. We  know  that,  for  purposes  of  recording,  can- 
cers can  be  sorted  into  three  stages,  based  on  their 
gross  naked-eye  pathology:  Stage  I,  in  which  there 
is  a  local  growth  only;  Stage  II,  in  which  as  well  as 
the  local  growth  there  are  early  metastases  in  the 
nearest  lymphatic  glands  or  in  tissues  immediately 
adjacent;  and  Stage  III,  in  which  the  primary 
growth  or  the  metastases  are  fixed,  or  more  distant 
organs  are  involved.  We  know  also  that  in  those 
parts  of  the  body  which  can  be  effectively  irradiated, 
or  where  a  radical  operation  that  satisfies  patholog- 
ical criteria  can  be  performed — the  breast,  the  colon, 
the  rectum,  and  most  parts  of  the  skin — the  five-year 
cures  in  Stage  I  are  80  to  90';f,  in  Stage  II  about 
50'<,  and  in  Stage  III  not  more  than  10<:;. — Ogilvie, 
H.:  The  Early  Diagnosis  of  Cancer  of  the  Oesopha- 
gus and  Stomach,  British  M.  J.  2:405  (Sept.  13) 
1947. 


18 


NORTH   CAROLINA   MEDICAL  JOURNAL 


January,   1948 


THE   CELLULAR  CHANGES  IN 

CARCINOMA  OF  THE  PROSTATE 

FOLLOWING  HORMONAL  THEKaPY 

George  G.  Gilbert,  M.D. 
asheville 

In  1893,  White  repoi'ted  a  series  of  100 
cases  of  prostatism  treated  by  castration' i'. 
No  differentiation  between  benign  nyper- 
plasia  and  carcinoma  was  made.  The  im- 
provement in  urinary  obstruction  was  en- 
couraging in  some  cases,  but  the  procedure 
was  discarded  and  nothing  more  was  wrnten 
about  it  for  years. 

One  of  the  first  steps  toward  the  modern 
concept  of  prostatic  carcinoma  came  in  li)6o: 
Kutscher  and  Wolbergs  found  that  aciult 
prostatic  tissue  and  secretion  are  very  ricn  in 
the  enzyme,  acid  phosphatase'-',  whereas  tne 
infantile  gland  contains  only  minimal 
amounts.  The  following  year  Gutman,  bproul, 
and  Gutman  confirmed  this  work  and  lound 
that  metastases  from  prostatic  carcinoma 
are  also  rich  in  this  enzyme'-''.  It  was  thus 
logical  to  assume  that  the  cell  of  prostatic 
carcinoma  is,  at  least  some  of  the  time,  well 
enough  differentiated  to  retain  its  ability  to 
elaborate  acid  phosphatase. 

In  1941,  Huggins  and  Hodges  presented 

their  thesis  which  has  since  revolutionized 

the  treatment  of  prostatic  cancer'^'.  Because 

of  its  simplicity  and  brevity  this  thesis  is 

quoted : 

"In  many  instances  a  malignant  prostatic  tumor 
is  an  overgrowth  of  adult  epithelial  cells.  All 
kno\\ai  types  of  adult  prostatic  epithelium  under- 
go atrophy  when  androgenic  hormones  are 
greatly  reduced  in  amount  or  inactivated.  In 
this  paper  evidence  is  presented  that  significant 
improvement  often  occurs  in  the  clinical  con- 
dition of  patients  with  far  advanced  cancer  of 
the  prostate  after  they  have  been  subjected  to 
castration.  Conversely  the  symptoms  are  aggra- 
vated when  androgens  are  injected.  We  believe 
that  this  work  provides  a  new  concept  of  pros- 
tatic carcinoma." 

In  the  six  years  since  this  paper  appeared 

there  have  been  many  reports  in  the  litera- 
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ture  evaluating  the  clinical  course  of  patients 
after  the  cell  of  prostatic  cancer  has  been 
deprived  of  male  sex  hormone.  In  many 
cases  castration  or  estrogen  therapy  has 
proven  to  be  very  beneficial.  It  results  in 
prolongation  of  life  and  relief  from  pain. 
It  is  agreed,  however,  that  this  method  of 
therapy  is  not  curative.  After  a  varying 
period  of  quiescence  the  cancer  again  asserts 
itself,  causing,  ultimately,  a  fatal  outcome. 

The  histologic  appearance  of  the  cell  of 
prostatic  carcinoma  after  it  has  been  de- 
prived cf  male  sex  hormone  has  received 
very  little  attention,  and  few  studies  have 
been  done  on  the  acid  phosphatase  content 
of  carcinomatous  tissue  following  hormonal 
therapy.  Although  such  studies  involve  only 
one  phase  of  the  disease,  they  may  at  least 
contribute  to  the  ultimate  realization  of  our 
fundamental  objective — namely,  to  increase 
our  knowledge  of  the  metabolism  and  be- 
havior of  the  cell  of  prostatic  carcinoma,  in 
order  that  further  strides  can  be  made  in 
the  treatment  and  control  of  this  disease. 

The  Normul  Prostate 

The  prostate,  prior  to  puberty,  is  a  small 
infantile  gland  at  rest.  The  cells  lining  the 
acini  are  also  small  and  inactive,  producing 
no  secretion.  Chemical  analysis  of  this  pre- 
pubescent  gland  reveals  only  minimal 
amounts  of  acid  phosphatase.  The  cells  lin- 
ing the  adult  prostatic  acini,  on  the  other 
hand,  contain  and  secrete  a  solution  rich  in 
acid  phosphatase.  This  solution  serves  as  a 
liquid  vehicle  for  the  spermatozoa  which  are 
discharged  from  the  ejaculatory  ducts.  The 
ability  of  the  prostatic  cells  to  elaborate  this 
secretion  is  certainly  due  in  large  measure 
to  the  male  sex  hormone,  since  the  eunuchoid 
pi'ostate  never  achieves  this  ability. 

Since  he  originally  demonstrated  the  de- 
pendency of  the  adult  prostatic  epithelial  cell 
on  androgens,  Huggins,  with  his  coworkers, 
has  continued  to  study  the  cell's  metabolism. 
They  have  shown  that,  in  addition  to  the 
large  amount  of  acid  phosphatase  present  in 
the  normal  adult  prostate,  it  also  has  a  high 
content  of  citric  acid''''. 

The  Malignant  Prostatic  Cell 

The  malignant  prostatic  epithelial  cell 
usually  retains  at  least  two  characteristics 

.1.  Barron,  E.  S.  G.  and  Huggins',  C. :  Metabolism  of  Prostate; 
Transamination  and  Citric  Acid.  J.  Urol.  55:385-390  (April) 
1916. 
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of  its  normal  forebear:  (1)  the  ability  to 
elaborate  acid  phosphatase,  as  shown  by 
chemical  analysis;  and  (2)  partial  depend- 
ence on  the  male  sex  hormone  for  its  metab- 
olism. When  deprived  of  male  sex  hormone, 
the  malignant  cell  undei'goes  a  temporary 
regression,  evidenced  by  both  clinical  and 
histologic  changes. 

The  study  of  the  histologic  and  metabolic 
effects  of  hormonal  therapy  on  the  malignant 
prostatic  cell  may  be  divided  into  three 
phases:  (1)  before  treatment,  (2)  after 
withdrawal  or  neutralization  of  the  male 
sex  hormone,  and  (3)  after  the  reappearance 
of  the  cell's  malignant  qualities,  when  it  has 
recovered  from  the  temporary  ill  health  oc- 
casioned by  the  withdrawal  of  the  androgenic 
hormone.  The  line  of  demarcation  between 
these  pliases  is,  of  course,  not  clear  cut. 

Phase  1 :  Before  treatment 

The  untreated  prostatic  carcinoma  exhibits 
the  same  histologic  appearance  and  behavior 
seen  in  other  malignancies :  the  cells  appear 
in  all  gradients  between  the  well-differenti- 
ated acinus  reproducing  pattern  and  the  un- 
differentiated amorphous  mass  of  malignant 
cells.  The  tumor  cells  usually  have  large 
vesicular  nuclei,  prominent  nucleoli,  and 
granular,  reticulated  cytoplasms. 

The  classical  modes  of  spread  are  by  the 
perineural  lymphatics  and  blood  vessels. 
Metastases  locate  most  regularly  in  the  bones 
of  the  spine  and  pelvis. 

Huggins  and  his  coworkers  have  shown 
that  the  respiratory  quotient  of  isolated  hu- 
man prostatic  adenoma  is  relatively  low, 
while  both  aerobic  and  anaerobic  glycolvsis 
is  high'"'.  They  have  also  shown  that  when 
dogs  ars  deprived  of  male  sex  hormone  the 
oxidative  phase  of  carbohydrate  metabolism 
is  diminished'"^  These  observations  are  men- 
tioned merely  because  they  represent  a  step 
in  the  progress  toward  the  fundamental  ob- 
jective stated  above. 

Phase  2:    After  withdrawal  or 
neutralization  of  the  male  sex  hormone 

All  the  papers  on  the  clinical  aspects  of 
this  subject  note  that  during  this  phase  the 
prostate  frequently  diminishes  in  size  and 
undergoes  a  decrease  in  induration,  so  that 
it  feels  practically  normal.  In  manv  cases, 
however,  the  change  in  size  and  consistency 

fi.    Barron.  E.  S.  O.   nntl  Ilusirins,   C. :  Tho  Metabnli-ini   nf  Iso- 
I.Ttert    Prostfitio    Tissue,    ,1.    I'rol.    .".l  :(13(l  (is  |.    Crinii-l    Idll. 


of  the  prostate  is  negligible.  Metastases  in 
the  bones  and  lungs  have  been  seen  to  re- 
gress— in  some  instances,  to  a  point  where 
they  are  no  longer  detectable  by  x-ray.  In 
metastatic  bone  lesions,  x-ray  changes  which 
are  interpreted  as  signifying  healing  are 
seen'^'.  At  the  same  time  the  serum  acid 
phosphatase,  when  it  has  been  elevated,  is 
seen  to  drop  significantly. 

The  first  histologic  study  of  prostatic  tis- 
sue in  this  phase  was  mentioned  by  Huggins, 
who  had  biopsies  made  from  a  superficial 
lymph  node  metastasis  before  and  after  cas- 
tration"*'. The  original  growth  was  a  typical 
adenocarcinoma.  The  biopsy,  one  hundred 
and  seven  days  after  castration,  showed 
diminution  in  the  size  of  the  acini,  increase 
in  connective  tissue  stroma,  and  areas  of 
pyknotic  and  fused  nuclei.  No  mention  was 
made  of  cytoplasmic  alterations. 

The  next  such  study  appeared  in  1942.  and 
has  remained  as  the  only  concentrated  at- 
tempt to  investigate  the  cellular  pattern  fol- 
lowing hormonal  therapy.  It  was  carried  out 
by  Schenken,  Burns,  and  Kahle,  of  New  Or- 
leans'"'. In  7  cases  of  carcinoma  of  the  pros- 
tate they  made  one  or  more  prostatic  biopsies 
at  varying  intervals  while  the  patients  were 
receiving  estrogens.  After  comparing  these 
biopsies  histologically  with  original  biopsies, 
these  workers  described  as  follows  what  they 
conceived  to  be  the  series  of  changes  result- 
ing from  diethylstilbestrol  therapy :  Vacuoles 
appear  in  the  cytoplasm,  and  at  the  same 
time  the  nuclei  tend  to  assume  a  basilar  posi- 
tion. With  the  increase  in  the  size  of  these 
vacuoles  the  cell  membranes  finally  rupture, 
leaving  the  nuclei  lying  in  clusters  with  no 
cell  boundaries.  While  these  cytoplasmic 
variations  are  taking  place,  the  nuclei  be- 
come progressively  more  pyknotic  and 
smaller. 

A  cri+ical  perusal  of  the  work  of  these 
authors  gives  rise  to  some  skepticism  regard- 
ing their  conclusions — without,  however,  de- 
tracting from  the  definite  value  of  their  con- 
tribution. One  reason  for  this  skepticism  is 
the  small  number  of  cases  studied ;  another  is 
the  fact  that  the  changes  they  describe  are 
quite  frequently  seen  in  untreated  prostatic 

7.  .\lvea,  E.  P..  and  Hemlerson.  .\.  F.:  Ca.'stration  for  Carci- 
noma of  tlie  Prostate,  J.  Urol.    IS  lOT.'i-OSi    (Dec.)    \9\-l. 

s.  Huiffins.  C:  Effect  of  Ordiiectomv  and  Irradiation  on 
Can.-er  of  tlio  Prostate,  .\nn.  Surg,  ll.i  :1192-120n  (June) 
in  1-2. 

0.  S-lienken,  J.  R.,  Burns.  E.  I,.,  and  Kalile.  P.  .1.:  Tlie  Effect 
of  Diethylstilbestrol  and  Dietlivls-tilhestrol  Dinronionate 
on  Carcinoma  of  the  Prostate  Gland;  TI.  CvtoloRic  riianses 
Followinff  Treatment,   ,T.   Urol.    is:99-n2    (July)    in  12. 
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carcinoma  and,  conversely,  that  many  pros- 
tatic malignancies  treated  with  stilbestrol 
fail  to  show  these  alterations. 

Since  the  appearance  of  this  work  only 
six  papers  have  been  published  dealing  en- 
tirely or  partially  with  the  cellular  changes 
of  prostatic  carcinoma  following  hormonal 
therapy'"".  One  of  these  papers  is  by  the 
same  authors  and  is  a  follow-up  of  the  same 
cases  originally  reported.  Another  describes 
changes  similar  to  those  reported  by  Schen- 
ken,  Burns,  and  Kahle,  but  does  not  state 
how  many  cases  were  studied.  There  remain 
only  four  reports  of  cases  studied  in  this 
fashion  in  the  five-year  period.  The  authors 
reporting  these  4  cases  agree,  fundamentally, 
with  Schenken,  Burns,  and  Kahle.  One  point 
lacking  unanimity,  however,  concerns 
changes  in  the  cytoplasm.  Some  are  indefi- 
nite in  describing  the  cytoplasm;  none  state 
that  vacuoles  were  seen.  Two  authors  men- 
tion that  the  bulk  of  the  growth  has  been 
apparently  replaced  by  scar  tissue,  leaving 
only  scattered  pyknotic  nuclei.  All  authors 
agree  that  there  is  diminution  in  the  size  and 
progressive  pyknosis  of  the  nuclei. 

My  interest  in  the  histologic  changes  in 
the  cell  of  prostatic  carcinoma  after  hor- 
monal therapy  was  aroused  by  a  patient  on 
the  urologic  service  at  Duke  Hospital.  This 
patient  ultimately  died  and  the  autopsy  find- 
ings were  reported  by  Margolis  and  my- 
self'^""'. In  our  discussion  of  the  cellular 
changes,  we  mentioned  2  additional  cases, 
one  of  which  showed,  in  tissue  containing 
obviously  active  growing  tumor  in  spite  of 
large  doses  of  stilbestrol,  the  supposed  re- 
gressive changes  described  by  Schenken, 
Burns,  and  Kahle.  The  other  showed  these 
changes  in  tissue  from  an  untreated  prostatic 
carcinoma.  In  their  original  paper  Schenken 
and  his  coworkers  found  the  "regressive" 
changes  in  25  of  44  untreated  cases ;  and 
Ewing  in  his  book  on  Neoplastic  Diseases 

10.  (a)  Heckel.  X.  J.,  and  Kretsclinier.  H.  L. :  Carcinoma  ivf 
the  Pro.^tate  Treated  \\itli  Diethvlstilhe?;trol ;  Histologic 
Alterations.  ,r..\.M.A.  lliiniisi  (.\us.  i)  isil-J:  (b)  Gilbert. 
G.  G..  and  Marsolis.  G.:  Post-Morteni  Findinss  in  Carci- 
noma, of  the  Prostate  Following  Castration  and  Dietlivl 
.stilbestrol  Tlierapv.  .1 .  Urol.  5n:82-iit  (.Tu'v)  IfitS:  ic) 
Kahle,  P.  J.,  Schenken.  ,T.  R..  and  Burns.  E.  L.:  Clinical 
and  Pitholooric  Effects  of  Diethylstilbestrol  and  Diethvl- 
stilbcstrol  Dipropionate  on  Carcinoma  of  th**  Prostate 
f;land:  a  Continuins  Studv.  J.  Urol.  .">ii-71I-T32  (D"c.> 
19 1.-!:  (d)  Graves.  R.  C,  and  Cross.  J.:  Pesression  of 
L)iiiph  Node  Metastases'  after  Orchidectomy  and  Stilbestrol 
in  Carcinoma  of  the  Prostate;  Reoort  of  a  Case.  .1.  Urol. 
51:.i!l-li.3  (Jan.1  HUl:  (e)  Moore.  G.  F..  WattcTibore.  C.  A., 
and  Rose.  D.  K.-  Breast  Changes  Due  to  niethvlstilb^stml 
durins  Treatment  of  Cancer  of  the  Prostate  Gland. 
.T.A.M.A.  127:(i(i-()2  (.Tan.  1.11  194.5:  (f)  Wattenber.T.  C.  A.: 
Liver  Clianses  and  Other  Effects  of  Diethylstilbestrol  dur- 
ing Treatment  of  the  Prostate  Gland  Cancer.  J.  Urol,  .i.i : 
e.ll-tn    (.lunel    19(0. 


describes  this  cytoplasmic  appearance  in  un- 
treated prostatic  carcinoma'"'. 

It  is  obvious  that  with  the  present  infor- 
mation at  hand  it  is  injudicious  to  draw  any 
specific  conclusions  regarding  the  cell 
changes  in  prostatic  malignancy  following 
inactivation  or  withdrawal  of  the  male  sex 
hormones.  Changes  obviously  do  take  place, 
and  there  seems  to  be  agreement  as  to  the 
development  of  pyknotic  nuclei.  With  a  total 
of  only  ]  1  patients  studied  histologically  in 
this  phase,  however — when  thousands  by  now 
have  been  treated  in  like  fashion — no  gen- 
eralizations are  warranted. 

Doubtless  many  clinicians  ai'e  inclined  to 
think  that  it  makes  little  difference  whether 
the  cell  of  prostatic  carcinoma,  when  de- 
prived of  the  male  sex  hormone,  has  a 
vacuolated  cytoplasm,  a  pyknotic  nucleus,  or 
a  ruptured  cell  membrane.  If  we  are  ever 
going  to  attain  control  of  prostatic  carci- 
noma, however,  everything  that  can  be 
learned  about  this  cell  and  its  behavior  in 
different  situations  should  be  studied. 

Phase  3:  After  resumption  of  the 
cell's  maliguunt  qualities 

The  cell  in  this  stage  has  the  same  appear- 
ance and  morphology  that  it  possessed  in  the 
original  untreated  state.  This  fact  was  very 
clearly  and  easily  demonstrated  in  the  case 
which  we  reported""''.  Sections  of  actively 
growing  tumor  taken  at  autopsy  were  indis- 
tinguishable from  the  pre-treatment  biopsy. 
It  is  true,  however,  that  in  such  sections  were 
found  areas  of  fibrosis  with  embedded  pyk- 
notic nuclei,  presumably  representing  tumor 
which  had  regressed  when  the  male  sex  hor- 
mone was  withdrawn.  The  significant  point 
is  that,  even  though  the  malignant  cell  in  this 
stage  is  growing  without  male  sex  hormone, 
its  appearance  is  unaltered. 

As  is  so  often  the  case,  however,  appear- 
ance alone  does  not  necessarily  give  the  key 
to  behavior.  For  some  unknown  reason  the 
cell  now  does  not  seem  to  like  its  original 
environment  as  well  as  its  adopted  homes — 
the  metastatic  areas.  It  has  been  observed 
many  times  clinically  that  the  prostate  main- 
tains its  decrease  in  size  and  induration, 
while  metastases  grow  apace.  This  chain  of 
events  is  not  invariable,  but  it  occurs  fre- 
quently enough  to  form  a  pretty  large  group, 
if  not  a  majority  of  the  cases. 

II.   Ewing.   J.:  Xeopla.stic  Diseases,   ed.    I,   Philadelphia,   W.   B, 
.Saunders   Co..    iniii.    p.    851. 
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There  is  still  another  appai'ent  difference 
in  the  revived  cell's  activity :  it  does  not  con- 
tain as  much  acid  phosphatase  as  it  did  be- 
fore treatment.  In  the  case  mentioned 
above"""'  we  found  at  autopsy  8  K.A.  (King 
and  Armstrong"-')  units  of  acid  phospha- 
tase per  gram  of  wet  tissue,  as  compared  to 
a  normal  of  500  to  1500.  This  finding  of  a 
low  acid  phosphatase  value  in  the  prostate 
deprived  of  male  sex  hormone  has  recently 
been  confirmed  in  4  cases  by  Woodard  and 
Dean"-". 

It  may  be  concluded,  therefore,  that  the 
cell  of  prostatic  carcinoma,  upon  resuming 
its  activity  following  regression  caused  by 
lack  of  androgens,  assumes  its  original  histo- 
logic appearance,  but  behaves  differently  by 
preferring  metastatic  areas  for  its  growth, 
by  growing  with  little  or  no  male  sex  hor- 
mone, and  by  containing  less  acid  phospha- 
tase. 

There  is  one  related  point  of  interest 
which  applies  in  general  to  all  three  phases 
described :  When  Huggins  first  published  his 
work  he  felt  that  tumors  which  were  well 
differentiated  histologically  responded  better 
to  withdrawal  of  male  sex  hormone  than  did 
the  anaplastic,  undifferentiated  growths''^'. 
This  phase  of  the  histology  of  prostatic  carci- 
noma has  been  studied  in  detail.  It  has  been 
shown  that  this  conclusion  is  not  warranted 
and  that  no  correlation  exists  between  cell 
type  and  prognosis"^'.  This  finding  serves  as 
another  illustration  that  a  tumor's  appear- 
ance does  not  necessarily  predict  or  reflect 
its  behavior. 

Siimmarii  and  Coyidusioii 

The  background  of  the  endocrine  treat- 
ment for  prostatic  carcinoma  has  been  re- 
viewed. The  life  history  of  the  malignant 
prostatic  cell  has  been  described — first  in  its 
unhampered  state,  then  while  it  is  tempo- 
rarily incapacitated  by  being  deprived  of 
male  sex  hormone,  and  finally  as  it  develops 
again  into  a  killer  in  spite  of  its  feminized 
environment.  It  is  the  purpose  of  this  dis- 
cussion to  show  that  there  are  many  avenues 
for  further  investigation  of  carcinoma  of  the 

12.  Kinjr,  E.  J.  niul  Arrnstroiiir.  A.  K.:  A  Convenient  Method 
for  Det'^nnininff  Serum  and  Bile  Phosphatase  .\ctivitv. 
Canatl.   M.    A.   J.   ,31  ::i7()3si    (Oet.)    l!):u. 

I.').  Woodard.  H.  Q..  and  Dean.  A.  L.:  Tlie  Si?niti(ani-e  <'f 
Fliosphatase  Findings  in  Carcinoma  of  tlie  Prostate.  .1. 
Urol.    .i-:l,5.'<-171    (Jan.)    1947    . 

11.  (a)  Xesliit.  U.  M..  and  CumniinKS,  R.  H.:  Prostatic  Cani- 
nonia  Treated  bv  Orcliiectomv.  .I..\.M.A.  IJii  :1  l(i!M  1 1 1 
(Dec.  .11  1942:  (b)  Merger,  C.  C.  and  Sauer,  H,  R,:  Tlie 
Kffect  of  Orchidectomv  and  Stilbestrol  in  Carcinoma  of 
the   Prostate.   Am,   .1.   Surer.   ri2:is.i-20(i    (Nov.)    19  13. 


prostate  as  a  whole,  and  that  much  more 
study  is  needed  on  the  cellular  changes  fol- 
lowing hormonal  therapy.  Opportunities  to 
increase  our  knowledge  are  many. 


GRANULOMA  INGUINALE  TREATED 
WITH   STREPTOMYCIN 

Report  of  a  Case 

Sidney  Olansky,  M.D. 
Joseph  Farrington,  M.D. 

and 

Kathleen  A.  Riley,  M.D. 

Durham 

While  the  effectiveness  of  various  anti- 
mony compounds  in  the  therapy  of  granulo- 
ma inguinale  has  been  established,  adequate 
treatment  with  these  drugs  is  difficult  be- 
cause of  the  long  periods  of  time  required 
and  the  toxic  reactions  which  sometimes 
develop.  The  disease  occurs  most  frequently 
in  the  type  of  individual  who  seldom  follows 
a  program  of  therapy  regularly  or  for  a 
sufficiently  long  period  of  time  to  effect  a 
cure.  There  has  been  a  continual  search  for 
a  more  rapid  and  adequate  means  of  treat- 
ment for  this  disease  analogous  to  the 
rapid  treatment  of  syphilis.  It  is  known  that 
regular  treatment  with  the  arsenicals  and 
bismuth  will  yield  a  large  percentage  of  cures 
in  syphilis,  but  only  15  to  20  per  cent  of  the 
patients  who  begin  this  type  of  therapy  ever 
complete  the  required  course.  Rapid  treat- 
ment methods,  especially  those  employing 
penicillin,  have  increased  the  percentage  of 
patients  who  complete  therapy  to  almost  100 
per  cent.  Recently,  Greenblatt  with  his  co- 
workers"' and  Barton  with  his  coworkers'-' 
have  demonstrated  that  streptomycin  is  ef- 
fective in  the  treatment  of  granuloma  in- 
guinale. Perhaps  this  is  the  "rapid  treat- 
ment" which  is  needed  so  urgently  in  the 
therapy  of  this  disease. 

A  case  of  extensive  granuloma  inguinale 
successfully  treated  with  streptomycin  is  re- 
ported below. 

From  til-  Division  of  Dermatology  and  Syphilology,  Depart- 
Tnenc  of  Medicine.  Duke  University  School  of  Medicine.  Dur- 
ham.  North  Carolina, 

1.  (a)  Greenblatt,  R.  B„  Kupperman,  H.  S.,  and  Dienst. 
R.  B.:  Streptomycin  in  the  Therapy  of  Granuloma  In- 
guinale. Proc.  Soc,  Exper,  Biol,  &  Med.  C4:3S9  (April) 
19  17:  (b)  Greenljlatt.  R,  B..  Dieiist.  R.  B,.  et  al.:  Granu- 
loma Inguinale:  Streptomycin  Therapy  and  Heseardi.  .1. 
Ven.    Di.s.    Inform.    2H:is.'!-iss    (Sent.)     1947. 

2.  Barton.  R.  L..  Craig.  R.  M..  Schwemlein.  G.  X..  and 
Bauer.  T.  ,1.:  Granuloma  Inguin,-ile  Treated  with  Strepto- 
mycin.   .\rcli.    Dermat.    Sc    Svph.    .-ifi:l-(i    (July)    191". 
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Fig.    L     Photograph   taken   in   1945. 

Case  Report 
A  38-year-old  single  colored  man  was  first 
seen  in  the  outpatient  clinic  of  Duke  Hos- 
pital on  April  3,  1945.  He  stated  that  in 
May,  1942,  when  he  reported  for  induction 
into  the  Army,  he  was  found  to  have  a 
positive  serologic  test  for  syphilis.  At  that 
time  he  received  twenty-four  weekly  intra- 
venous injections  and  was  told  that  his  sero- 
logic tesi  for  syphilis  had  become  negative. 
Late  in  1943  he  developed  a  "sore"  on  the 
glans  penis  which  was  treated  by  circum- 


cision. The  operative  wound  healed  incom- 
pletely. Exuberant  red  granulation  tissue 
developed  in  the  wound  and  spread  periph- 
erally. In  June,  1944.  the  inguinal  lymph 
nodes  became  enlarged  bilaterally.  These 
broke  down  in  one  month,  and  the  velvety 
granulations  typical  of  granuloma  inguinale 
appeared.  One  x-ray  treatment  was  given 
to  the  inguinal  lesions.  Some  tablets  (pre- 
sumably sulfonamides)  and  three  intraven- 
ous injections  (presumably  tartar  emetic) 
were  also  given.  This  treatment  did  not  pro- 
duce improvement.  The  penis  remained  en- 
larged to  about  twice  its  normal  size  and 
was  indurated  and  tender.  The  large  areas 
of  sharply  demarcated,  piled-up  granulation 
tissue  remained  unchanged  (fig.  1).  The  pa- 
tient was,  at  that  time,  referred  to  the  Duke 
Hospital  outpatient  clinic. 

The  serologic  test  for  syphilis  was  nega- 
tive. Frei  and  Ducrey  tests  were  also  nega- 
tive, but  scrapings  from  the  inguinal  lesions 
showed  Donovan  bodies.  A  diagnosis  of 
granuloma  inguinale  was  made,  and  he  was 
referred  to  the  Rapid  Treatment  Center  in 
South  Carolina,  his  home  state,  for  treat- 
ment. He  did  not  report  there,  however,  but 
received  an  antimony  preparation  intraven- 
ously at  irregular  intervals  from  a  private 
physician.  He  returned  to  Duke  Hospital  on 
June  16,  1947.  At  this  time  there  was  marked 
extension  of  the  lesions  (fig.  2),  and  he  was 
completely  incapacitated.  He  was,  therefore, 
admitted  to  the  hospital  for  streptomycin 
therapy. 


r 


Fig.    2.     Photograph    taken    immediately   before 
streptomycin    therapy    was    begun. 


Fig.    .3.     Photograph    taken    two    months    after 
completion  of  streptomycin   therapy. 
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Physical  examination  showed  the  glans 
penis  to  be  swollen  many  times  its  normal 
size,  markedly  tender,  and  indurated.  Com- 
pletely covering  both  inguinal  regions  and 
extendii:g  over  the  abdomen  for  about  three 
inches  was  a  large,  red,  weeping,  tender, 
bleeding,  butterfly-shaped  granulomatous 
area.  The  remainder  of  the  physical  exami- 
nation was  essentially  negative. 

The  hemoglobin  was  30  per  cent  and  there 
were  2,500,000  red  blood  cells.  Sci'apings 
from  the  lesions  revealed  numerous  Donovan 
bodies.  Serologic  tests  for  syphilis  were  neg- 
ative.   The  urinalysis  was  normal. 

Streptomycin  therapy  in  doses  of  0.6  Gm. 
intramuscularly  every  four  hours  was  started 
immediately  upon  admission.  A  total  dosage 
of  32.4  Gm.  was  given.  Continuous  com- 
presses of  potassium  permanganate  in  a  di- 
lution of  1 :4000  were  applied  to  the  lesions. 
The  patient  received  no  other  treatment. 

On  the  third  day  of  streptomycin  therapy 
repeated  smears  for  Donovan  bodies  showed 
a  marked  diminution  in  their  number.  After 
the  fifth  day,  no  Donovan  bodies  could  be 
demonstrated  in  scrapings  from  the  lesions. 
When  he  was  discharged  on  July  3,  1947.  the 
lesions  were  less  tender  and  acute.  Begin- 
ning epithelization  was  visible  at  the  borders 
of  the  lesions. 

On  August  2,  1947,  he  returned  to  the  out- 
patient clinic  remarkably  improved.  There 
was  75  per  cent  epithelization  of  the  lesions, 
and  the  patient  was  comfortable  enough  to 
resume  work.  On  September  22  he  re- 
turned for  further  observation.  At  this  time 
the  lesions  were  completely  healed  except  for 
one  small  crusted  patch  on  the  pubis  (iig.  3). 
On  October  22  complete  healing  had  taken 
place,  leaving  a  large  area  of  depigmented 
scar-tissue. 

Siun)na)'ij  and  Conclusions 

A  case  of  granuloma  inguinale  of  four 
years'  duration  treated  with  streptomycin 
is  reported.  The  results  achieved  with  this 
therapy  are  apparently  excellent.  It  is  hoped 
that  the  treatment  of  additional  cases  by  this 
method,  with  adequate  follow-up  examina- 
tions, will  prove  that  the  initial  good  results 
are  permanent. 

At  the  present  time  streptomycin  seems 
to  be  the  best  single  drug  available  for  the 
treatment  of  granuloma  inguinale. 


FLUORINE  AND  THE  PREVENTION 
OF  DENTAL  CARIES 

Zachary  M.  Stadt,  D.M.D.,  M.P.H.* 
Charlotte 

Exceeding  even  the  common  cold  in  uni- 
versality, dental  caries  is  the  most  wide- 
spread affliction  affecting  mankind.  With 
few  exceptions,  dental  caries  knows  no  age, 
sex,  social  or  economic  position,  geographic 
location,  or  season;  instead,  it  occurs  con- 
stantly and  continues  the  year  around.  When 
untreated,  it  results  in  the  loss  of  large  parts 
of  the  masticatory  apparatus  and  may  pro- 
duce sequelae  in  many  parts  of  the  body.  It 
is  not  surprising,  then,  that  the  experimental 
use  of  fluorides  to  prevent  the  occurrence  of 
dental  caries  grips  the  eager  interest  of  all 
who  are  concerned  with  this  baflSing  public 
health  problem. 

The  American  Geographic  Society  has 
chosen  fluorine  as  the  first  of  its  studies  for 
the  projected  "Atlas  of  Diseases."  Van 
Burkalow'^'  reports  that  a  study  of  fluorine 
in  the  water  supply  was  chosen  as  the  pilot 
project  because  of  the  direct  relationship  be- 
tween dental  health  and  an  element  of  the 
physical  environment.  The  primary  purpose 
of  the  "Atlas  of  Diseases"  is  to  show  the 
correlation  of  disease  with  the  natural  and 
social  environment. 

The  Relationship  of  Fluorine  to  Mottling 
of  the  E)iamel 

The  discovery  of  the  relationship  between 
the  fluoride  content  of  the  water  supply  and 
the  incidence  of  dental  caries  stems  from  in- 
vestigations which  set  forth  to  discover  the 
cause  of  "mottling  of  the  enamel."'-'  These 
investigations,  launched  by  the  newly  organ- 
ized Dental  Society  of  Colorado  Springs  in 
1908,  disclosed  the  fact  that  the  disfigure- 
ment of  the  teeth  was  due  to  something  in 

Read  l>efore  the  Section  on  Public  Healtli  and  Etlin-ation. 
Medical  Society  of  tlie  State  of  North  Carolina,  Virginia  Beach. 
\'irsinia,  May  13,  1947. 

*  Dental  Health  Officer,  City  Health  Department.  Cliarlotte, 
Xorth  Carolina. 

1.  \'an  Burkalow,  A.:  Fluorine  in  United  States  Water  Sup- 
plies; Pilot  Project  for  Atlas  of  Disease,  Geo.  Rev.  36:177- 
193   (.\prin    194{i. 

2.  (a)  Dean,  H.  T.:  Endemic  Fluorosis  and  Its  Relation  to 
Dentjil  Caries.  Pub.  Health  Rep.  53:1443-1452  (Auft.  19) 
1938;  (b)  Dean,  H.  T.,  et  al. :  Domestic  Water  and  Dental 
Caries.  Including  Certain  Epidemiological  .Aspects  of  Oral 
L.  .Acidophilus  Pub.  Health  Rep.  "54:Si)2-shs  i  May  21',) 
1939;  (c)  Dean,  H.  T.,  Jay,  P.,  Arnold,  F.  A..  Jr..  and 
Elvove.  E.:  Domestic  Water  and  Dental  Caries':  II.  .\ 
Study  of  2.832  White  Children,  Aged  12-14  Year*,  of  s 
Suburban  Chicago  Communities.  Including  LactultaciUus 
-Acidophilus  Studies  of  1.761  Children,  Pub.  Health  Rep. 
56:761-792    (.April    11)    1941. 
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FLUORIDE  (F)  CONTENT  OF  THE  PUBLIC  WATER   SUPPLY  IN   P  R  M. 

Fig.  1.  Relation  between  the  amount  of  dental 
caries  (permanent  teeth)  observed  in  7,257  se- 
lected 12-  to  14-year-old  white  school  children  in 
twenty-one  cities  of  four  states,  and  the  fluoride 
content  of  the  public  water  supply.  (Dean, 
Arnold,  and  Elvove'^'') 

the  domestic  water  supply  and  that  it  oc- 
curred only  in  natives  of  the  area  or  in  people 
who  had  become  residents  during  infancy 
or  early  childhood'^'. 

In  1931,  after  two  communities — Oakley, 
Idaho'^'  and  Bauxite,  Arkansas''"  —  had 
changed  their  sources  of  water  supply, 
Churchill'**'  and  others'''  simultaneously  indi- 
cated that  fluorine  was  the  factor  involved 
in  mottling  of  the  enamel.  The  water  supply 
at  Oakley  was  found  to  contain  8  parts  of 
fluoride  per  million  of  water;  that  at  Baux- 
ite, 14  parts  per  million.  Changing  the  water 
supply  of  these  two  towns  prevented  the  oc- 
currence of  dental  fluorosis  (mottling  of  the 
enamel)  in  children  born  subsequent  to  the 
change"  ". 

The  Effect  of  Fluorine  on  Dental  Caries 
After  the  relationship  between  excessive 

3.  McKay,  F,  S.:  Fluorine  and  Mottled  Enaiiud:  Historical 
Review,  in  Fluorine  in  Dental  Public  Health,  published 
by  the  New  York  Institute  of  Clin.  Oral  Path.  (Oct.  301 
1945.  p.  10. 

4.  McKay,  F.  S. :  Mottled  Enamel:  The  Prevention  of  Its 
Further  Production  throuRh  a  Change  of  the  Water  Supply 
at  Oakley.  Idaho,  J.  Am.  Dent.  A.  20:1137-1149   (July)   1933. 

5.  Kempf.  G.  A.,  and  McKay,  F.  S.:  Mottled  Enamel  in  a 
Segregated  Population,  Pub.  Health  Rep.  45:2923-2940  (Nov. 
28)  1930, 

6.  Churchill,  H.  V.:  Discussion  of  Secretarj^'s  Report.  Division 
of  Water  Sewage  and  Sanitation  Chenii!.tn-.  Indust,  & 
Eng.  Chem.,   News  Ed.,  9:105    (.April   10)    1931. 

7.  (a)  Smith,  Margaret  C,  Lantz.  E.  M..  and  Smith.  H.  V,: 
Cause  of  .Mottled  Enamel,  Defect  of  Human  Teeth,  Uni- 
versity of  Arizona  College  of  Agric,  Agric.  Expor.  Station 
Tech  Bull..  No.  32  (.lune  10)  1931;  (b)  Velu.  H..  and 
Balozet,  L. :  Damious  (Dystrophic  dentaire)  du  Mouton 
et  Solubilite  du  Principe  actif  des  Phosphatees  naturels 
qui  le  provoque,  Bull  Soc.  path.  exot.  24:S48  (Nov.  12) 
1931. 

8.  Dean,  H.  T..  McKay,  F.  S.,  and  Elvove,  E.:  Mottled  Enamel 
Survey  of  Bauxite.  Ark.,  Ten  Years  after  a  Change  in  the 
Common  Water  Supply,  Pub.  Health  Rep.  53:1736-1748 
(Sept.  30)    1938. 
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Fig.  2.  Amount  of  dental  caries  (permanent 
teeth)  observed  in  7.2.57  selected  12-  to  IJ-year- 
old  white  school  children  in  twenty-one  cities  of 
four  states,  classified  according  to  the  fluoride 
concentration  of  the  public  water  supply.  (Dean, 
Arnold,  and  Elvove'S'')) 

quantities  of  fluoride  in  the  drinking  water 
and  mottling  of  the  enamel  had  been  estab- 
lished, Dean  and  his  associates'-'"  showed 
that  amounts  of  fluoride  not  exceeding  1  part 
per  million  did  not  produce  dental  fluorosis, 
and  that  an  inverse  relationship  was  present 
between  the  amount  of  fluoride  in  the  domes- 
tic water  supply  and  the  occurrence  of  dental 
caries.  They  noted  that  "at  concentrations  of 
0.9  to  0.5  part  per  million,  the  influence  is 
less  marked  than  at  the  higher  concentra- 
tions; nevertheless,  the  dental  caries  experi- 
ence rates  are  distinctly  lower  than  those 
associated  with  the  use  of  relatively  fluoride- 
free  waters."'"''  They  concluded  that:  "Strik- 
ingly low  dental  caries  prevalence  was  found 
associated  with  the  continuous  use  of  domes- 
tic waters  whose  fluoride  (F)  content  was 
as  low  as  about  1  part  per  million,  a  concen- 
tration which  under  the  conditions  prevail- 
ing in  the  localities  studied  produced  only 
sporadic  instances  of  the  "mildest  forms  of 
dental  fluorosis  of  no  practical  esthetic  sig- 
nificance."'''''J 

Figures  1  and  2  show  the  relation  between 
the  fluoride  content  of  the  public  water  sup- 
ply and  the  amount  of  dental  caries  of  the 
permanent  teeth  observed  in  7,257  12  to  14- 
year-old  white  school  children  of  twenty-one 

9,  (a)  Dean,  H.  T.  and  Elvove,  E. :  Studies  on  the  Minimal 
Threshold  of  the  Dental  Sign  of  Chronic  Endemic  Fluorosis 
(Mottled  Enamel).  Pub.  Health  Rep.  50:1719-1729  (Dec.  6) 
1935;  (b)  Dean,  H.  T.,  and  Elvove,  E.:  Further  Studies  on 
the  .Minimal  Thresliold  of  Chronic  Endemic  Dental  Fluoro- 
sis. Pub.  Health  Rep.  52:1249-1264  (Sept.  10)  1937;  (ci 
Dean.  H.  T..  Jay.  P..  Arnold,  F.  A.,  Jr.,  and  Elvove,  E. : 
Domestic  Water  and  Dental  Caries;  I.  A  Dental  Caries 
Study.  Including  L.  Acidophilus  Estimations,  of  a  Popula- 
tion Severely  Affected  by  Mottled  Enamel  and  WTiich  for 
the  Past  12  Years  has  used  a  Fluoride-Free  Water,  Pub. 
Health  Rep.  56:3H5-381  (Feb.  2,S)  1941;  (d)  Dean.  H.  T.. 
-Arnold,  F.  A.,  Jr.,  and  Elvove.  E.:  Domestic  Water  and 
Dental  Caries;  V.  .Additional  Studies  of  the  Relation  of 
Fluoride  Domes-tic  Waters  to  Dental  Caries  Experience  in 
4.425  White  Children.  -\ged  12  to  14  Years,  of  13  Cities  in 
4  States,  Pub.  Health  Rep,  57:1155-1179   (.Aug.  7)   1942. 
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cities  in  four  states.  As  Dean  and  his  co- 
authors pointed  out'"''',  "the  relative  homo- 
geneity of  these  populations,  the  method  of 
selecting  the  study  groups,  and  the  similarity 
of  diagnostic  standards  used"  make  it  un- 
likely that  the  differences  in  the  incidence  of 
dental  caries  in  the  different  cities  could  be 
due  to  any  factor  "other  than  the  mineral 
composition  of  the  public  water  supply." 

Table  1 

Comparison  of   Fluoride   Content  of   Water   Supply 

and  Dental  Findings  Among  Selected  12-  fo  14-Year- 

Old  \\'hite  School  Children  in  Illinois  Cities 

(Arnold'^"') 


cat/ 

FluorUle 
Content 
of  Water 
Supphj 

Percent. 
Children 
Exai/nned, 
Caries- 
Free 

Cariea 

Rate 

per   100 

Children 

Exarnined 

Fir.-it'Moht) 

Mortality 

per  100 

Children 

Examined 

Mayweed 

1.2 

29.8 

258 

11.7 

Aurora 

1.2 

23.5 

281 

14.5 

Evanston 

0.0 

3.9 

673 

42.6 

Oak  Park 

0.0 

4.3 

722 

31.0 

Waukegan 

0.0 

3.1 

810 

79.9 

Table  1'""  shows  a  comparison  between  the 
incidence  of  dental  caries  among  children 
living  in  Aurora  and  Maywood,  Illinois — 
communities  with  a  water  supply  of  relative- 
ly high  fluoride  content — and  children  living 
in  three  Illinois  towns  using  the  fluoride-free 
waters  from  Lake  Michigan  (Evanston,  Oak 
Park,  and  Waukegan,  Illinois).  As  this  table 
shows,  the  percentage  of  caries-free  chil- 
dren was  about  six  times  as  great  in  the  first 
two  towns  as  in  the  last  three.  The  contrast 
is  even  more  striking  when  we  realize  that 
Maywood  and  Oak  Park  are  only  three  miles 
apart. 

This  comparison  gives  an  indication  of 
the  dental  benefits  to  be  expected  from  bring- 
ing the  fluoride  content  of  the  water  supply 
up  to  1  part  per  million.  Dean'-''  points  out 
that  in  Aurora,  with  a  fluoride  content  of 
1.2  parts  per  million,  mottled  enamel,  al- 
though it  was  encountered  in  15  per  cent  of 
the  children  examined,  was  not  an  esthetic 
problem.  The  incidence  of  dental  fluorosis  at 
Maywood  was  33.3  per  cent.  Dean  explains 
this  discrepancy  on  the  basis  of  evidence  in- 
dicating that,  until  a  few  years  before  the 
examinations,  I\Iaywood  water  probably  con- 
tained 1.4  to  1.6  parts  of  fluoride  per  million. 

Figure  3  indicates  the  relative  location  of 
eight  Illinois  communities  studied,  and  gives 
the  fluoride  content  of  the  water  supply  (F) 
and  the  caries-attack  rate  per  hundred  chil- 
dren examined. 

10.    .\mold.   F.   A..   Jr.:  Role  of  Fluorides  in  Preventive  Den- 
tistrj-,  J.  Am.  Dent.   A.  30:499-508    (April)    1943. 
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Fig.   3.    (From  Dean,  H.  T.,  in  J.  Am.   Water 
Works  Assoc.  38:1161-1186   (Sept.)   1943.) 

The  Artificial  Addition  of  Fluorine  to 

Water  Supplies 
In  light  of  the  above  flndings,  it  was  only 
natural  to  conjecture  on  the  possible  results 
of  adding  fluoi'ides  to  fluoride-deficient  or 
fluoride-free  water  in  suflicient  amounts  to 
bring  the  fluoride  content  up  to  1  part  per 
million.  The  United  States  Public  Health 
Service'"'  allows  a  maximum  fluoride  con- 
tent of  1.5  parts  per  million  in  drinking 
water. 

Possible  harmful  effects 

Several  million  people  in  many  different 
parts  of  the  country  have  been  using,  for 
many  years,  water  containing  much  higher 
amounts  of  fluoride  than  one  part  per  mil- 
lion, without  any  apparent  ill  effects  other 
than  fluorosis  of  the  teeth.  The  water  supply 
of  Colorado  Springs  contains  approximately 
2.5  parts  of  fluoride  per  million  of  water; 
that  of  Amarillo,  Texas,  3.8  parts  per  mil- 
lion; and  that  of  Lubbock,  Texas,  5.1  parts 
per  million.  The  question  arises,  however,  as 
to  whether  there  are  any  dangers  involved 
in  the  artificial  addition  of  fluorides  to  the 

11.    Public    Health    Service    Drinking    Water    Standards,    Pud. 
Health  Rep.  61:371-384  (March  15)   1946. 
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water  supply. 

Roholm"-'  has  determined  that  the  lethal 
dose  of  sodium  fluoride  is  4  Gm.,  the  sub- 
lethal do?e  230  mg.  What  would  this  mean  in 
terms  of  the  Charlotte  water  supply?  At  the 
present  rate  of  consumption  (about  fifteen 
million  gallons  a  day),  around  308  pounds  of 
90  per  cent  pure  sodium  fluoride  would  be  re- 
quired daily  to  bring  the  fluorine  content  up 
to  1  part  per  million.  By  comparison,  a 
lethal  dose  would  require  more  than  a 
quarter  of  a  million  pounds,  while  a  sublethal 
dose  would  require  more  than  14,476  pounds, 
or  7  tons  of  sodium  fluoride. 
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Fig.   4.     (From    McClure   and   Kinser'i^') 

Machle'i^'  determined  that  the  normal 
urinary  excretion  of  fluoride  is  approximate- 
ly 1  mg.  per  liter,  and  that  there  is  a  correla- 
tion between  the  amount  ingested  and  the 
amount  excreted.  McClure"^',  from  his  study 
of  the  amounts  of  fluorine  present  in  the 
urine  of  inductees  from  many  areas  (fig.  4), 
concluded  that  urinary  excretion  of  fluorine 
is  proportional  to  the  amount  of  fluorine  in 
the  water  supply,  up  to  5  parts  per  million. 
He  states  further  that  "the  uniformity  in  the 
urinary-fluorine  figures  for  areas  as  widely 
separated  as  New  Hampshire,  Washington, 
D.  C,  Waukegan  and  Chicago  and  Quincy. 
111.,  Indianapolis,  Ind.  and  Little  Rock,  Ar- 
kansas suggests  that  the  content  of  fluorine 
in    the    average    human    diet,    exclusive    of 

12.  Roholm,  Kaj:  Fluorine  Intoxication:  A  Clinical-Hvcienic 
Study,  London.   H,   K.  Lewis,   1!I37. 

13.  .MachJe,  W.:  Normal  Urinarj-  Fluorine  Excretion  and  the 
Problem  of  Mottled  Enamel,  Dent.  Cos.  77:til2-iil5  (.lunei 
ISISO. 

II.  MeClure.  F.  .7.,  and  Kinser.  C.  A.:  Fluoride  Domestic 
Waters  and  Systemic  Effects;  11.  Fluorine  Content  of 
Urine  in  Relation  to  Fluorine  in  Drinking  Water,  Pub. 
Health  Kep.  .i!i:1375-1.5<)l    (Dec.   8)    1944. 


drinking  water  is  remarkably  uniform  re- 
gardless of  locality.  It  may  be  suggested  that 
this  is  indicative  also  that  fluorine  in  food 
produce  is  quite  uniform,  regardless  of  the 
conditions  under  which  the  food  is  pro- 
duced," 

Following  the  ingestion  of  food  estimated 
to  contain  0.3  to  0.6  mg.  of  fluorine,  about 
88  per  cent  of  this  amount  appears  in  the 
urine  and  about  8  per  cent  in  the  feces"'". 

McClure"^'  points  out  that  the  close  cor- 
relation between  the  fluoride  content  of 
drinking  water  and  the  urinary  excretion  of 
fluorine  reduces  the  hazard  of  cumulative 
toxic  bone  fluorosis.  In  view  of  the  low  con- 
centrations of  fluorine  in  domestic  waters,  he 
states  that  "this  form  of  fluorine  toxicosis 
seems  unlikely  to  become  an  endemic  health 
problem."  Evidence  of  fluorine  toxicosis  re- 
lated to  skeletal  storage  of  fluorine  has  not 
been  reported  in  association  with  the  domes- 
tic use  of  fluoride-containing  waters  in  the 
United  States,  even  though,  up  to  1928,  the 
water  in  Bauxite,  Arkansas,  contained  14 
parts  of  fluoride  per  million  of  water. 

In  order  to  obtain  information  regarding 
possible  skeletal  eflfects  of  dietaiw  fluorine, 
McClure""'  investigated  the  i-elation  between 
fluorine  ingested  in  domestic  drinking  waters 
and  the  height,  weight,  and  bone-fracture 
experience  of  selected  groups  of  high  school 
boys  ani  inductees.  The  data  obtained,  while 
not  permitting  final  conclusions,  suggested 
that  there  was  no  relation  between  the  in- 
gestion of  fluoride  in  drinking  water  and 
fracture  experience   (fig.  5)   or  growth. 

McClendon  and  Foster"''  swallowed  1  Gm. 
of  a  fluorapatite  toothpowder,  containing 
nearly  4  per  cent  fluorine,  daily  for  three 
years  (in  the  case  of  Foster).  At  the  end  of 
this  time  no  osseous  change  could  be  demon- 
strated roentgenographically.  Each  exci'eted 
10  mg.  of  fluorine  per  day  during  this  period. 

While  there  is  overpowering  evidence  that 
the  addition  of  one  part  of  fluoride  per  mil- 
lion in  the  domestic  water  supply  can  have 
no  toxic  effect,  there  is  still  the  possibility 
that  an  unusual  amount  of  sodium  fluoride 

1.5.  Machle.  W..  Scott.  E.  W.,  and  Larsent.  E.  J,:  The  .\li- 
sorption  and  Excretion  of  Fluorides:  L  The  Normal 
Fluoride  Balance,  J.  Indust.  HyR.  &  Toxicol.  24:l!ili-2iu 
(Sept.)    1942. 

lit.  McClure.  F.  J.:  Fluoride  Domestic  Waters  'and  S>stemic 
Effects:  L  Relation  to  Bone-Fracture  Experience.  H?i?lit. 
and  Weight  of  Hiirh  School  Boys  and  Voung  Selectee*  of 
the  .\rmed  Forces  of  the  L'nited  States.  Pub.  Health  Kep. 
J9:l.i4.'!-1358    (Dec.    1)    1944. 

17.  McClendon.  .7.  F..  and  Foster,  W.  C. :  The  Non-Toxicity 
for  .\dults  of  Fluorine  in  Tooth  Powder,  J.  Dent.  Research 
25:183    (June)    1946. 
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dent  that  the  greatest  degree  of  protection 
against  caries  is  conferred  on  those  who, 
from  birth  through  the  eighth  year  of  life, 
have  been  continuously  exposed  to  domestic 
water  supplies  containing  around  1  part  of 
fluoride  per  million.  This  is  the  age-span 
during  which  the  crowns  of  all  the  perma- 
nent teeth,  with  the  exception  of  the  third 
molar,  are  completely  developed.  Wisan'-"', 
however,  has  shown  that  children  moving 
into  a  community  with  a  fluoride-containing 
■water  supply  after  their  fourth  birthday  will 
benefit  significantly  by  their  subsequent  ex- 
posure to  the  water   (fig.  6). 


Fig.  5.    (From  McCluredS)) 

powder  might  accidentally  be  dumped  into 
the  water  supply.  The  likelihood  of  such  an 
occurrence  is  remote,  especially  when  we  con- 
sider the  efficiency  of  personnel  and  equip- 
ment, and  the  requirements  for  meticulous 
care  in  our  modern  metropolitan  water 
plants.  Water-works  personnel  are  well  ex- 
perienced in  the  careful  management  of  a 
variety  of  chemicals,  including  chlorine. 
Harris,  chief  chemist  of  the  Water  Depart- 
ment at  Grand  Rapids,  Michigan  (where  the 
first  and  largest  study  on  the  addition  of 
fluoride  to  a  water  supply  is  under  way), 
stated  that  in  the  event  of  an  accident 
involving  around  500  pounds  of  sodium 
fluoride,  the  ultimate  concentration  of  fluor- 
ide in  the  drinking  water  would  probably 
not  be  more  than  10  parts  per  million'^"*. 

Harris'""  also  stated  that  the  addition  of 
fluoride  to  water,  even  in  amounts  as  great 
as  500  parts  per  million,  gives  no  taste. 
Possible  beneficial  effects 

Studies  all  over  the  world'"""'  make  it  evi- 

is.  Harris.  W.  L. :  Experience  in  the  Application  of  Fluoride 
to  a  Public  Water  Supply.  Lectures.  Univ.  of  Mich.  School 
of  Pub.  Health.  May  22-24.  int-.. 

19.  (a)  Lukoin.ski.  I.:  Fluorine  in  Medicine  (1940);  abstrated 
by  J.  F.  Volker  in  .\m.  Rev.  Soviet  Med.  2:513-.546  (.\uk.) 
194.5;  (b)  Ockerse.  T. :  Endemic  Fluorosis  in  Pretoria 
District.  South  African  M.  .J.  i,):2tn-286  (July  26)  1941; 
<c)  Weaver,  R.:  Fluorosis  and  Dental  Caries  on  Tvneside, 
Brit.  Dent.  J.  76:29-40    (Jan.  21)    1944. 
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..  DMF  TWENTY-SIX  NON-FLUORINE  COMMUNITIES  IN  NEW  JER5ET,  1944 
'^] DMF     CHILDREN  MOVING  INTO   HIGH  FLUORINE   COMMUNITY  AFTER 

FOURTH  BIRTHDAY 
DMF     CHILDREN    HAVING   LIVED  BEFORE  AND  AFTER  FOURTH  BIRTHDAY 

IN  HIGH   FLUORINE    COMMUNITY 

Fig.  6.  Comparison  of  DMF  rates  in  New  Jersey 
communities  (Wisan'-'")-  The  DMF  rate  is  the 
total  number  of  teeth  decayed,  missing  (or  indi- 
cated  for  extraction),   or   filled. 

Children  of  older  years  (8-10)  may  also 
benefit  by  moving  into  such  a  community. 
Klein'-"  concluded  from  his  observations  on 
two  groups  of  relocated  Japanese  children 
that  "among  young  children  (ages  8  to  10 
years)  transferred  to  an  area  where  the 
drinking  water  contained  3  ppm  of  fluoride, 
the  incidence  of  new  caries  experience  in 
previously  non-carious  erupted  teeth  was  re- 
duced approximately  60  per  cent  below  that 
which  would  be  expected  on  the  basis  of  the 
incidence  observed  in  the  control  group  .  .  . 
that  among  teeth  present  in  the  mouth  at 

20.  Wisan.  J.  M. :  Dental  Caries  and  Fluorine-AVater.  Pub. 
Hea'th  News.  State  Department  of  Health.  Trenton.  X.  J. 
27:139    (Oct.)    1944. 

21.  Klein.  H.:  Dental  Carie-?  Experience  in  Relocated  Children 
Exposed  to  Water  Containing  Fluorine;  I.  Incidence  of 
Xew  Caries  after  2  Years  of  Exposure  anions  Previously 
Caries-Free  Permanent  Teeth.  Pub.  Health  Rep.  6O:i402- 
1467    (Dec.    7)    1945. 
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the  beginning  of  exposure  to  fluorine,  those 
most  recently  erupted  were  those  most  pro- 
tected against  caries  attack."  Weaver'^^) 
arrived  at  similar  conclusions  from  observa- 
tions on  800  English  children  who  had  im- 
migrated into  an  area  where  the  drinking 
water  contained  1.4  parts  of  fluoride  per 
million  of  water.  It  remains  to  be  seen 
whether  a  similar  beneficial  effect  will  be 
conferred  on  newly-erupted  teeth  by  the 
artificial  addition  of  sodium  fluoride  to  the 
community  water  supplies. 

Topical  Application  of  Fluorine  to  the  Teeth 
It  has  been  further  demonstrated  that 
fluorides  topically  applied  to  the  teeth,  par- 
ticularly those  that  are  newly  erupted,  result 
in  a  21  to  50  per  cent  inhibition  of  new  den- 
tal caries.  Knutson'-^',  Dwyer'--*',  and  Jor- 
dan'-"'' indicate  that  four  to  seven  applica- 
tions of  1  or  2  per  cent  solutions  of  sodium 
fluoride,  preceded  by  dental  prophylaxis,  are 
likely  to  give  the  maximum  reduction  in  new 
dental  caries.  Armstrong'"'''  determined  that 
the  mean  fluorine  content  of  the  enamel  of 
sound  teeth  is  about  0.0111  per  cent,  while 
that  of  carious  enamel  is  0.0069 — 62  per  cent 
less.  He  stated  that  fluorine,  once  it  is  de- 
posited in  the  enamel,  "does  not  quickly  leave 
this  structure,  and  it  is  doubtful  if  its  amount 
is  ever  decreased." 

Studying  the  effects  of  different  kinds  of 
fluorides  on  pure  dried  enamel  and  dentin. 
Bibby'-'^'  found  that  acidulated  lead  fluoride 
reduced  enamel  solubility  by  85  per  cent, 
while  acidulated  sodium  fluoride  reduced 
enamel  solubility  by  55  per  cent.  Sodium 
acetate-acetic  acid  was  u.sed  as  a  buffer.  A 
mixture  of  sodium  fluoride  and  hydrogen 
peroxide  reduced  enamel  solubility  by  ap- 
proximately 60  per  cent.  Clinically,  Dwyer'-*^ 
has  demonstrated  a  50  per  cent  reduction  in 
new  decay  on  teeth  treated  with  a  1  per  cent 
solution    of   sodium    fluoride.     Bibby's   own 

22.  Wp.Tver.  R.:  Fluoride  and  Dent.Tl  Carie.s:  Further  Invosti- 
ffations  on  Tvne.^ide  and  in  Sunderland.  Brit.  Dent.  .T. 
77:1R.')-10,S    (Oct.    6>    19(4. 

2,'!.  Knutson.  J.  W.,  Amisfron?.  W.  D.,  and  Feldnian.  '='.  M, : 
The  Effect  of  Topicnl'v  .\nDlied  Sodium  Fhioride  on  D.>ntal 
Carie.s  Exnerience;  IV.  "eoort  of  Findings  nith  Two,  Four 
and  Sit  Applications,  Pub.  Health  Rep,  (12:425-430  (Mar. 
21)    1947. 

2  1.  Dvvyer.  H.  Shirley.  Dental  Director.  State  Board  of  Health, 
New  Hanin.s'hire:  Personal   communication,    Xov,    Ifi,    in4n, 

2."i,  .Jordan,  W.  A..  Woorl,  O.  B,.  .\lliston,  ,T,  A„  and  Invin. 
V,  D, :  The  Effects  of  Various  Numbers  of  Tooical  An- 
plications  of  Sodium  Fluoride.  .T.  .Am,  Dent,  .\,  33 :1,18,'>-!)1 
(Nov,   \)   1940, 

26,  .Armstrong,  W,  D.:  Fluorine  as  It  Relates  to  Caries.  North- 
west Dent.  21   (July)   1942. 

27,  Bibhy.  B,  G. :  Use  of  Fluorine  in  Prevention  of  Dental 
Caries,  III,  A  Con.sideration  of  the  Effectiveness  of  Vari- 
ous Fluoride  Mixtures,  .7.  .Am,  Dent,  ,\.  3l:2(i-32  (,ran,  11 
1947. 


clinical  investigation'-^''  showed  that  the 
topical  application  of  a  1:1000  solution  of 
sodium  fluoride  resulted  in  a  46  per  cent  re- 
duction in  new  caries.  He  postulates  that 
"the  freshly-erupted  tooth  surface  (and,  to 
a  large  degree,  freshly-powdered  tooth  sub- 
stance) oflfers  an  immature  or  chemically 
unreacted  surface  which  under  ordinary  cir- 
cumstances is  a  relatively  soluble  hydroxyl 
apatite  and  anything  which  reacts  with  it  to 
form  a  less  soluble  apatite  or  phosphate  com- 
plex will  increase  the  resistance  to  dental 
caries." 

Other  studies  on  the  prophylactic  effect 
of  fluorine  in  dental  caries  involve  denti- 
frices, mouth  washes,  and  tablets,  all  con- 
taining fluorides. 

The  Effects  of  Fluorine  on 
Medical  Conditions 

Lukomski'""'  has  reported  that  the  oral 
administration  of  five  drops  of  a  1  per  cent 
solution  of  sodium  fluoride,  three  times  daily 
for  three  to  four  weeks,  gives  satisfactory 
results  in  osteomyelitis. 

Lewy'-''\  an  otolaryngologist,  was  inter- 
e.sted  in  the  influence  of  fluorine  on  the  pre- 
vention of  some  forms  of  deafness.  He  found 
that  the  incidence  of  hearing  defects  among 
109,869  children  in  fluoride-free  areas  was 
4.9  per  cent,  as  compared  with  2.8  per  cent 
among  20,488  children  in  areas  with  a  water 
supply  containing  more  than  1.4  parts  of 
fluoride  per  million.  Some  of  the  cities  which 
are  adding  fluoride  to  their  water  supnlies 
are  including  periodic  physical  examinations 
of  the  children  in  the  community.  It  will  be 
interesting  to  see  if  their  findings  confirm 
Lewy's  observations. 

Aisenberg'^*^^  made  a  study  of  ten-year 
records  for  poliomyelitis  and  suggested  that 
communities  with  water  supplies  containing 
1  part  or  more  of  fluoride  per  million  had 
45  per  cent  less  polio  than  fluoride-free  com- 
munities. He  states :  "It  will  be  interesting 
to  observe  if  fewer  cases  of  polio  will  appear 
in  those  communities  that  are  now  adding 
1  ppm  or  less  of  fluoride  to  the  water  supply 
for  the  inhibition  of  dental  caries." 

2,9.  Bibby.  B.  C:  The  Use  of  Fluorine  in  the  Prevention  of 
Dental  Caries;  II,  Effect  of  Sodium  Fluoride  .Application, 
.T,   .Am.  Dent,   .A.    ,11:317,121    (Mar.    1)    1914, 

20,  Lewy.  .A.:  The  Possible  Value  of  Nontoxic  Concentrations 
of  Fluorine  in  the  Prevention  of  Deafness  from  Otos+'lero- 
sis   ami    Fibrosis.    Arch,    Otolan-nsr,    39:I,1-M:>4    (Feb.)    1944. 

;!0,  .\isenber£r,  M,  S, :  Further  Studies  of  Exposed  Pti'ps  as 
Portal  of  EntrA'  for  Poliomyelitis  A^irus,  ,1.  .Am,  Dent,  ,A, 
33:1109-12    (Sept,   n    19411, 
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Mechanism  of  Action  of  Fluorine  on 
Tooth  Structure 

The  means  by  which  trace  amounts  of 
fluorine  confer  such  protection  to  the  tooth 
structure  continue  to  provide  an  area  of  con- 
siderable study.  Gottlieb'^!'  states  that  "So- 
dium fluoride  attracts  calcium  with  a  power 
twice  the  attraction  of  oxygen  for  iron,  but 
does  not  coagulate  protein.  When  the  or- 
ganic matter  in  the  enamel  is  fluorinized  it 
attracts  calcium  from  its  surroundings  and 
from  the  saliva.  The  attracted  calcium  com- 
bines with  the  fluorine  to  form  insoluble  cal- 
cium fluoride,  thereby  obstructing  the  inva- 
sion roads."  The  "invasion  roads"  are  the 
organic  channels  of  the  enamel,  considered 
until  recently  as  completely  inorganic. 

Gerould"-*,  using  the  electron  microscope 
and  the  polystyrene  silica-surface  replica 
technique,  showed  that  fluorine  ingested  dur- 
ing tooth  development  combines  with  tooth 
structure  in  a  diflferent  way  from  toDically 
applied  fluorine.  Fluorine  ingested  durinor 
the  years  of  tooth  development  is  presumed 
to  become  caries-resistant  calcium  fluorapa- 
tite,  while  fluorine  absorbed  directly  into  the 
erupted  teeth  becomes  calcium  fluoride,  also 
caries-resistant.  Gerould  explains  the  caries- 
resisting  action  of  fluorine  as  follows :  When 
oral  Lactobacillus  acidophilus  or  other  acid- 
ogens  form  acid  which  attacks  the  enamel, 
the  soluble  hydroxyl  apatites  are  dissolved 
first,  leaving  a  concentration  of  calcium 
fluoride  or  fluorapatite  on  the  surface.  The 
more  intense  the  dissolution  bv  the  acid- 
forming  bacteria,  the  greater  the  concentra- 
tion of  the  fluoride  ions,  until  the  concentra- 
tion is  so  high  that  bacterial  growth  and 
acid  formation  are  inhibited. 

The  Prevention  of  Dental  Caries  as  a 
Public  Health  Problem 

Dean  and  his  associates'-''"^-*"^^  observed 
that  differences  in  the  counts  of  Lactobacillus 
acidophilus  in  the  saliva  corresnonded  to 
the  differences  in  the  dental  caries  experi- 
ence in  the  groups  studied.  From  the  nutri- 
tional point  of  view,  the  extensive  work  of 
Boyd  and  Drain''-'',  Bunting''^',  and  Jay''"' 
would   indicate   that   L.    acidophilus   counts 

31.  Gottlieb.  B.:  Caries  Proplivlaxis,  Texas  Dent.  .1.  Clan.l 
1947. 

32.  Gerould.  C.  H. :  Electron  Microscope  Study  of  the  Mechan- 
ism of  Fluorine  Deposition  in  Teeth,  ,T.  Dent.  Research 
24:223-233    (Oct.)    1945. 


can  be  reduced  by  the  restriction  of  carbohy- 
drate in  the  diet.  Thus  it  would  appear  that 
the  incidence  of  dental  caries  could  be  re- 
duced if  the  public  could  be  taught  to  con- 
sume less  carbohydrate  food — especially  re- 
fined sugar,  the  greatest  single  source  of 
carbohydrate.  Since  public  education  along 
this  line  would  be  a  slow  and  difficult  pro- 
cess, it  appars  that  the  addition  of  fluorides 
to  the  water  supply,  to  bring  the  fluoride 
content  of  drinking  water  up  to  1  part  per 
million,  provides  the  best  method  of  mass 
partial  control  of  dental  caries  available  at 
present. 

As  Dean  stated  in  1944''"'',  "the  possibility 
of  partially  controlling  what  is  frequently 
termed  the  most  prevalent  disease  of  civilized 
man,  dental  caries — at  a  cost  of  a  few  cents 
per  person  per  year — constitutes  a  pressing 
challenge"  to  all  concerned  with  the  health  of 
the  public.  This  challenge  was  not  without 
response.  Today  a  growing  list  of  communi- 
ties are  adding  fluorides  to  their  water  sup- 
plies, under  very  carefully  controlled  condi- 
tions, to  bring  the  fluoride  content  up  to 
1  part  per  million.  Among  these  communities 
are  Grand  Rapids  and  Midland,  Michigan; 
Evanston,  Illinois;  Sheboygan,  Wisconsin; 
Newburgh,  New  York;  Marshall,  Texas; 
Ottawa,  Kansas;  Southbury,  Connecticut; 
and  Brantford,  Ontario  (Canada).  Cities 
which  have  the  plan  under  consideration  in- 
clude Rochester,  Minnesota;  Summit,  New 
Jersey;  and  Charlotte,  North  Carolina. 

The  effectiveness  of  the  addition  of  fluor- 
ides to  the  water  supply  may  be  tentatively 
indicated  within  a  few  years  in  Grand 
Rapids,  Brantford,  and  Newburgh  — •  com- 
munities which  started  their  studies  during 
1945.  The  more  deflnitive  results,  however, 
will  not  be  evident  until  one  generation  has 
been  continuously  exposed  to  fluoride-con- 
taining water  through  the  first  eight  years 

33,  (a1  Bovd,  ,r.  D.,  Drain.  C.  L„  and  X'^lson,  M,  V.:  DietaiT 
Control  of  Dental  Caries,  Am,  .T,  Dis,  Child.  38:721-725 
mct-1  in29:  (h)  Boyd,  J.  D„  Drain.  C.  L.,  and  Stearns. 
G. :  Nature  of  Diet  in  Its  Relationship  to  Control  of  Den- 
tal Caries,  Proc.  Soc.  Exper,  Biol.  &  Med,  36:e4,'i-(im 
rjunel  1937;  (o)  Boyd,  J,  D.  and  Drain,  C,  L,:  .Arrest  of 
Dental  Caries  in  Childhood,  J,.\.M..\.  90 :1 867-1  sua  (June 
9)    1923, 

3  4,  Buntin^^.  R,  W.,  Jay,  P..  and  Hard,  D.  G.:  Report  of 
Successful  Control  of  Dental  Caries  in  Three  Public  InsH- 
tutions.  J.   .^m.  Dent.   A.    ia:ii72-(i73,   1931. 

M.  Jay.  P..  Hadlej,  F.  P.,  and  Buntin?.  R.  W, :  Observations 
on  Relationship  of  Lactobacillus  Acidophilus  to  Dental 
Caries  in  Children  durinff  Experimental  Feeding  of  Candy. 
J,    Am,   Dent,   A,   23:840-8.51    (May)    193fi, 

31),  Dean,  H,  T. :  On  the  Epidemiolo<r\-  of  Fluorine  and  Dental 
Caries,  in  Fluorine  in  Dental  Public  Health,  published  bv 
the  N.  y.  Institute  of  Clin.  Oral  Path.  (Oct.  30)   194.'>,  p.  19. 
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of  life  and  has  been  compared  with  a  control 
group  at  two-year  intervals  up  to  the  age  of 
14  years.  Therefore,  not  until  1960  may  the 
anticipated  proof  of  Dean's  hypothesis  be 
available. 

It  seems  reasonable  to  expect  that  the  hy- 
pothesis will  be  confirmed.  Hence,  fluorina- 
tion  projects,  established  with  proper  con- 
trols before  the  final  results  of  the  initial  in- 
vestigations are  available,  will  likely  have 
gained  years  of  protection  against  dental 
caries  for  the  coming  generations. 

Disctission 

Member:  You  talk  about  the  clangers  of  accident- 
ally dropping  an  entire  day's  supply  of  fluoride  into 
the  water  supply.  What  are  the  chances  of  this  acci- 
dent's occurring? 

Dr.  Stadt:  My  reference  to  the  accidental  addition 
of  the  entire  contents  of  a  hopper  of  sodium  fluoride 
was  intended  only  to  exaggerate  the  situation.  As 
I  pointed  out.  a  little  more  than  300  pounds  of  90 
per  cent  pure  sodium  fluoride  would  be  required 
daily  for  the  city  of  Charlotte.  If  the  total  contents 
of  the  fluoride  hopper,  about  500  pounds,  were  for 
some  extraordinary  reason  dumped  into  the  water 
supply  at  one  time,  the  concentration  of  the  fluoride 
in  the  water  storage  would  still  be  well  within  safe 
limits. 

The  machinery  employed  for  the  addition  of  so- 
dium fluoride  would  be  equipped  with  an  alarm 
(both  red  light  and  ringing  bell)  to  indicate  any 
appreciable  under-  or  over-feed,  a  totalizer  to  indi- 
cate the  total  Dounds  of  the  chemical  fed.  and  a 
recorder  to  indicate  on  a  24-hour  chart  when  the 
feeder  was  started  and  stopped,  the  weight  fed  over 
any  period,  the  weight  of  chemical  in  the  hopper  at 
any  time,  and  the  time  at  which  the  hopper  was 
refilled.  Thus  the  possibility  of  such  an  accident 
would  be  exceedingly  remote. 

Member:  Would  it  be  possible  to  add  sodium  fluor- 
ide to  the  private  water  supply  in  the  home  ? 

Dr.  Stadt:  It  is  nossible,  but  the  cost  for  an  indi- 
vidual family  at  the  present  time  (in  the  case  of  a 
private  well)  would  be  exorbitant. 

Dr.  Robert  F.  Young  (Halifax):  Has  any  investi- 
gation been  done  on  placing  fluorides  in  tablets? 

Dr.  Stadt:  Yes,  but  there  is  no  adequate  evidence 
available  to  indicate  that  this  use  of  fluoride  will  be 
of  any  beneflt.  In  addition,  there  is  the  danger  of 
overdosage,  which  would  cause  mottling  of  the 
enamel. 

Two  thirds  of  our  population  are  supplied  by 
communal  water  supplies.  If  the  addition  of  fluorides 
to  communal  water  supplies  becomes  standard  pro- 
cedure throughout  the  country,  how  will  we  best 
provide  caries  control  for  the  children  of  the  other 
third  of  our  population  ?  Continuing  studies  on  the 
use  of  fluorides  or  other  chemicals  in  mouth  washes, 
in  dentifrices,  and  in  solutions  and  cleaning  pastes 
applied  directly  to  the  teeth  by  the  dentist,  may 
provide  us  with  the  answer  to  this  problem. 

Dr.  John  W.  Williams  (Williamston) :  Does  fluor- 
ine account  for  the  fact  that  better  teeth  are  found 
in  the  population  west  of  the  Mississippi  ? 

Dr.  Stadt:  There's  no  question  about  it.  Dr.  Dean 
and  his  associates  of  the  U.  S.  Public  Health  Service 
have  pointed  out  this  relationship,  stating  that  79 
per  cent  of  the  areas  of  endemic  dental  fluorosis — 
that  is,  mottled  enamel — are  located  west  of  the 
Mississippi. 


I  might  add,  in  conclusion,  that  the  American 
Dental  Association  has  now  gone  on  record  as  fav- 
oring the  use  of  topical  applications  of  1  and  2  per 
cent  solutions  of  sodium  fluoride  to  the  teeth  of  chil- 
dren—especially to  newly  erupted  permanent  teeth — 
for  the  prevention  of  significant  amounts  of  dental 
caries. 


ROUTINE   BLOOD  CULTURES  IN 
PEDIATRICS 

E.  S.  King,  M.D. 
Winston-Salem 

Bacteriologic  culture  of  the  blood  employ- 
ing appropriate  culture  media  can  be  an  ex- 
tremely impoi'tant  diagnostic  tool  in  pedi- 
atric practice.  The  usefulness  of  the  proce- 
dure, however,  is  dependent  upon  the  care 
with  which  it  is  done  and  upon  a  knowledge 
of  the  indications  for  its  use.  Full  value 
cannot  be  obtained  except  from  a  laboratory 
prepared  not  only  to  make  the  initial  culture 
and  interpret  the  result,  but  also  to  continue 
any  further  diflferential  studies  required  for 
the  final  identification  of  the  organism  or 
organisms.  Unless  blood  cultures  are  care- 
fully done  and  carefully  interpreted  by 
trained  personnel,  they  may  serve  no  useful 
purpose. 

Possible  Sources  of  Confusion 

At  times  the  results  obtained  from  a  blood 
culture  are  more  confusing  than  enlighten- 
ing. The  explanation  for  such  a  situation 
can  frequently  be  found  in  one  of  the  follow- 
ing possibilities : 

1.  Contamination  of  the  cultures  through 
faulty  technique. 

2.  The  appearance  of  a  totally  unsus- 
pected organism,  either  as  a  pure  cul- 
ture or  as  a  member  of  a  mixed  infec- 
tion. 

3.  The  presence  of  a  so-called  nonpatho- 
genic organism. 

The  fi)-st  of  these  possibilities  is  avoided 
by  strict  aseptic  technique ;  the  occurrence 
of  the  second  may  be  confirmed  by  repeated 
cultures :  and  confusion  resulting  from  the 
last  may  be  cleared  up  by  changing  our 
understanding  of  the  term  "nonpathogenic 
organism."  Strict  adherence  to  the  definition 
of  the  word  is  dangerous  practice,  because 
we  occasionally  see  cases  of  bacteremia  or 
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septicemia  due  to  so-called  nonpathogenic 
bacteria.  In  one  patient  seen  in  our  hospital 
recently  the  only  organism  cultured  on  num- 
erous attempts  was  Bacillus  subtilis.  It  is 
necessary  to  consider  these  organisms  as  po- 
tentially pathogenic,  and  to  remember  that 
they  can  acquire  pathogenicity,  especially  in 
patients  with  lowered  immunity.  In  this  con- 
nection, one  must  recall  that  immunity  in 
young  infants  is  only  of  a  passive  nature, 
and  that  until  the  baby  reaches  the  antibody- 
producing  age,  organisms  not  frequently 
seen  in  infections  of  older  children  or  adults 
may  invade  the  blood  stream.  Since  age  per 
.se  does  not  ensure  full  and  complete  "anti- 
body maturity,"  older  children  may  also  lack 
the  necessary  weapons  to  fight  these  unsus- 
pected invading  organisms. 

Number  of  and  Indications  for 
Blood  Cultures 

The  number  of  cultures  required  to  estab- 
lish the  presence  of  bacteremia  varies  widely, 
but  is  usually  between  one  and  nine.  We 
find  that  the  best  plan  is  to  make  two  or  three 
cultures  a  day  for  two  or  three  days.  This 
method  favors  quick  diagnosis  and  the  early 
institution  of  specific  treatment.  A  greater 
number  may  be  required  to  establish  the 
diagnosis,  and  a  much  greater  number  is 
needed  in  following  the  course  of  the  disease. 

It  would  not  be  wise  to  attempt  to  enum 
erate  the  many  clinical  conditions  in  which 
blood  cultures  may  be  an  aid  in  diagnosis. 
Suffice  it  to  say  that  they  are  indicated  in 
every  case  of  obscure  illness  accompanied  by 
fever  and  signs  of  infection.  Culture  of  the 
blood  should  be  routine  in  such  cases.  Dun- 
ham'^' states  that  "many  cases  of  septicemia 
are  overlooked  or  are  diagnosed  only  when 
localized  lesions  appear  unless  blood  cultui'es 
are  made  in  all  cases  of  obscure  illness  in  the 
neonatal  period." 

Types  of  Septicemia 

On  the  basis  of  clinical  manifestations, 
septicemias  may  be  divided  into  three  broad 
groups : 

1.  Those  occurring  in  the  newborn. 

2.  Those  occurring  as  part  of  a  bacterial 
disease. 

3.  Those   occurring  without   an   explana- 
tion as  to  the  point  of  entry  of  the 

1.    Dunham,  E.  C:   Septicemia  in  the  New-Bovn.   Am.   .1.  Dis. 
Child.  45:229-253   (Feb.)   1033. 


organism. 

Septicemia  may  exist  in  the  newborn  with- 
out fever  or  leukopenia.  Jaundice  is  fre- 
quently observed  in  newborn  babies  with 
blood-stream  infections  due  to  Escherichia 
coli,  staphylococci,  or  Pseudomonas  aerugi- 
nosa. The  streptococcus  is,  however,  the 
most  frequent  blood-stream  invader  in  the 
newborn. 

Typhoid  bacteremia,  pneumococcic  bacter- 
emia as  a  part  of  pneumococcic  pneumonia, 
and  the  bacteremic  phase  of  meningococcic 
meningitis  are  well-known  examples  of  bac- 
teremia occurring  as  part  of  a  bacterial  dis- 
ease. 

Perhaps  the  most  baffling  of  the  three 
categories  is  the  last,  in  which  the  source  of 
the  oi'ganism  is  unknown  and  the  probability 
and  site  of  localization  are  equally  uncertain. 

Incidence  of  Septicemia 

A  question  that  we  have  been  interested 
in  for  some  time  is  this :  How  frequently  is 
the  blood  stream  invaded  by  the  "opportun- 
ist" organism  in  the  apparently  healthy  per- 
son? Some  investigators  have  reported  this 
occurrence  in  a  very  large  percentage  of  in- 
dividuals examined.  Okell  and  Elliott'-' 
stated  that  10  per  cent  of  110  patients  with 
poor  oral  hygiene  showed  cocci  in  their 
blood  cultures.  Murray  and  Moosnick'-''  re- 
ported that  55  per  cent  of  336  patients  with 
dental  disease  had  positive  blood  cultures 
an  hour  after  they  were  allowed  to  chew 
paraffin.  These  observations  were  made  in 
adults,  but  one  might  expect  comparable  re- 
sults in  younger  patients  with  corresponding 
mouth  lesions. 

Following  si'.rgical  procedures 

Fischer  and  Gottdenker'^ '  made  blood  cul- 
tures on  50  patients  two  hours  after  tonsil- 
lectomy and  found  that  16,  or  32  per  cent, 
had  either  staphylococci,  pneumococci,  or 
streptococci  in  their  blood  streams.  South- 
worth  and  Flake'""  reported  a  study  of  22 
tonsillectomy  cases  in  which  blood  was  taken 
for   culture   immediately"   after   the   patient 

2.  Okell,  C.  C,  and  Elliott.  S.  D. :  Bacteriaemia  and  Oral 
Sepsis  with  Special  Reference  to  Aetiolojjv  of  Subacute 
Endocarditis,    Lancet    2:809-872    (Oct.    Iti)    1935. 

3.  Murray.  M..  and  Moosnick.  F. :  Incidence  of  Bacteriemia 
in  Patients  with  Dental  Disease.  J.  Lab.  &  Clin.  Med.  21!: 
801-8112    (Feb.l    1941. 

4.  Fischer,  J.,  and  Giittdenker,  ¥.:  I'ber  transitorische  Bak- 
terieneinschweninuinff  in  die  Bluthahn  nach  Tonsillek- 
tomie.  Wein.  klin.   Wcbnschr.    49:177    (Feb.   7)    1030. 
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was  anesthetized  and  again  five  minutes  post- 
operatively. Three,  or  13.6  per  cent,  of  the 
preoperative  blood  cultures,  and  four,  or  18.2 
per  cent,  of  the  postoperative  cultures  were 
positive.  In  no  case  was  there  growth  in 
both  the  preoperative  and  postoperative  cul- 
tures. 

Seifert'"'  found  positive  blood  cultures  in 
22  per  cent  of  a  group  of  patients  who  had 
just  had  appendectomies.  This  same  author 
reported  a  study  of  single  blood  cultures 
taken  ten  minutes  after  surgical  incision  of 
abscesses.  He  found  that  45  per  cent  of  them 
were  positive,  and  further,  that  the  same 
organism  was  identified  in  the  blood  as  in 
the  pus. 

Such  findings  require  that  we  give  some 
thought  to  the  bacteremic  state  induced  by 
surgical  procedures,  and,  if  practical,  em- 
ploy chemotherapy  at  the  appropriate  time 
in  order  to  avoid  possible  serious  complica- 
tions. This  consideration  becomes  more  im- 
portant when  the  patient  is  below  par  physi- 
cally or  has  cardiac  damage  from  rheumatic 
fever  or  other  diseases,  including  congenital 
abnormalities. 

In  hospital  patients 

Between  1942  and  1946,  blood  cultures 
were  made  from  1929  patients  on  various 
services  in  the  North  Carolina  Baptist  Hos- 
pital. The  results  are  shown  in  table  1.  The 
incidence  of  bacteremias  is  not  exceedingly 
high,  but  is  great  enough  to  be  significant. 
Since  some  of  the  patients  were  getting  anti- 
bacterial therapy  at  the  time  the  blood  was 
taken  for  culture,  PABA  was  added  to  all 
culture  media  to  act  as  an  antagonist  to  sul- 
fonamides, so  that  the  organisms  present  in 
the  blood  sample  would  have  a  fair  chance 
to  crow.  Apnarently  it  is  not  necessary  to 
include  a  penicillin  antagonist  in  the  culture 
medium.  The  higher  incidence  of  nositive 
cultures  on  the  urologic,  obstetric,  and  ortho- 
pedic services  seems  to  confirm  the  belief 
that  surgical  procedures  serve  as  channels 
through  which  resident  bacteria  find  an  en- 
trance into  the  circulation. 

Organisms  Isolated  hij  Blood  Cidtiirc 

In  the  pediatric  cases'"'  the  staphylococcus 
was  found  more  frequently  than  any  other 
single  organism,  appearing  in  55.9  per  cent 

(i.  Seifert,  E.:  Uber  Bakterienbefuiide  im  Blut  ikuIi  Oper- 
ationen.    Arch.   f.   klin   Chir.    l.-i8:5C.i-r)Sii.    102S. 

7.  Kins,  E.  S. :  Observation.^!  on  22.13  Blooil  Cultures  and 
Their   Inten^retation,    to   lie    published. 


Table  1 

The  Incidence  of  Positive  Blood  Cultures  in  Patients 

on   Various  Services   in   the   North   Carolina    Baptist 

Hospital,   1942-1945 

fVf,s<^s  in  Which  Cultures 
Werr  Poaitive 
Cases  !„  n-l,  irh  Blo,,,l  p         „  f 

Cultures  n  ere  Mcle  (Of  cases  i„ 

Xuiiiher  nf  Percent.  which  (ndtvres 

Aflwi.tsiiius  jYo.        (Of  admissions)        Nn.  were  made) 

Pediatrics 

2176  370  17.46  23  6.21 

Medicine 

5703  1104  19.3  41  3.7 

Surgery 

5316  189  3.5  10  5.3 

Urology 
2262  119  5.2  11  9.2 

Obstetrics      and      Gynecology' 

3427  190  5.5  16  8.4 

Orthopedics 

1388  52  3.7  5  9.6 

*'l\vo  years  only.   i!it21!ti:! 

of  the  positive  blood  cultures.  In  the  23  cases 
in  which  positive  cultures  were  obtained, 
staphylococci  appeared  thirteen  times,  alpha 
streptococci  five  times,  pneumococci  twice, 
and  beta  hemolytic  streptococci,  meningo- 
cocci and  Bacillus  subtilis  once  each.  In 
adults,  on  the  other  hand,  the  staphylococcus 
is  much  less  common  than  the  streptococcus. 
Among  the  patients  on  the  adult  medical 
service''',  55.2  per  cent  of  the  total  of  41 
positive  cultures  were  alpha  .streptococci. 
The  explanation  for  the  more  frequent  oc- 
currence of  streptococci  in  the  blood  stream 
of  adults  probably  lies  chiefly  in  the  fact  that 
chronic  foci  of  infection  are  much  more  com- 
mon in  adults. 

Streptococcus  sanquis 

A  new  organism  was  encountered  in  2  pa- 
tients from  the  pediatric  group.  The  occur- 
rence of  this  organism  in  subacute  bacterial 
endocarditis  was  first  noted  by  Loewe  and 
his  coworkers'**'  in  1946,  and  later  by  White 
and  Niven''".  The  name  given  it  originally 
was  Streptococcus  s.b.e.,  but  it  has  since  been 
named  Streptococcus  sanguis.  It  has  not  been 
found  to  cause  any  disease  process  except 
subacute  bacterial  endocarditis.  The  first 
group  of  authors  discovered  the  organism 
by  detailed  blood  culture  studies  in  a  group 
of  patients  who  failed  to  respond  to  the  usual 

s.  I.oewe,  L..  riummer,  X..  N'iven,  C.  F.,  Jr..  and  Sherman, 
J.  M. :  StreptiK-iK-fus  S.B.E.  in  Subacute  Bacterial  Endo- 
carditis.   .I..\.M..\.    \M):->-,-    (Feb.    2)    l!i4f.. 

9.  White,  J.  (".  and  N'iven.  C.  F.,  ,Ir. :  Streptococcus  S.B.E. ; 
Streptococcus  As.svjciated  with  Subacute  Endocarditis.  ,T. 
Bact.   .11:717-722    fjune)    19tC. 
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treatment  with  penicillin  and  heparin.  They 
have  now  identified  the  organism  in  nearly 
200  cases:  in  each  case  the  organism  pos- 
sessed certain  physiologic  and  serologic 
characteristics  which  distinguished  it  from 
any  other  previously  known  green  streptococ- 
cus. The  organism  has  been  found  to  con- 
stitute about  one  third  of  all  types  identi- 
fied from  a  large  group  of  alpha  strepto- 
I  cocci.  One  of  its  most  important  properties 
therapeutically  is  its  greater  resistance  to 
penicillin.  Standard  sensitivity  tests  show 
it  to  be  resistant  to  concentrations  as  high 
as  5  units  per  cubic  centimeter,  whereas 
many  other  species  of  alpha  streptococci  yield 
to  penicillin  in  concentrations  of  0.5  unit  or 
less  per  cubic  centimeter.  This  finding  evi- 
dently e.xplains  why  some  cases  of  subacute 
bacterial  endocarditis  fail  to  respond  to 
treatment,  or  continue  to  have  recurrences. 

Ordinary  culture  methods  reveal  nothing 
to  make  one  suspect  the  presence  of  a  new, 
diff'erent,  and  resistant  organism.  It  grows 
in  .small  colonies,  is  green  in  color,  and  ar- 
ranges itself  in  chains,  as  do  all  other  alpha 
streptococci.  It  possesses  certain  physiologic 
properties,  however,  which  serve  to  distin- 
guish it  from  the  more  common  alpha  strep- 
tococci found  in  subacute  bacterial  endo- 
carditis, such  as  Streptococcus  salivarius, 
Streptococcus  mitis,  Streptococcus  bovis, 
I  Streptococcus  agalactiae,  and  Streptococcus 
faecalis.  In  addition.  Streptococcus  sanguis 
is  serologically  distinct  from  other  types  of 
alpha  streptococci,  so  that  it  seems  to  com- 
prise a  relativelj^  homogenous  group.  Wash- 
burn, White  and  Niven'""  have  subjected  all 
the  isolated  strains  to  agglutination  and  pre- 
cipitation studies,  and  have  shown  that  they 
fall  into  two  distinct  serologic  groups,  which 
are  called  types  I  and  II.  About  95  per  cent 
fall  into  the  first  group  and  about  5  per  cent 
into  the  second.  The  precipitation  test  has 
been  found  to  be  more  satisfactory  than  the 
agglutination  test  in  the  serologic  difl'eren- 
tiation. 

Attempts  to  discover  the  habitat  of  this 
organism  in  the  human  body  have  been  un- 
successful. The  gums,  teeth,  pharynx,  and 
nasopharynx  have  all  been  carefully  investi- 
gated, with  entirely  negative  results.  It  has 
been  recovered  once  in  a  cultural  study  of  an 
extracted  tooth,  and  once  from  the  washings 

10.  Washburn,  M.  R.,  White,  J.  C,  and  Niven,  C.  F.,  Jr.: 
Streptococous  S.Ii.E. ;  Ininuuiolosical  Characteristics,  ,1. 
Bact.    51:72,3-729    (.rune)    194(1. 


of  a  chronically  infected  maxillary  sinus. 
All  other  eflforts  to  find  it  in  various  sites 
in  the  body  have  ended  in  failure.  Since 
Streptococcus  sanguis  has  a  high  tolerance 
for  bile,  investigators  have  investigated  the 
intestinal  tract  as  a  possible  source  of  the 
organism.  So  far  these  investigations  have 
been  fruitless. 

Sensitivitii  Determinations  «.s  a  Guide 
to  Treatment 

Sensitivity  tests  are  simple  to  do  and  in- 
terpret, and  require  little  in  the  way  of 
equipment.  Anyone  with  reasonable  tech- 
nical training  can  satisfactorily  perform 
them.  They  should  be  a  routine  part  of  blood 
culture  studies,  because  of  the  marked  vari- 
ation in  the  susceptibility  of  organisms  to 
the  various  chemotherapeutic  agents.  The 
purpose  of  the  laboratory  is  to  aid  the  clini- 
cian, but  here  it  may  be  said  to  do  more  than 
aid :  it  actually  directs  the  choice  of  the  drug 
or  drugs  and  the  dosage  employed.  Thus  it 
frequently  determines  the  outcome  of  the 
case. 

The  desirable  procedure  in  the  manage- 
ment of  bacteremia  is  to  isolate  the  organ- 
ism, determine  its  comparative  susceptibility 
to  the  accepted  group  of  drugs,  and  then 
employ  the  most  effective  drug  in  the  dosage 
indicated  by  the  test.  Subsequent  cultures 
should  be  obtained  after  treatment  has  been 
started,  to  show  when  the  organism  disap- 
pears from  the  blood,  and  also  to  reveal  any 
change  in  susceptibility  to  the  drug.  It  is  a 
well  known  fact  that  an  organism  can  ac- 
quire drug-fastness  when  the  dose  of  the 
drug  has  been  too  small.  Organisms  develop 
drug-fastness  to  sulfonamides  more  fre- 
quently than  to  penicillin.  Harrell  and  his 
coworkers'"'  have  recently  shown  that  some 
bacteria  may  become  resistant  to  streptomy- 
cin in  as  short  a  time  as  eight  hours.  Once 
resistance  is  acquired,  it  increases  until  the 
drug  used  becomes  completely  ineffective  in 
any  dosage.  This  fact  emphasizes  the  im- 
portance of  sensitivity  tests  to  determine 
the  proper  dosage  before  administration  of 
the  drug  is  begun. 

In  situations  were  laboratory  facilities  are 
not  available,  or  where  the  patient's  condi- 
tion is  too  critical  to  allow  time  for  the  de- 
sired studies,  chemotherapy  should  be  begun 

11.  .\ika\va,  J.  K.,  Gillikin,  C.  M„  Henidon,  E.  G.,  Jr„  and 
Harrell,  G.  T. :  Simple  Laboratory  Aids  for  the  Control 
ot  Streptonn'cin  Therapy  in  General  Practice,  South. 
M.  .1.   40:iti-],';3   (Feb,)   1947. 
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immediately  after  blood  is  taken  for  culture. 
As  to  dosage  under  these  conditions,  it  is 
probably  better  to  give  too  much  than  too 
little.  Future  changes  in  therapy  can  be  dic- 
tated by  the  results  of  the  blood  culture  and 
sensitivity  tests.  The  blood  stream  is  steril- 
ized by  penicillin  within  twelve  to  twenty- 
four  hours  when  a  susceptible  organism  is 
present ;  therefore,  blood  must  be  taken  for 
culture  before  or  soon  after  penicillin  therapy 
is  begun. 

Of  the  different  species  of  gram-positive 
cocci  usually  encountered  in  subacute  bac- 
terial endocarditis,  the  two  most  resi.stant 
and  difficult  to  treat  successfully  are  Strep- 
tococcus faecaiis  and  Streptococcus  sanguis. 
MacNeal  and  Blevins'^-'  reporter  the  isola- 
tion of  a  strain  of  the  former  organism 
which  resisted  in  vitro  destruction  by  500 
units  of  iienicillin  per  cubic  centimeter,  but 
yielded  easily  to  enterococcus  bacteriophage. 

In  our  group  of  23  pediatric  cases  with 
positive  blood  cultures,  we  did  not  encounter 
a  single  case  of  bacteremia  from  a  gram- 
negative  bacillus.  This  type  of  infection  may 
occur,  ox  course,  and  when  it  does,  strepto- 
mycin v/ould  probably  be  the  drug  of  choice. 
Sulfonamides  might  also  prove  to  be  highly 
valuable,  however. 

The  Prevention   of  Septicemias 

The  treatment  of  infections  of  the  circu- 
latory system  has  been  completely  revolu- 
tionized in  the  past  decade.  Scientists  are 
constantly  searching  for  new  and  more  pow- 
erful antibacterial  agents,  both  chemothera- 
peutic  and  antibiotic.  We  now  talk  freely 
about  "cure"  of  septicemia — an  accomplish- 
ment seldom  possible  until  very  recently. 
Equally  important  is  the  prevention  of  blood- 
stream infections.  Damage  to  the  lining  of 
the  circulatory  system,  especially  the  heart, 
and  to  various  other  organs,  can_  in  many 
cases  be  prevented  by  the  prophylactic  use 
of  sulfonamides  or  penicillin  before  and 
after  the  performance  of  surgical  procedures 
such  as  the  removal  of  tonsils,  the  extraction 
of  diseased  teeth,  and  the  incision  of  ab- 
scesses. This  prophylaxis  is  particularly  in- 
dicated in  patients  who  are  run  down  or 
below  par,  and  even  more  im]3ortant  in  pa- 
tients with  congenital  or  rheumatic  heart 
disease. 

12.    MiicNeal.   W.   J.,    and   Bk'vins.    A.:    Bacterioluffic-il    Stmlios 
in   Endocarditis,    .T.    Bact.    10  :|-in3-fiin    (June)    lOt.i. 
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1.  In  the  performance  of  blood  cultures 
careful  technique  and  the  choice  of  appropri- 
ate media  are  essential. 

2.  A  blood  culture  study  is  indicated  in 
every  obscure  illness  with  fever  and  signs 
of  infection,  and  in  occasional  cases  without 
these  signs,  especially  in  the  neonatal  period. 

3.  Therapy  should  be  guided  by  sensitiv- 
ity tests  made  with  the  drug  or  drugs  under 
consideration. 

4.  In  children  who  are  below  par  physi- 
cally and  in  whom  surgery  is  necessary, 
sulfonamides  or  penicillin  should  be  em- 
ployed before  and  after  operation  as  a  pro- 
phylaxis against  bacteremia.  Children  with 
rheumatic  or  congenital  heart  disease  par- 
ticularly need  prophylactic  therapy  during 
bacterial  infections  and  before  and  after 
surgical  procedures. 


ATLANTOCRANIAL  DISLOCATION 
WITH  SURVIVAL 

A  Case  Report 

J.  Watts  Farthing,  M.D.,  F.A.C.S. 

Wilmington 

The  rising  volume  and  speed  of  travel  on 
our  highways  has  resulted  in  an  increase  in 
both  the  incidence  and  the  complexity  and 
unusual  nature  of  bodily  injuries  encountered. 
Patients  injured  by  automobiles  are  usually 
orthopedic  problems,  but  most  often  are 
treated  by  the  general  surgeon  or  general 
practitioner,  at  least  in  the  early  stages  of 
their  illness.  The  purpose  of  this  paper  is 
to  report  an  unusual  injury — namely,  pos- 
terior dislocation  of  the  skull  on  the  fir-st 
cervical  vertebra — treated  on  a  general  sur- 
gical service.  An  exhaustive  search  of  the 
literature  failed  to  unearth  any  reference 
to  a  similar  injury.  More  than  two  hundred 
original  articles  were  read,  and  the  Research 
Department  of  the  American  College  of  Sur- 
geons reviewed  all  the  literature  available  to 
them.  A  few  cases  of  fracture  of  the  atlas 
have  been  reported,  and  about  200  cases  of 
dislocation  of  the  atlas  on  the  axis;  none  of 
these  cases  have  involved  the  atlantocranial 


From  the  Department  of  SurireiT.  .lames  Walker  Memorial 
ITos-|)ital,   ^^'ilminfrton.    Xortli   Carolina. 

Head  liefcre  the  Seetion  on  the  General  Practice  of  Medicine 
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FU 


joint,  however. 


Report  of  Case 

The  jsatient,  a  6-year-old  white  boy,  was 
struck  by  an  automobile  on  March  5,  1945. 
Apparently  the  bumper  and  left  front  fender 
struck  his  body,  giving  the  characteristic 
"whip-lash"  effect  to  the  head  and  neck  as 
he  slid  back  over  the  fender.  The  trunk  and 
extremities  suffered  only  minor  contusions. 
He  was  brought  into  the  emergency  room, 
jack-knifed  in  his  father's  arms,  his  chin 
resting  on  the  sternum.  When  he  was  placed 
on  the  examining  table  it  was  obvious  that 
the  alignment  of  the  neck  was  incorrect,  and 
I  extended  the  head  into  the  accepted  posi- 
tion  for    neck    injuries.     Respirations    and 


2  Fig.  3 

heart  action  ceased  immediately,  but  resum- 
ed when  the  head  was  returned  to  its  former 
position  of  flexion.  Gentle  manual  traction 
^vas  applied,  and  an  x-ray  made  (fig.  1). 
The  report  was :  "There  is  anterior  disloca- 
tion of  the  first  cervical  vertebra  on  the 
skull." 

Manual  reduction  was  considered,  but  this 
idea  ■was  abandoned,  since  the  slightest  mo- 
tion of  the  head  caused  marked  irregularity 
of  the  pulse  and  respirations.  General  neu- 
rologic examination  was  entirely  normal, 
and  remained  so  throughout. 

A  halter  was  fashioned  to  supply  traction 
with  the  neck  flexed,  and  fifteen  pounds'  pull 
was  instituted  with  the  child  supine  in  an 
inclined  bed.     An  x-rav  made  two  davs  later 


Fig.  4 


Fig.  5 
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(fig.  2)  showed  only  slight  improvement,  and 
the  pulse  and  respirations  continued  quite 
erratic.  By  the  third  day  the  patient  had 
become  so  active  that  it  was  impossible  to 
keep  him  in  anj'  position  more  than  a  few 
minutes  at  a  time;  the  pulse  and  respirations 
were  regular.  The  halter  was  adjusted  to  a 
more  comfortable  position  midway  between 
flexion  and  extension,  the  same  traction 
being  maintained.  At  the  end  of  two  weeks 
no  further  improvement  in  the  position  could 
be  detected  by  the  x-ray.  Manual  traction 
was  carefully  exerted  and  the  patient  was 
taken  to  the  cast  room  and  seated  on  a  stool. 
By  means  of  pulleys,  traction  was  applied 
vertically  with  the  head  erect.  About  20 
pounds  of  weight  was  added,  so  that  he  was 
almost  lifted  ofl"  the  stool,  and  a  plaster  cui- 
rass was  applied  to  the  trunk,  neck,  and 
head.  An  x-ray  made  through  the  cast  (fig. 
3)  showed  no  change  in  the  dislocation. 

A  few'  days  later  the  patient  was  discharg- 
ed in  excellent  condition.  During  the  next 
four  months  he  wore  the  cast  with  little,  if 
any,  inconvenience.  He  rode  his  bicycle, 
played  ball,  and  did  all  the  things  a  boy  of  his 
age  would  do.  At  the  end  of  four  months  the 
cast  was  outgrown  and  completely  worn  out. 
It  was  replaced  by  a  neck  brace.  An  x-ray 
was  made  (fig.  4)  and  showed  that  "The  dis- 
location previously  demonstrated  has  been 
completely  reduced."  The  brace  was  kept 
tight  enough  to  prevent  motion  of  the  head 
for  four  months,  and  then  gradually  lowered. 
Twelve  months  after  the  injury  full  range 
of  motion  was  permitted,  and  the  brace  was 
discarded.  X-rays  made  in  flexion  (fig.  5), 
extension,  and  mid-position  showed  that  the 
reduction  was  maintained. 

It  has  now  been  two  years  since  the  orig- 
inal injury,  and  the  child  is  normal  in  every 
respect.    He  has  full  range  of  motion. 

Discussion 

The  joint  between  the  skull  and  the  atlas 
is  mechanically  unstable.  The  articular  sur- 
faces are  flat,  almost  horizontal,  planes  al- 
lowing a  wide  range  of  motion,  but  the  liga- 
mentous and  muscular  attachments  are 
strong.  This  joint  probably  owes  its  immu- 
nity to  injury  more  to  weakness  of  the  joints 
below  than  to  inherent  strength.  Brookes'" 
reported  that  half  the  injuries  to  the  cervi- 
cal spine  occurred  at  the  atlanto-axial  joint. 

1.    Urou' >s.   T.   P.:   Dislocations   of   the   Cervical   Spine,    Surg., 
Gynec.  i:  Obst.  57 :772-782   (Dec.)    1933. 


Wolff'-',  in  reviewing  autopsy  records  on 
criminals  who  died  by  hanging,  found  many 
types  of  injuries,  all  located  at  or  below  the 
atlanto-axial  joint. 

SiintDiai-ij 

A  case  of  posterior  dislocation  of  the  skull 
on  the  atlas  has  been  presented.  The  patient 
survived  with  no  residual  disability.  No  sim- 
ilar case  could  be  found  in  medical  litera- 
ture. 

2.    ■\VoIfr,    R.:    Injury    to    Cervical    ^'ertebrae    as    Result    (if 
.hiilicial   Hanging,  J..M..\.  Soutli  Africa   2:liio-l(52    (Sept.   m 

ltl2H. 
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CASE  REPORTS  FROM  THE 
MATERNAL  WELFARE  RECORDS 

Anesthetic  Accidents 

Obstetric  anesthesia  has  been  of  interest 
from  earliest  times.  The  literature  upon  the 
subject  is  constantly  increasing  as  the  search 
for  an  ideal  obstetric  anesthetic  continues. 
Articles  describing  new  methods  or  modifica- 
tions of  the  older  ones  often  make  far-reach- 
ing claims  which  seldom  meet  the  test  of 
time. 

The  ideal  obstetric  anesthetic  would  be  one 
which  affords  complete  relief  of  pain,  with 
absolute  safety  for  the  mother  and  no  ad- 
verse effects  upon  the  child.  It  is  unfortu- 
nate that  no  such  method  is  available;  al- 
though all  of  the  standard  anesthetic  agents 
are  relatively  safe,  they  must  be  adminis- 
tered by  trained  personnel  employing  special 
techniques  if  good  results  are  to  be  obtained. 

Twelve  of  the  first  175  consecutive  ma- 
ternal deaths  analyzed  by  the  Maternal  Wel- 
fare Committee  were  the  result  of  anesthetic 
accidents.  The  two  case  reports  which  fol- 
low illustrate  common  anesthetic  problems. 

Co.se  1—N.  C.  M.  W.  C.  h2 

A  married  white  woman,  34  years  of  age,  con- 
sulted lier  physician  in  the  third  month  of  preg- 
nancy. She  had  no  complaints  and  her  past  history, 
revealed  no  significant  illnesses  or  operations.  Two 
previous  pregnancies  had  been  uncomplicated  and 
had    resulted    in    the    delivery    of    living    children. 

''Prepared  for  the  Maternal  WeKare  Committee!' 
of  the  Medical  Society  of  the  State  of  North  Caro-, 
lina. 

Frank  R.  Lock,  M.D.,  J.  S.  Hunt,  M.D. 

Chairman  T.  L.  Lee,  M.D. 

J.  Street  Brewer,  M.D.         Ivan  Procter,  M.D. 

G.  M.  Cooper,  M.D.  R.  A.  Ross,  M.D.  .. 

E.  W.  Franklin,  M.D.  R.  A.  White,  M.D.  0 
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Physical  examination  did  not  reveal  any  abnormali- 
ties. The  pelvic  measurements,  both  internal  and 
external,  were  within  normal  limits.  The  urinalysis 
and  blood  count  were  normal,  and  the  Wassermann 
test  was  negative. 

The  patient's  prenatal  course  was  uneventful.  She 
visited  her  doctor  twelve  times  during  the  prenatal 
period;  on  each  occasion  the  blood  pressure,  urine, 
and  fetal  development  were  considered  to  he  nor- 
mal. 

On  September  1,  1946,  labor  began  spontaneously. 
One  hundred  milligrams  of  demerol  and  0.4  mg.  of 
scopolamine  were  used  for  analgesia  during  the  six- 
hour  labor.  The  presentation  was  vertex  with  the 
occiput  in  the  left  anterior  position,  and  the  head 
appeared  at  the  introitus. 

A  hospital  nurse  administered  ether  by  the  open- 
drop  method  for  the  obstetric  anesthetic.  As  anes- 
thesia was  being  induced,  the  patient  vomited  and 
aspirated  a  large  amount  of  semi-solid  and  liquid 
vomitus  into  the  trachea  and  bronchi.  She  became 
cyanotic;  her  pulse  rate  rose  to  160  per  minute,  and 
her  blood  pressure  fell  to  80  systolic,  20  diastolic. 
As  much  material  as  possible  was  removed  from  the 
pharynx  and  trachea  by  suction.  The  patient  was 
delivered  with  outlet  forceps,  and  a  small  episiotomy 
was  repaired  quickly.  The  baby  was  normal,  and 
weighed  7  pounds,  12  ounces. 

Examination  of  the  chest  following  delivery  re- 
vealed numerous  moist  and  bubbling  rales  through- 
out both  lungs.  During  the  puerperium,  the  patient 
continued  to  be  mildly  cyanotic,  and  the  pulse  rate 
remained  at  120  or  above  in  spite  of  continuous 
oxygen  therapy.  The  temperature  increased  progres- 
sively, and  became  septic  in  type,  rising  to  levels 
of  104  F.  and  above  during  the  last  forty-eight  hours 
of  her  life.  The  patient  died  on  September  3  of  a 
rapidly  progressive  bronchopneumonia,  in  spite  of 
heroic  therapy  with  penicillin  and  sulfadiazine 
which  was  begun  immediately  following  delivery. 
A  competent  medical  consultant  assisted  in  the  post- 
partum care  of  the  patient.  Permission  for  an 
autopsy  could  not  be  obtained. 

Discussion 

Thi-ee  deaths  due  to  aspiration  of  stomach 
contents  during  ether  anesthesia  have  been 
reported  to  the  Maternal  Welfare  Committee. 
Many  additional  non-fatal  cases  have  come 
to  our  attention ;  in  each  instance,  the  pa- 
tient very  nearly  lost  her  life.  The  gastric 
emptying  time  is  often  prolonged  during 
labor,  and  this  statement  applies  to  liquid 
as  well  as  solid  food.  It  is  not  unusual  for  a 
patient  to  vomit  food  ingested  twenty-four 
hours  or  more  prior  to  the  induction  of 
anesthesia.  Aspiration  of  the  vomitus  occurs 
while  the  laryngeal  reflexes  are  abolished 
during  general  anesthesia. 

Mendelson'"  studied  66  such  cases  which 
occurred  in  the  New  York  Lying-in  Hospital 
from  1932  to  1945.  He  stated  that  "two  en- 
tirely different  syndromes  may  follow  aspi- 
ration. Aspiration  of  solid  food  usually  pro- 
duces the   well-known   picture   of   laryngeal 

1.  Mendelson,  C.  L.:  Aspiration  of  Stomach  Contents  into 
tlie  Lungs  during  Obstetric  Anesthesia,  Am.  J.  Obst.  & 
Gynec.   52:191-20j    (Aug.)    19J6. 


or  bronchial  obstruction.  Complete  obstruc- 
tion produces  suffocation.  Incomplete  ob- 
struction produces  massive  atelectasis  with 
the  classical  picture  of  cyanosis,  tachycardia, 
dyspnea,  mediastinal  shift,  and  signs  of  con- 
solidation over  the  collapsed  area  .  ..  Aspira- 
tion of  liquid  material  produces  an  asthma- 
tic-like syndrome  with  distinct  clinical,  roent- 
genologic and  pathologic  features  .  .  .  There 
is  cyanosis,  tachycardia,  and  dyspnea,  but 
no  mediastinal  shift  or  massive  atelectasis. 
Wheezes,  rales,  and  rhonchi  are  heard  over 
the  affected  portions  of  the  lungs." 

Aspiration  of  stomach  contents  into  the 
lungs  is  preventable.  Mendelson's  recom- 
mendations to  avoid  this  complication  in- 
cluded: (1)  withholding  of  oral  feedings 
during  labor,  (2)  wider  use  of  local  anes- 
thesia where  indicated  and  feasible,  (3) 
emptying  of  the  stomach  prior  to  adminis- 
tration of  the  general  anesthetic.  (4)  ade- 
quate delivery  room  equipment,  including 
transparent  anesthetic  mask,  tilting  delivery 
table,  suction  apparatus,  laryngoscope,  and 
bronchoscope. 

A  competent  anesthetist  should  be  em- 
ployed in  all  obstetric  cases.  If  gagging  or 
retching  occurs  during  the  induction  of 
anesthesia,  the  patient  should  be  encouraged 
to  vomit,  and  under  no  circumstances  should 
an  attempt  be  made  to  force  the  anesthesia 
if  the  stomach  has  not  been  emptied. 

If  aspiration  occurs,  as  much  solid  and 
liquid  material  as  possible  should  be  removed 
from  the  trachea  and  pharynx  by  suction. 
Bronchoscopy  may  be  necessary  for  the  re- 
moval of  pieces  of  solid  food.  The  patient 
should  be  put  in  the  head-down  position  for 
drainage  of  the  bronchial  tree,  and  coughing 
should  be  encouraged  to  eliminate  as  much 
foreign  material  as  possible.  Large  amounts 
of  oxygen  are  often  necessary  to  combat  the 
associated  asphyxia. 

Case  2~N.  C.  M.  W.  C.  37 

A  married  colored  woman,  21  years  of  age.  con- 
sulted a  physician  in  the  fifth  month  "of  her  first 
pregnancy.  A  complete  history  and  physical  exami- 
nation revealed  no  abnormalities.  External  and  in- 
ternal pelvic  measurements  were  within  normal 
limits.  The  urinalysis  and  blood  count  were  normal, 
and  the  Wassermann  test  was  negative.  The  pa- 
tient's prenatal  course  was  uncomplicated;  and  the 
blood  pressure,  urine,  and  fetal  development  were 
found  to  be  normal  at  each  of  eight  prenatal  exami- 
nations. No  evidence  of  toxemia  of  pregnancy  oc- 
curred, and  her  condition  was  excellent  when  labor 
began  spontaneously  on  November  27,  1946. 


38 


NORTH   CAROLINA   MEDICAL  JOURNAL 


January,   1948 


reidsville: 

o 

°WINSTON-SAL°EM   °i«  "       ..  '^°^^''   "^1.°^^^ 

o    GREENSBORO  •DURHAM 
HICKORY,  •„  „=o     WILSON" 

EVILLE  STATE5VILLE       ..°  RAL°ErOM     °?"    "  WASHINGTON, 


"  SALISBURY 

^-5n-^i^!!_^*C  H  A  R  LOT  T  E 


GOLDSBORO*       » 

KINSTON.'o  o 


MATERNAL    DEATHS   IN 
NORTH    CAROLINA 
SINCE   AUGUST  I,  1947 

The  presentation  was  vertex,  and  althoug-h  the 
progress  of  labor  was  quite  slow,  it  was  eonsidei'ed 
satisfactory.  Complete  dilatation  of  the  cervix  was 
noted  after  approximately  twenty  hours  of  labor. 
At  5  p.m.  on  November  28,  after  twenty-five  and  a 
half  hours  of  labor,  the  presenting  part  was  in  the 
mid-pelvis  in  the  right  occiput  transverse  position. 
The  attendant  decided  that  a  forceps  delivery  was 
indicated,  and  preparation  was  made  for  this  ob- 
stetric operation. 

Spinal  anesthesia  was  selected,  and  a  spinal  punc- 
ture was  made  between  the  third  and  fourth  lumbar 
vertebrae  without  difficulty.  Twenty  milligrams  of 
pontocaine  was  used  as  the  anesthetic  agent.  It 
was  administered  slowly,  the  patient  was  scrubbed 
and  draped,  and  all  preparations  were  made  for 
delivery.  As  the  patient  was  being  examined  prior 
to  the  application  of  forceps,  she  gasped  and  died 
suddenly. 

A  .stillborn  child  weighing  8  pounds,  3  ounces, 
was  delivered  without  difficulty  after  the  mother's 
sudden  death.  Permission  for  an  autopsy  could  not 
be  obtained. 

Discussion 

A  .strong  trend  to  the  use  of  regional  anes- 
thesia in  obstetrics  has  developed  since  the 
original  publications  on  caudal  anesthesia 
appeared.  DeLee  has  long  advocated  the  use 
of  local  infiltration  for  obstetric  anesthesia, 
and  has  cautioned  against  the  danger  of 
profound  anesthetic  reactions  when  spinal 
anesthesia  is  used  in  obstetrics  Cosgrove, 
Hall,  and  Gleeson'-',  as  well  as  Parmley  and 
Adriani'''  have  clearly  shown  that  spinal 
anesthesia  is  a  safe  obstetric  method  if 
special  techniques  are  used  and  if  the  dosage 
of  the  anesthetic  is  approximately  half  that 
ordinarily  used  for  surgical  procedures.  Cos- 
grove  recommends  50  to  75  mg.  of  novocain 
as  the  spinal  anesthetic  agent.    Adriani  uses 

2.  Cosirmve.  S.  A..  Hall.  V.  0..  and  Glees'Lin,  AV.  J.:  Spinal 
Anesthesia  with  Particular  Reference  to  Its  Use  in  Obstet- 
rics.  Anesth.   Ji    .inalg.    16:234-237    (July-Aug.)    1937. 

3.  Parmlev.  R.  r.  and  Adriani,  J.:  Saddle  Blook  Anesthesia 
with  ■■Xupeicni'ie"  for  Obstetrics,  Soutli.  M.  J.  3!i:l!il-Hi3 
(March)    111  in. 


3  mg.  of  nupercaine  in  combination  with 
dextrose  to  produce  a  hyperbai'ic  solution 
which  will  gravitate  to  the  lower  part  of  the 
spinal  canal,  producing  a  saddle-block  type 
of  anesthesia. 

In  the  experience  of  the  Maternal  Welfare 
Committee,  any  elevation  in  blood  pressure 
or  evidence  of  toxemia  of  pregnancy  is  a 
contraindication  to  the  use  of  spinal  anes- 
thesia. In  view  of  the  limited  use  of  this 
anesthetic  method  in  North  Carolina,  it  rep- 
resents a  particular  hazard  to  the  patient 
unless  special  techniques  are  used.  Six  of 
our  first  175  deaths  occurred  as  the  result 
of  a  spinal  anesthetic.  In  5  of  the  cases, 
sudden  death  followed  shortly  after  the  ad- 
ministration of  the  anesthetic  agent.  In  the 
sixth,  an  infection  occurred,  resulting  in 
meningitis  and  death  nineteen  days  after 
delivery. 

Spinal  anesthesia  should  be  administered 
by  a  trained  anesthetist.  A  small  oral  dose 
of  a  barbiturate  before  administration  of 
the  anesthetic  offers  some  protection  against 
a  reaction  to  the  drug.  Ephedrine  and  the 
elevation  of  the  patient's  legs  will  assist  in 
combatting  a  fall  in  the  patient's  blood  pres- 
sure if  this  occurs.  Continuous  oxygen  is  of 
value  in  combatting  hypotension  and  nausea 
and  vomiting.  The  patient's  pulse  and  blood 
pressure  should  be  checked  at  intervals  of 
five  minutes  or  less  until  they  are  well 
stabilized.  Spinal  anesthesia  should  not  be 
used  unless  an  attendant  is  present  to  check 
the  patient's  pulse,  blood  pressure,  and  res- 
piration. Then  an  emergency  may  be  handled 
satisfactorily  in  most  instances. 
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i    CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


JosiAH  C.  Trent.  M.D.,  F.A.C.S...  Editor 
Durham 

I 

THE  BEGINNINGS 

In  1896,  in  the  preface  to  his  book.  The 
Surgery  of  the  Chcnt,  Stephen  Paget  wrote: 
"there  are  signs  that  we  have  reached  a 
stage,  in  this  portion  of  our  art,  beyond 
which,  on  our  present  lines,  we  cannot  ad- 
vance much  further."  This  pronouncement, 
introducing  a  work  authoritative  in  its  time, 
rings  strangely  in  modern  ears;  for  it  was 
not  until  thirteen  years  after  the  publication 
of  Paget's  work  that  endotracheal  anesthesia 
was  evolved  and  the  true  advance  of  thoracic 
surgery  began.  Through  all  the  preceding 
centuries  surgeons  had  fumbled,  at  first  re- 
luctantly, then  more  daringly,  with  thoracic 
problems :  the  sum  of  their  accomplishments 
may  be  ]-educed  to  a  few  sentences.  Of  the 
twelve  articles  in  this  series,  this  first  will 
deal  with  the  progress  of  thoracic  surgery 
from  earliest  times  to  the  close  cf  the  nine- 
teenth century:  the  remaining  eleven  will, 
for  the  most  part,  have  to  do  with  the  tre- 
mendous accomplishments  in  the  various 
branches  of  thoracic  surgery  which  have 
taken  place  in  the  twentieth  century. 

Primitive  man,  observing  that  the  beating 
of  the  heart  and  the  expansion  and  contrac- 
tion of  the  chest  in  breathing  are  the  ac- 
companiments of  life  and  cease  with  death, 
came  to  think  of  the  thorax  as  the  seat  not 
only  of  life  but  of  the  soul  and  the  emotions 
as  well.  Thence  derived  a  natural  reluctance 
to  interfere  with  so  sacred  a  repository.  This 
reluctance,  together  with  fear  aroused  by 
the  observation  that  penetrating  open  chest 
wounds  were  invariably  fatal,  stayed  the 
hand  of  the  surgeon  for  centuries.  Except 
in  attempts  to  repair  wounds  of  the  chesi 
and  in  empyema  drainage,  surgeons  seldom 
or  never  invaded  the  chest  cavity. 

The  earliest  surgical  records  which  have 
been  preserved,  the  Egyptian,  show  a  con- 
siderable knowledge  of  the  anatomic  struc- 
ture of  the  thorax  and  its  organs.  Egyptian 
surgeons,  as  far  as  we  have  evidence,  appar- 
ently made  little  use  of  this  knowledge,  prob- 


ably confining  themselves  to  treatment  of 
fractured  and  dislocated  clavicles,  fractured 
ribs,  and  minor  chest  wounds. 

The  Egyptian  knowledge  and  practices 
were  passed  on  to  the  Greeks,  who  made  not- 
able advances.  The  chief  of  these  w^as  the 
operation  for  empyema,  paracentesis  pul- 
monis. How  this  procedure  originated  is  not 
definitely  known :  it  was  an  established  tech- 
nique in  the  time  of  Hippocrates  and  his 
school.  Physicians  were  skilled  in  determin- 
ing the  presence  and  exact  location  of  fluid 
in  the  chest  and  in  selecting  the  appropriate 
place  and  size  for  the  incision,  which  was 
made  with  scalpel  or  cautery.  The  drainage 
was  carried  on  over  a  period  of  two  days, 
the  wound  being  stopped  with  a  tent  of  raw 
flax.  When  the  drainage  was  complete,  the 
cavity  v.-as  partly  filled  with  a  mixture  of 
wine  and  oil,  and  the  wound  plugged  with  a 
linen  cloth.  Various  complications  were  pro- 
vided for  as  nearly  as  possible.  It  was  recog- 
nized that  if  the  drainage  fluid  was  thin  and 
watery  and  flowed  all  at  once,  or  if  the  fluid 
was  fetid  and  mixed  with  blood,  the  patient 
died.  Hippocrates  and  his  disciples  also 
recognized  the  symptoms  of  pleurisy  and 
advocated  pneumothorax  when  the  disease 
came  as  the  sequel  of  a  chest  wound  or  of 
empyema  drainage. 

For  about  eighteen  hundred  years  thoracic 
surgery  made  no  appreciable  progress  be- 
yond the  teachings  of  Hippocrates  and  his 
school.  Celsus  and  Galen  in  Roman  times 
followed  the  dicta  of  Hippocrates  with  but 
slight  variations,  and  relayed  them  to  their 
successors.  The  Arabian  physicians  of  the 
Dark  Ages  and  the  European  surgeons  of 
the  earl;."  Renaissance,  with  but  few  and  in- 
considerable exceptions,  accepted  the  author- 
ity of  the  ancients  in  this  as  in  other  fields 
of  surgery.  Empyema  drainage  was  widely 
practised,  but  there  existed  otherwise  a  stern 
taboo  against  the  invasion  of  the  thoracic 
cavity. 

The  sixteenth  century  saw  the  authority 
of  Galen  assailed  by  Paracelsus,  Vesalius, 
and  Pare'.  Freed  of  this  dominance,  surgeons 
came  to  use  their  own  clinical  experience  as 
the  basis  of  new  techniques  and  treatments. 
New  and  accurate  anatomic  knowledge  be- 
came available.  This  general  advance  did 
not  notably  afi'ect  the  progress  of  thoracic 
surgery.  Pare'  himself  gained  an  extensive 
knowledge   of  thoracic   injuries   during   his 
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career  as  a  military  surgeon,  and  his  surgical 
opus  contains  numerous  comments  on  wounds 
of  the  chest  and  their  treatment — comments 
clearly  '''he  result  of  long  and  careful  obser- 
vation. He  was  the  earliest  surgical  writer 
to  present  a  good  description  of  cutaneous 
emphysema.  Nevertheless  Pare'  confined  him- 
self to  wound  repair,  empyema  drainage  and 
the  other  established  procedures,  and  made 
no  new  departures.  In  like  manner  the  great 
surgeons  who  came  after  him — Fabricius, 
Willis,  Solingen,  Wiseman,  Baglivi  and  Bel- 
loste  of  the  seventeenth  century,  and  Hei.ster, 
Me'ry,  Hewson,  and  Richter  of  the  eighteenth 
century — ,  while  revising  conventional  tech- 
niques and  occasionally  suggesting  new  pro- 
cedures, made  few  real  advances.  Anatomic 
and  physiologic  knowledge  of  the  thorax  and 
its  organs  was  vastly  augmented,  meanwhile, 
by  the  labor  of  the  dissecting  rooms  and  by 
such  discoveries  as  that  of  William  Harvey 
on  the  circulation  of  the  blood  and  those  of 
many  physiologists  and  anatomists  on  the 
physiology  of  respiration. 

With  the  nineteenth  century  came  the  two 
great  innovations  which  were  to  give  new 
life  to  the  whole  of  surgery — anesthesia  and 
asepsis.  These  greatly  widened  the  scope  of 
surgery  of  the  thorax  by  allowing  extensive 
operations  on  the  chest  wall  and  ribs,  better 
management  of  some  wounds  of  the  chest, 
lung  and  heart,  and  better  drainage  of 
pleural  fluid  collections.  Pneumothorax, 
though  now  no  longer  a  surgical  problem, 
was  for  decades  a  serious  concern  of  the 
nineteenth-century  surgeon.  The  procedure 
had  been  suggested  by  the  Hippocratean 
school  as  a  cure  for  pleurisy;  from  the  six- 
teenth century  onward,  reports  appeared  ad- 
vising the  practice  in  cases  of  pulmonary 
tuberculosis  or  describing  good  results  from 
chest  wounds  in  tuberculous  patients.  In 
1822,  after  extensive  physiologic  research, 
James  Carson  recommended  artificial  pneu- 
mothorax as  a  possible  cure  for  pulmonary 
tuberculosis.  His  suggestion  had  little  im- 
mediate effect — perhaps  fortunately,  since 
the  aseDtic  technique  had  not  yet  been  de- 
veloped. During  the  decades  that  followed, 
numerous  reports  appeared  describing  cases 
of  tuberculosis  which  were  cured  following 
spontaneous  pneumothorax.  At  length,  in 
1882,  Forlanini  proposed  the  production  of 
artificial  pneumothorax,  and  in  1894  he  re- 


ported on  his  clinical  experience  with  the 
operation.  Thoracoplasty  for  the  release  of 
a  tuberculous  lung  was  first  performed  in 
1885  by  De  Ce'renville. 

Surgery  of  the  heart  was  even  longer  de- 
layed. The  ancients  had  believed  all  heart 
wounds  necessarily  fatal ;  Pare'  was  the  first 
surgeon  to  realize  that  a  heart  injury  might 
heal,  and  many  reports  of  spontaneous  re- 
covery appeared  in  the  ensuing  centuries. 
As  late  as  1896,  in  the  work  which  has  been 
quoted,  Paget  wrote:  "Surgery  of  the  heart 
has  probably  reached  the  limits  set  by  Na- 
ture to  all  surgery:  no  new  method,  and  no 
new  discovery,  can  overcome  the  natural 
difficulties  that  attend  a  wound  of  the  heart." 
Yet  the  same  year  was  to  see  the  first  suc- 
cessful suture  of  a  .stab  wound  of  the  heart, 
by  Rehn. 

Thus,  at  the  very  end  of  the  nineteenth 
century,  thoracic  surgery,  though  still  in  its 
infancy,  had  made  a  few  faltering  steps  for- 
ward, and  the  way  w'as  prepared  for  the 
amazing  achievements  which  the  past  fifty 
years  have  seen. 

—J.  C.  T. 


" 


Compulsory  retirement. — We  choose  and  select 
when  we  hire,  and  I  see  no  reason  why  we  cannot 
do  the  same  thing  when  we  retire  our  workers. 
In  1930  on  the  basis  of  a  compulsory  retirement  rule, 
the  most  distinguished  neurological  surgeon  the 
world  has  yet  known,  Harvey  Cushing,  was  retired 
from  the  Harvard  facultv  at  a  time  when  he  was  at 
the  peak  of  his  ability.  He  promptly  accepted  a  full 
time  academic  appointment  at  Yale  where  he  con- 
tinued his  outstanding  contributions  to  medical  sci- 
ence. What  was  Harvard's  loss  was  Yale's  gain,  but 
for  Dr.  Cushing  the  retirement  rule  meant  only  the 
waste  of  time  and  inconvenience  of  pulling  up  stakes, 
moving,  and  finding  a  new  home.  When  Dr.  Milton 
J.  Rosenau,  Professor  of  Public  Health,  was  retired 
from  the  same  faculty  he,  too,  moved  to  another 
University  where  the  rules  were  not  so  blind.  From 
a  sociological  standpoint  the  whole  thing  is  ridicu- 
lous, and  a  reflection  on  the  state  of  our  intelligence 
in  solving  what  ought  to  be  a  simple  problem.  When- 
ever society  adopts  a  rule  that  eliminates  the  fit 
with  the  unfit,  destroys  the  good  with  the  bad,  or 
punishes  the  innocent  with  the  wicked,  it  is  not  a 
good  rule.  Society  progresses  by  changing  rules  of 
this  kind.  In  an  imperfect  society  human  beings  are 
pushed  around  by  a  faceless  mob.  But  social  prog- 
ress may  be  measured  in  the  last  analysis  by  the 
degree  of  skill  and  discrimination  with  which  society 
solves  the  individual  problems  of  its  members. — 
Theodore  Klumpp:  The  Future  of  the  Older  Worker, 
Geriatrics  2:169   (May-June)    1947. 
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PREVENTIVE   MEDICINE  AND 
VOLUNTARY  HEALTH  INSURANCE 

Insurance  of  any  kind  is  bought  to  cover 
the  cost  of  an  unpredictable  financial  catas- 
trophe. Since  the  occurrence  and  duration 
of  a  severe  illness  cannot  be  anticipated,  it  is 
impossible  to  provide  for  it  in  the  family 
budget,  except  by  prepaid  insurance.  Our 
present  Blue  Cross  plans  and  their  additional 
benefit  policies  covering  profesi^ional  fees 
should  undergo  periodic  scrutiny  to  make 
sure  that  they  are  fulfilling  their  purpose. 
The  article  on  "The  Integration  of  a  Public 
Health  Program  with  the  Preventive  Aspects 
of  Priv;ite  Practice,"  appearing  in  this  issue, 
offers  food  for  thought  on  the  subject. 

Syphilis  and  gonor)-hea  are  as  much  acute 
infectious    diseases    as    are    tularemia    and 


scabies ;  all  are  contracted  by  contact  or 
touching.  Why  should  acute  cases  of  the 
former  infections  be  excluded  from  treat- 
ment in  a  hospital  if  it  is  advisable?  The 
moral  stigma  which  society  has  attached  to 
them  because  of  their  venereal  mode  of  trans- 
mission should  not  be  allowed  to  affect  our 
scientific  thinking.  Adequate  therapy  early 
in  the  acute  stage  would  prevent  hospitaliza- 
tion later  for  treatment  of  complications  or 
of  the  late  lesions.  Who  can  say  whether 
pyelonephritis  found  at  middle  age  resulted 
from  an  inadequately  treated  gonorrhea,  a 
retrograde  infection  of  the  urinary  tract 
with  other  pyogenic  organisms,  or  a  blood- 
borne  embolic  infection? 

Penicillin  offers  a  very  efficacious  mode  of 
therapy  for  the  acute  case  of  syphilis  or 
gonorrhea ;  treatment  in  uncomplicated  early 
cases  can  be  completed  in  an  average  hos- 
pital stay  of  three  days  for  gonorrhea  and 
fourteen  days  for  syphilis.  Therapy  would 
be  administered  by  the  private  physician 
and  not  by  a  governmental  agency.  The 
ability  of  the  present  system  of  medical  prac- 
tice to  treat  patients  adequately  would  be 
demonstrated,  and  an  argument  for  continu- 
ing the  trend  toward  the  socialization  of 
medicine  forestalled. 

The  Hospital  Saving  Association,  in  the 
last  revision  of  its  contract,  has  made  a 
long-needed  forward  step.  Payment  for  treat- 
ment of  mental  illness  in  a  general  hospital 
is  now  authorized.  Prompt  attack  on  acute 
mental  disease,  such  as  a  toxic  psychosis 
occurring  during  an  intercurrent  illness  or 
during  a  drug  intoxication,  is  now  possible. 
Therapy  with  insulin  or  electric  shock  for 
the  milder  depressions,  which  are  often  re- 
current or  chronic,  can  be  undertaken.  The 
recognition  that  psychiatric  patients  are  sick 
people  who  need  and  deserve  hospitalization 
will  make  it  possible  in  many  instances  to 
prevent  commitment  to  a  special  institution. 
This  extension  of  service  will  reduce  the 
number  of  unnecessary  admissions  to  our 
already  overcrowded  psychiatric  hospitals, 
and  will  avoid  delay  in  the  treatment  of  pa- 
tients who  should  be  cared  for  promptly  and 
in  a  general  hospital. 

Are  facilities  for  the  care  of  such  patients 
being  incorporated  in  the  new  general  hos- 
pitals already  authorized  or  planned  under 
the  Medical  Care  Program?    Techniques  are 
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known  which  allow  rooms  designed  and  built 
for  the  care  of  psychiatric  patients  to  be 
promptly  converted  into  ordinary  hospital 
rooms.  The  Medical  Care  Commission  and 
the  Commissioner  of  Mental  Hygiene  should 
insist  that  such  facilities  be  included  when 
the  buildings  are  constructed ;  such  an  op- 
portunity to  improve  and  extend  the  care  of 
patients  with  mental  illness  will  not  recur 
for  a  generation.  The  people  should  be  able 
to  obtain  the  hospital  care  they  need  and  pay 
for. 

Hospitalization  insurance  does  not  pay  for 
admissions  for  diagnosis.  An  exploratory 
laparotomy,  however — whether  or  not  an 
appendix  is  incidentally  removed — is  just  as 
much  a  diagnostic  procedure  as  is  a  gastro- 
intestinal x-ray  examination.  The  fact  that 
supplementary  policies  covering  professional 
fees  pay  ojiJi/  for  surgical  procedures  results 
in  much  injustice.  Better  medical  care  would 
follow  recognition  of  the  fact  that  it  is  fair 
and  just  to  pay  for  professional  supervision 
of  hospitalized  patients  with  acute  illness 
who  are  not  operated  upon. 

Policies  which  pay  professional  fees  to  the 
surgeon  only  have  increased  the  aura  of 
glamour  which  surrounds  him  in  the  public 
eye.  There  are  medical  emergencies  which 
are  just  as  unpredictable  and  which  carry 
just  as  high  a  mortality,  if  thev  are  un- 
treated, ss  do  acute  surgical  conditions.  Sure- 
Iv  the  proper  treatment  of  coronarv  occlu- 
sion, bleeding  peptic  ulcer,  diabetic  coma,  or 
tularemic  pneumonia  requires  as  much  sVill 
on  the  part  of  the  physician  as  does  a  pelvic 
"house-cleaning"  or  a  cholecystectomy.  Rec- 
ognition of  this  principle  would  enhance  the 
prestige  of  the  family  doctor:  he  would  then 
be  on  an  equal  footing  with  the  surgeon  in 
the  eyes  of  the  insurance  company,  and  the 
insui-ance  company  helps  to  mold  public  opin- 
ion. Furthermore,  abuse  of  the  insurance 
principle  will  be  prevented  bv  curtailing-  un- 
necessary operations  for  "acute  remunerative 
appendicitis,"  for  example — operations  per- 
formed to  collect  a  fee  which  will  cover  un- 
paid-for  office  and  hospital  visits  during  an 
earlier  attack  of  the  same  illness. 

Large  life  insurance  companies  are  con- 
ducting educational  campaigns  through  lay 
magazines  and  the  press  to  prevent  disease 
in  individuals.  If  life  insurance  companies 
accept  as  sound  the  principle  of  spending 
money  for  education,  it  would  seem  equally 


sound  for  hospital  insurance  companies  to 
pay  for  imnmuization.  An  effective  immuni- 
zation program  offers  a  more  direct  and  sure 
return  on  the  investment  than  does  educa- 
tion. Such  a  program  should  encompass  the 
needs  of  the  entire  family.  It  should  include 
check-up  tests  on  the  effectiveness  of  the  im- 
munization procedures,  and  repetition  of  the 
procedures  at  necessary  intervals.  Prophy- 
lactic immunization  would  reduce  the  num- 
ber of  hospitalizations  for  acute  infectious 
illnesses,  and  would  lessen  the  severity — and 
hence  the  duration — of  such  illnesses  if  they 
were  contracted.  The  cost  of  one  hospitali- 
zation for  pneumonia  following  whooping 
cough  or  influenza,  or  for  Rocky  Mountain 
spotted  fever,  would  pay  for  thousands  of 
doses  of  prophylactic  vaccine  or  for  hun- 
dreds of  office  visits  to  private  physicians 
who  would  administer  them. 

The  costs  of  such  an  immunization  pro- 
gram are  immediately  and  accurately  calcul- 
able. A  great  service  could  be  done  the  people 
of  the  state  by  the  inclusion  of  such  a  pro- 
gram in  the  benefits  of  their  hospital  insur- 
ance. Many  people  would  be  immunized 
against  preventable  disease  who  do  not  now 
avail  themselves  of  the  free  facilities  of  our 
public  health  agencies,  and  another  argu- 
ment for  the  necessity  of  socialized  medicine 
would  be  spiked. 

:!;  :|:  :Jr  ^ 

A  BOOST  FOR  GENERAL  PRACTICE 

Within  the  past  year  there  have  been 
many  signs  that  the  general  practitioner  is 
coming  back  into  his  rightful  place  as  the 
most  important  man  in  medicine.  One  of  the 
most  unexpected  bits  of  such  evidence  came 
from  the  class  which  graduated  from  the 
Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College  in  December,  1947.  A  poll 
of  this  class  revealed  that  approximately 
three  fourths  of  its  members  expect  to  be- 
come general  practitioners.  The  class  annual 
has  as  its  theme  the  general  practice  of  medi- 
cine. Embossed  on  its  leather  cover  is  an 
old  doctor  in  a  horse-drawn  buggy.  The  first 
pages  following  the  Introduction  are  devoted 
to  actual  photographs  depicting  scenes  in  the 
daily  routine  of  two  family  doctors — fathers 
of  two  members  of  the  graduating  class. 
Both  sons  expect  to  follow  in  their  father's 
footsteps. 

The  Introduction  is  quoted  in  full,  because 
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it  is  so  thought  provoking,  and  so  encourag- 
ing to  those  who  believe  that  Osier  was  right 
when  he.  said  of  the  family  doctor:  "He  is 
the  standard  by  which  we  are  measured  .  .  . 
and  the  estimate  of  the  profession  in  the 
eyes  of  the  public  is  their  estimate  of  him." 

"In  this  bewildering  world  of  haste  and  confusion 
the  average  person  continues  to  turn  to  the  family 
doctor  for  help  in  time  of  trouble.  However,  in  the 
face  of  ever  increasing  demand  for  the  services  of 
the  practicing  physician,  the  number  of  men  in 
private  piactice*  is  decreasing  year  by  year.  In 
many  medical  schools  throughout  the  country  it  is 
no  longer  a  question  of  whether  a  student  will  go 
into  a  specialty  but  rather  which  specialty  or  sub- 
specialty he  intends  to  follow.  The  student  is  so 
over  exposed  to  specialists  and  researchers  that  he 
gets  a  distorted  outlook  on  the  practice  of  medicine 
from  which  he  never  recovers.  He  is  so  impressed 
with  the  recognition  the  specialists  and  researchers 
accord  one  another  that  he  fails  to  realize  that  what 
is  needed  today  is  an  application  of  the  basic  prin- 
ciples of  modern  medicine  to  the  masses  of  people. 

-The  Class  of  1947  of  the  Bowman  Gray  School 
of  Medicine  is  proud  that  a  majority  of  its  members 
are  headed  for  private  practice.'-'  The  physician 
fathers  of  two  of  our  members  are  shown  on  the 
following  pages  to  illustrate,  in  part,  the  responsi- 
bilities of  the  family  doctor." 


*  Editor's    note ;    "Private    practice" 
general  or  family  praetice. 


is    usvcl    here    to    mean 


MORE   BUREAUCRATIC   PROPAGANDA 

Last  summer  a  House  subcommittee 
headed  by  Representative  Forest  A.  Harness 
rendered  a  distinct  service  to  the  nation  by 
calling  attention  to  the  illegal  use  of  federal 
funds  "for  propaganda  activities  supporting 
compulsory  health  insurance."  The  report  of 
this  committee — House  Report  No.  786 — has 
been  given  wide  circulation,  not  only  in  med- 
ical journals  but  in  such  lay  publications  as 
the  Reader's  Digest.  It  should  do  much  to 
counteract  the  propaganda  that  continues  to 
emanate  from  federal  bureaucrats. 

One  of  the  most  recent  bits  of  bureaucratic 
propaganda  is  a  book  of  242  pages,  published 
by  Reyiial  and  Hitchcock  under  the  title, 
140  Million  Patients,  and  retailing  for 
$2.75.  The  jacket  informs  us  that  the  author, 
Carl  Malmberg,  "has  been  a  public  relations 
advisor,  information  specialist  for  the  United 
States  Public  Health  Service  and  chief  in- 
vestigator for  the  United  States  Senate  Sub- 
committee on  Health  and  Education."  The 
book  carries  on  the  back  cover  the  hearty 
endorsements  of  Drs.  Allan  Butler,  John 
Peters,  Ernst  Boas,  and  Channing  Frothing- 
ham,  and  of  Senator  Claude  Pepper. 

Mr.   Malmberg   knows,   of  course,   which 


side  of  his  bread  is  buttered.  In  this  volume 
he  goes  down  the  line  with  the  familiar 
Falkian  technique,  which  might  be  described 
as  snooping,  smearing,  and  sophistry. 

The  snooping  consists  in  lifting  from  vari- 
ous reputable  medical  journals  statements 
critical  of  American  medicine.  It  is  one  of 
the  glories  of  the  m_edical  profession  that  it 
has  always  cleaned  its  own  house  and  that 
medical  leaders,  editors,  and  authors  have 
not  hesitated  to  point  out  mistakes  in  medi- 
cal practice.  Such  statements — often  taken 
out  of  context — are  used  by  Mr.  Malmberg 
to  smear  the  doctors  of  this  country.  A  few 
sample  headings  will  illustrate :  "And  the 
Poor  Get  Sicker,"  "  'With  the  Help  of  the 
Lord  and  the  Health  Nurse,'  "  "The  Cancer 
Patient  in  Blunderland,"  "Pernicious  Ane- 
mia— Pernicious  Treatment,"  "This  Is  Mur- 
der," "When  Doctoi's  Cause  Disease,"  "Poi- 
son by  Prescription,"  "  'Hip-Pocket'  Hyster- 
ectomies," "Other  Unnecessary  Surgery," 
et  cetera,  ad  nauseam! 

The  sophistry  lies  in  the  "Prescription  for 
Better  Health."  This,  of  course,  is  govern- 
mental control  of  medical  practice,  financed 
by  compulsory  health  insurance — or,  in  plain 
English,  by  taxation.  The  arguments  for  this 
are  the  time-worn,  threadbare  ones  that  have 
been  given  over  and  over  by  Falk  and  his 
followers.  Certain  inconsistencies  noted  in 
Mr.  Malmberg's  book  are  also  apparent  in 
most  of  the  other  writings  of  this  group. 
For  example,  the  reader  is  told  on  page  183 
that  "Under  a  nation-wide  health  insurance 
plan,  manj'  more  people  would  have  free 
choice  of  physician  than  have  it  today" ;  two 
pages  later  he  learns  that  "Freedom  of  choice 
and  personal  relationship  between  physician 
and  patient  play  not  the  slightest  part  in 
much  of  the  very  best  medical  care  received 
in  this  country." 

The  tenacity  with  which  compulsory  health 
insurance  is  adhered  to  by  many  close  to 
Moscow  gives  point  to  the  conclusion  of  the 
Harness  Committee's  report:  "Suffice  it  at 
this  time  for  your  committee  to  report  its 
firm  conclusion,  on  the  basis  of  the  evidence 
at  hand,  that  American  communism  holds 
this  program  as  a  cardinal  point  in  its  ob- 
jectives: and  that,  in  some  instances,  known 
Communists  and  fellow-travelers  within  the 
Federal  agencies  are  at  work  diligently  with 
Federal  funds  in  furtherance  of  the  Moscow 
party  lii.e  in  this  regard." 
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Wake  Forest  College 

A  72-year-olcl  woman  was  admitted  to  the 
urologic  service  of  the  North  Carolina  Bap- 
tist Ho-'pital  on  July  6,  1947,  and  died  on 
July  28.  She  first  became  acutely  ill  about 
twenty-four  hours  before  admission,  with 
fever,  pain  in  the  costovertebral  angles,  and 
hematuria.  Prior  to  the  onset  of  these  symp- 
toms sho  had  had  marked  burning  on  urina- 
tion, and  frequency.  On  the  day  of  admission 
she  had  many  chills  accompanied  by  high 
fever.  The  pain  in  the  costovertebral  angles 
and  in  the  suprapubic  region  required 
Demerol  for  relief.  The  urine  contained 
numerous  blood  clots. 

The  past  history  revealed  that  the  patient 
had  had  previous  attacks  of  pyelitis  and  pye- 
lonephritis, and  had  had  a  bleeding  peptic 
ulcer  ten  years  before  her  present  illness. 
The  ulcer  had  been  controlled  by  diet. 
Nothing  else  of  significance  was  recorded 
in  the  history. 

Physical  examination  on  admission  showed 
the  temperature  to  be  102.4  F.,  the  pulse  100, 
respiration  28,  blood  pressure  75  systolic,  50 
diastolic.  The  patient  was  acutely  ill  and 
was  somewhat  confused  mentally.  The  skin 
was  hot,  dry.  and  pale.  No  petechiae  were 
noted,  and  there  was  no  generalized  lymph- 
adenopathy.  The  pupils  were  equal,  but  were 
moderately  dilated  and  reacted  poorly  to 
light :  f  unduscopy  showed  numerous  small 
white  areas  in  the  periphery  but  no  hemor- 
rhages. The  trachea  was  in  the  midline  and 
the  thyroid  was  not  palpable.  There  \\ere  a 
few  moist  rales  in  the  bases  of  both  lungs. 
Percussion  showed  the  heart  to  be  slightly 
enlarged  to  the  left ;  the  sounds  were  moder- 
ately loud,  the  rhythm  regular.  There  was 
an  occasional  extrasystole,  and  a  grade  2  sys- 
tolic murmur  was  heard  at  the  apex.  The 
abdomen  showed  moderate  generalized  ten- 
derness without  spasm ;  the  tenderness  was 
greatest  in  the  tianks  and  costovertebral 
angles,  particularly  on  the  left.  There  was 
also  marked  suprapubic  tenderness.  The 
peristaltic  sounds  were  normal,  and  no  ab- 
dominal masses  were  felt.  There  was  no 
peripheral  edema.  Neuromuscular  examina- 
tion was  recorded  as  being  grossly  negative 
except  for  a  cloudy  sensorium.  Pelvic  and 
rectal   examinations   were   not   done   on   ad- 


mission.  Later  a  prolapse  of  the  uterus  was 
noted. 

Examination  of  the  blood  on  July  8  showed 
the  hemoglobin  to  be  19. .3  Gm.,  the  red  cell 
count  6  200,000,  the  white  cell  count  32,500, 
with  64  per  cent  segmented  polymorphonu- 
clear neutrophils,  23  per  cent  non-segmented 
polymorphonuclear  neutrophils,  1  per  cent 
eosinophils,  7  per  cent  lymphocytes,  and  5 
per  cent  monocytes.  On  July  9  the  hemo- 
globin was  16.5  Gm.,  the  red  cell  count  5,- 
600,000,  the  white  cell  count  8,850,  with  es- 
.sentially  the  same  differential.  By  July  15 
the  hemoglobin  had  dropped  to  7  Gm.,  the 
red  cells  to  2,500,000.  On  July  25  the  hemo- 
globin was  9  Gm.,  the  red  cell  count  3,650,- 
000.  The  white  cell  count  continued  to  range 
between  13,000  and  17,000. 

A  specimen  of  urine  obtained  on  admission 
was  grossly  bloody.  A  stained  smear  revealed 
gram-positive  cocci  and  gram-negative  rods. 
There  were  innumerable  red  blood  cells  and 
white  blood  cells.  Urinalyses  consistently 
showed  a  2-  to  3-plus  reaction  for  albumin 
and  a  specific  gravity  varying  between  1.013 
and  1.021.  On  July  19  and  July  25  urinalyses 
revealed  3  to  5  red  cells  and  an  occasional 
white  cell  per  high  power  field. 

The  nonprotein  nitrogen  on  admission  was 
74  mg.  per  100  cc. ;  by  July  10  it  had  fallen 
to  36  mg.,  and  thereafter  it  varied  between 
31  and  66.  The  total  serum  proteins  were 
5.7  Gm.  per  100  cc.  on  July  9.  The  carbon 
dioxide  combining  power  ranged  between 
43  and  85  volumes  per  cent.  Serum  chlorides 
varied  between  512  and  568  mg.  per  100  cc. 
A  urine  culture  made  on  July  6  revealed 
Escherichia  coli  and  an  intermediate  coli- 
form  bacillus.  A  blood  culture  made  on  July 
19  was  reported  as  being  sterile.  The  result 
of  the  Kahn  test  was  not  reported. 

An  x-ray  of  the  chest  on  July  10  revealed 
arteriosclerotic  changes  in  the  aorta  and 
moderate  cardiac  enlargement  without  char- 
acteristic configuration. 

The  patient  was  placed  immediately  on 
penicillin,  receiving  240,000  to  400,000  units 
daily.  The  temperature  dropped  to  normal 
by  the  third  hospital  day,  but  began  to  rise 
again  on  the  fourth  day,  going  as  high  as 
104  F.  on  the  seventh  day.  Penicillin  was 
stopped  on  the  fifth  hospital  day.  Thereafter, 
the  temperature  varied  between  99.4  and 
103.6  F..  although  there  were  several  tem- 
perature rises  as  high  as  105  F.    Streptomy- 
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cin  in  doses  of  2  Gm.  daily  was  begun  on  the 
eighth  hospital  day  and  discontinued  two 
days  latei-.  Penicillin  was  resumed  on  the 
fourteenth  hospital  day  in  a  dosage  of  240,- 
000  units  daily ;  the  temperature  curve 
showed  no  response,  however,  and  penicillin 
was  stopped  after  four  days.  It  is  not  re- 
corded whether  the  blood  which  was  taken 
for  culture  on  July  19,  1947 — the  day  that 
penicillin  was  started  the  second  time — was 
taken  before  or  after  the  first  dose  of  peni- 
cillin.   In  any  event,  the  culture  was  sterile. 

On  July  7  the  patient  vomited  coffee- 
ground  material  which  was  benzidine-posi- 
tive.  On  the  same  day  it  was  found  that  she 
had  auricular  fibrillation,  with  a  pulse  rate 
of  110.  The  point  of  maximal  impulse  was 
in  the  anterior  axillary  line.  Blood  pressure 
was  80  systolic,  40  diastolic.  The  lung  bases 
were  full  of  moist  rales.  On  Jul\  8  the  pa- 
tient was  given  1.25  nig.  of  digoxin  intra- 
muscularly; the  heart  rhythm  reverted  to 
normal  late  that  night.  The  urinary  output 
had  remained  fairly  good  after  the  first  few 
days  in  the  hospital. 

The  patient  remained  somewhat  stupor- 
ous, and  again  vomited  blood  on  July  12. 
On  July  15,  after  a  dose  of  streptomycin,  the 
patient  suddenly  went  into  shock  and  her 
blood  pressure  was  unobtainable.  There  was 
moderate  muscular  rigidity  with  some 
twitching.  At  this  time  the  hemoglobin  was 
7  Gm.  Enema  returns  had  been  black,  and 
it  was  thought  that  the  patient  must  be  hav- 
ing massive  gastrointestinal  hemorrhages. 
She  again  vomited  blood  on  July  16.  Several 
small  blood  transfusions  were  given.  On 
July  19  she  became  comatose  and  was  unable 
to  take  nourishment  by  mouth;  fluids  were 
given  parenterally.  On  July  24  moderate 
palpebral  edema  and  edema  of  the  legs  be- 
gan to  develop.  On  July  28  her  temperature 
went  to  106.2  F.  rectally;  the  radial  pulse 
and  blood  pressure  were  not  obtainable,  and 
the  patient  died  at  8  :25  a.m. 

Discussion 
Dr.  George  T.  Harrell:  In  summary, 
this  is  the  story  of  an  acute  fatal  illness  of 
twenty-three  days'  duration  in  a  72-year-old 
woman.  It  was  characterized  by  fever,  chills, 
pain  in  the  costovertebral  angles,  burning 
and  frequency  of  urination,  and  the  passage 
of  blood  clots  in  the  urine.  It  would  be  help- 
ful to  know  whether  this  was  an  acute  ex- 
acerbation   of    a    pre-existing    disease    and 


whether   there   had   been   weight   loss   or   a 
gradual  down-hill  course. 

The  past  history  suggested  a  bleeding 
ulcer  ten  years  previously,  but  there  is  no 
mention  of  any  subsequent  symptoms.  Re- 
current attacks  of  pyelitis  and  pyelonephritis 
are  described,  but  we  are  not  told  when  the 
last  attack  occurred.  This  information  casts 
little  light  on  the  present  illness.  No  marital 
history  is  recorded,  but  since  a  prolapse  of 
the  uterus  is  described  the  patient  probably 
had  had  children.  One  wonders  if  the  pro- 
lapse might  have  been  due  to  the  birth  of  an 
unusually  large  child,  such  as  patients  with 
diabetes  are  apt  to  have. 

The  physical  examination  showed  hypo- 
tension, mental  confusion,  and  a  hot,  dry 
and  pale  skin — a  finding  which  one  would 
not  expect  in  view  of  the  labortitory  data. 
No  evidence  of  weight  loss  is  mentioned.  The 
pupils  reacted  poorly,  and  white  areas  were 
found  in  the  fundi.  A  more  detailed  descrip- 
tion of  these  lesions — whether  they  appeared 
to  be  old  scars,  whether  they  were  smooth, 
round,  and  raised  as  a  tubercle  might  be, 
whether  they  were  small  or  large,  and 
whether  they  bore  any  relation  to  the  blood 
vessels — would  be  valuable.  We  do  know 
that  they  had  no  surrounding  hemorrhage. 
The  rales  heard  in  the  lungs  on  admission 
progressed  to  frank  congestion ;  atelectatic 
rales  are  not  uncommon  in  acutely  ill  elderly 
patients  who  are  confined  to  bed.  The  heart 
was  enlarged  to  percussion,  and  auscultation 
revealed  extrasystoles  and  a  systolic  mur- 
mur at  the  apex ;  fibrillation  and  frank  con- 
gestive failure  developed  later.  The  abdo- 
men was  tender,  but  there  was  no  loss  of 
peristalsis  and  no  masses  were  present.  The 
costovertebral  angles  were  tender,  the  left 
more  so  than  the  right.  A  prolapse  of  the 
uterus  was  noted,  but  no  ulceration  or  bleed- 
ing from  the  cervix  is  described. 

The  fever  responded  to  the  administration 
of  penicillin  for  three  days,  but  recurred 
while  the  patient  was  still  on  the  drug.  We 
are  told  that  she  vomited  coffee-ground  ma- 
terial and  blood,  but  the  quantitv  and  color 
of  the  blood  are  not  described.  If  the  patient 
was  not  taking  iron,  the  black  stools  prob- 
ably resulted  from  the  digestion  of  blood 
entering  the  upper  intestinal  tract.  The  de- 
velopment of  auricular  fibrillation  and  con- 
gestive failure  was  accompanied  by  rales  in 
the  lungs  and  edema  of  the  legs ;  the  edema 
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of  the  eyelids  \vhich  was  described  does  not 
ordinarily  occur  with  congestive  heart  fail- 
ure. The  patient  continued  to  be  stuporous, 
but  suddenly  went  into  shock  accompanied 
by  rigidity  of  the  muscles  and  twitching.  She 
died  in  coma  with  a  high  temperature.  This 
course  suggests  a  rapidly  progressing  acute 
infection,  though  it  is  difficult  to  fit  all  of  the 
findings  into  a  single  diagnosis. 

Anatomicalhj  one  would  expect  bilateral 
lesions  in  the  kidneys,  most  marked  on  the 
left'".  Nephritis  can  be  ruled  out  on  the  basis 
of  the  blood  pressure,  the  findings  in  the 
eyegrounds,  and  the  nonprotein  nitrogen. 
Polycystic  disease  of  the  kidney — a  cause  of 
massive  hemorrhage — usually  occurs  in  the 
fourth  or  fifth  decade  and  is  accompanied 
by  signs  of  uremia. 

There  is  evidence  of  disease  of  the  mucosal 
surface  of  the  upper  gastrointestinal  tract, 
probably  in  the  stomach  or  duodenum,  but 
no  evidence  of  involvement  of  the  peritoneal 
surface. 

The  central  nervous  system  is  involved, 
but  the  neurologic  signs  do  not  allow  locali- 
zation of  a  specific  lesion;  the  involvement 
was  probably  diffuse  and  on  a  toxic  basis, 
though  a  terminal  cerebral  accident  must  be 
kept  in  mind.  A  lumbar  puncture  would 
have  shed  light  on  this  possibility. 

Disease  of  the  circulatory  system  was  evi- 
denced by  a  disturbance  of  rhythm  resulting 
in  myocardial  failure.  An  anatomic  lesion  is 
rarely  demonstrated  in  cases  of  myocardial 
failure  resulting  from  disturbances  of 
rhythm.  The  systolic  murmur  in  the  pres- 
ence of  high  fever  would  suggest  an  acute 
bacterial  endocarditis,  but  the  absence  of 
petechiac,  a  palpable  spleen,  a  changing 
quality  to  the  murmur,  or  positive  blood 
cultures  does  not  support  this  diagnosis.  The 
systolic  murmur  in  the  presence  of  cardiac 
failure  may  have  been  due  to  dilatation.  The 
persistent  peripheral  vascular  collapse  sug- 
gests the  possibility  of  bilateral  adrenal  cor- 
tical involvement. 

The  diagnosis  of  a  blood  dyscrasia  involv- 
ing the  bone  marrow  or  lymphoid  tissue  is 
not  justified  by  the  physical  and  laboratory 
findings. 

EtiologicaUij  gross  hematuria  most  fre- 
quently results  from  infection — usually  tu- 
berculous— or  from  malignancy.    Gram-neg- 

1.  (a)  Caliill.  O.  F.:  Hematuria:  Its  Clinical  SisiiiflLance. 
.1.  Urol.  .t7:221-L':u  (March)  1942;  (b^  C.ombeiL'.  D. ;  Hema- 
turia.  Xortli   Caroliua   M.   J.   7:213-215    (Mayi    19  10. 


ative  bacilli  and  gram-positive  cocci  were 
stained  in  the  urinary  sediment,  though  only 
Escherichia  coli  were  grown  on  culture.  Acid- 
fast  stains  of  the  urine  are  not  described; 
no  lesions  which  would  support  an  impres- 
sion of  tuberculosis  are  described  in  the  chest 
x-ray.  The  single  blood  culture  was  taken 
late  in  the  course  of  the  disease,  and  after 
the  initiation  of  penicillin  therapy ;  either  of 
the  urinary  organisms  might  be  inhibited  by 
the  antibiotic  and  not  grow  out  in  the  blood 
culture. 

The  clinical  response  to  penicillin  and  the 
marked  improvement  in  the  findings  in  the 
urinary  sediment  would  suggest  that  the  or- 
ganisms discovered  in  the  urine  responded 
to  therapy.  Whether  these  were  primary  or 
secondai'y  invaders  is  difficult  to  say.  The 
fact  that  the  infection  did  not  remain  under 
control  would  suggest  that  they  were  sec- 
ondary invaders  and  not  the  primary  cause 
of  the  disease.  Invasion  from  an  infection 
outside  the  urinary  tract  is  not  supported  by 
the  physical  or  laboratory  findings,  however. 
The  primary  invader  did  not  appear  to  re- 
spond to  streptomycin,  though  the  quantity 
given  was  inadequate  to  achieve  a  thera- 
peutic response  if  the  infection  was  due  to 
the  tubercle  bacillus. 

An  infection  which  does  not  show  the  ex- 
pected response  to  therapy  suggests  the  pos- 
sibility of  a  metabolic  disturbance  interfer- 
ing with  the  immune  response.  Diabetes  is 
known  to  aggravate  infections  with  the 
tubercle  bacillus  and  staphylococcus,  and  to 
predispose  the  patient  to  urinary  tract  in- 
fections. A  very  slight  suspicion  of  the  pres- 
ence of  diabetes  might  arise  from  the  pro- 
lapsed uterus,  as  well  as  from  the  marked 
dehydration  noted  on  admission.  It  would 
be  interesting  to  know  whether  there  was 
any  history  of  boils  or  excoriations  of  the 
vulva,  what  the  blood  sugar  was,  and 
whether  sugar  was  found  in  the  urine. 

The  most  common  malignancy  resulting 
in  hematuria  is  carcinoma  of  the  kidney. 
Hypernephroma  may  also  cause  gross  hema- 
turia and  high  fever,  even  in  the  absence  of 
metastases.  The  bilateral  symptoms  would 
seem  to  weigh  heavily  against  a  malignancy, 
since  primary  tumors  of  the  kidney  are  al- 
most always  unilateral.  If  cystoscopy  had 
been  possible,  it  would  have  shown  whether 
the  bleeding  was  actually  bilateral;  unilat- 
eral bleeding  would  be  much  more  suggestive 
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of  tumor.  Hypernephroma  would  be  likely  to 
cause  metastases  of  the  lungs,  but  no  "golf 
ball"  lesions  are  described  in  the  lung  fields. 
Malignant  metastases  to  the  mucosal  surface 
of  the  stomach  are  very  rare. 

It  is  a  moot  point  whether  chronic  peptic 
ulcer  of  long  duration  will  become  malig- 
nant. Ill  any  event,  metastases  to  the  kidney 
from  a  carcinoma  of  the  upper  gastrointes- 
tinal tract,  without  other  evidence  of  metas- 
tases, would  be  very  rare.  Carcinoma  of  the 
uterus,  which  is  common  in  women  who  have 
borne  children,  is  not  supported  by  the  de- 
scription of  the  prolapsed  uterus.  Carcinoma 
of  the  breast — one  of  the  most  common  sites 
of  malignancy  in  women — is  not  supported 
by  the  physical  examination  or  by  laboratory 
I  evidence  of  metastases.  A  very  tiny  primary 
'  lesion  in  the  breast,  however,  may  cause 
widespread  miliary  metastases,  producing 
the  picture  of  septicemia  with  high  fevei'  and 
bleeding  from  involvement  of  the  bone  mar- 
row. 

PhijfiioIogicaUy  the  disease  produced 
marked  dehydration,  as  is  shown  by  the 
hemoglobin  and  the  red  and  white  blood  cell 
counts,  which  were  unusually  high  in  spite 
of  the  pallor.  It  is  difficult  to  estimate  the 
degree  of  dehydration  without  knowing  the 
amount  of  fluids  given  and  the  urine  volumes 
in  the  fii-st  few  days,  as  well  as  the  hema- 
tocrit values.  The  hemoglobin  dropped  to 
7  Gm.  and  the  red  cell  count  to  2,500,000,  but 
it  is  impossible  to  tell  how  much  of  this  fall 
was  due  to  hydration  and  how  much  to  bleed- 
ing. The  fact  that  the  nonprotein  nitrogen 
dropped  from  74  to  36  mg.  per  100  cc.  with 
hydration  seems  to  rule  out  nephritis ;  the 
subsequent  rise  to  66  mg.  per  100  cc.  could 
be  due  to  low  filtration  pressure  from  chronic 
circulatory  failure,  or  to  bleeding  into  the 
gastrointestinal  tract. 

The  laboratory  findings  do  not  suggest 
that  interference  with  the  clotting  mechan- 
ism was  the  basis  for  the  blood  loss,  though 
there  is  no  mention  of  abnormal  cells,  a  plate- 
let count,  a  prothrombin  determination,  or  a 
tourniquet  test. 

Though  the  total  serum  proteins  are  listed 
as  5.7  Gm.  per  100  cc,  the  persistent  finding 
of  a  2-  to  3-plus  reaction  for  albumin  in  the 
urine  and  the  development  of  palpebral  ede- 
ma would  suggest  a  mild  hypoproteinemia 
late  in  the  course  of  the  disease.  If  the  car- 
bon dioxide  combining  power  of  43  volumes 


per  cent  were  found  after  the  administration 
of  fluid,  a  preceding  acidosis  might  be  sus- 
pected and  would  lend  a  little  support  to  the 
suspicion  of  diabetes.  The  rise  to  86  vol- 
umes per  cent  after  vomiting  would  suggest 
the  loss  of  free  hydrochloric  acid  from  the 
stomach  with  resultant  alkalosis;  the  pres- 
ence of  such  a  degree  of  hydi'ochloric  acid 
would  favor  a  benign  rather  than  a  malig- 
nant ulceration  in  the  upper  gastrointestinal 
tract.  The  low  blood  chloride  level  is  further 
evidence  of  dehydration  and  acidosis  such 
as  migh*:  occur  in  diabetes. 

The  difl'erential  diagnosis  appears  to  rest 
between  tuberculosis  of  the  kidney,  with 
terminal  miliary  spread,  and  carcinoma  of 
the  kidney.  The  apparent  absence  of  symp- 
toms before  the  fatal  illness  seems  to  indicate 
that  the  gastrointestinal  bleeding  was  not 
connected  with  the  primary  disease  process 
and  arose  from  some  site  other  than  the  old 
peptic  ulcer'-'. 
Di\  HarreU'ii  diagnoses 

1.  Miliary  tuberculosis  with  invasion  of 
the  kidneys  and  adrenals,  and  cerebral  in- 
volvement, in  a  patient  with  mild  diabetes; 
or,  as  an  alternate  diagnosis,  carcinoma  of 
the  kidney,  with  the  breast  as  the  second 
most  likely  primary  site. 

2.  Chronic  pyelonephritis,  mixed  flora. 

3.  Chronic  duodenal  ulcer,  inactive,  with 
bleeding  from  some  other  site  in  the  gastro- 
intestinal tract. 

Dr.  Fred  K.  Garvey  (Urologist)  :  Massive 
hematuria  without  previous  signs  or  symp- 
toms is  most  often  thought  to  be  from  neo- 
plasm. Identical  bleeding  may  occur  with 
calculus,  tuberculosis,  trauma,  and  even 
simple  urinary  infection,  but  usually  the 
history  in  such  cases  points  more  specifically 
toward  one  of  the  latter  diseases.  Renal  tu- 
mors are  more  apt  to  cause  massive  hemor- 
rhage than  is  tuberculosis  or  calculi,  but  the 
latter  conditions,  since  they  are  much  more 
common  than  tumor,  are  responsible  for 
more  cases  of  massive  hematuria.  In  the 
event  of  gross  hematuria  without  bladder 
symptoms,  the  decision  as  to  whether  the  le- 
sion is  in  the  upper  or  lower  urinary  tract 
depends  considerably  on  the  presence  or  ab- 
sence of  pain  referable  to  the  upper  urinary 
tract. 

Occasionally    worm-like    clots    of    blood, 

2.  (n)  .lankelson,  I.  R.  ,in(l  Segal,  M.  S.:  Massive  Hemorrhage 
from  Peptic  Ulcer,  New  England  J.  Med.  219:3-5  (July  7) 
10.*Js:  (b)  Jnnkelson.  I.  R.:  Massive  Hematemesis  of  Un- 
determined   Origin,    Gastroenterol.    5:9(1-101    (Aug.)    1915. 
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which  are  casts  from  the  ureter,  will  be  found 
in  the  urine.  Such  clots  are  pathognomonic 
of  bleeding  from  the  upper  urinary  tract, 
and  quite  commonly  produce  pain  or  mild 
colic. 

Bilateral  flank  pain  with  gross  hematuria 
usually  suggests  bilateral  involvement,  and 
would  cause  one  to  suspect  the  more  common 
diseases  such  as  calculi  or  simple  inflamma- 
tion rather  than  renal  tumor,  which  rarely 
is  bilateral.  On  the  other  hand,  however,  it 
is  possible  for  pain  in  one  kidney  to  produce, 
by  crossed  renal  reflex,  some  degree  of  pain 
in  the  opposite  organ. 

In  a  patient  of  this  age,  without  a  pre- 
vious history  of  stones  or  tuljerculosis,  a 
renal  neoplasm  must  be  strongly  considered. 
The  pain  in  the  involved  kidney  could  be 
explained  by  clots  blocking  the  ureter,  and 
the  pain  in  the  opposite  side  could  be  due  to 
a  crossed  renal  reflex  or  to  pyelonephritis. 
The  latter  mechanism  is  suggested  by  the 
pyrexia  which  this  patient  had. 

Dr.  MacDonald  Fulton  (Bacteriologist)  : 
The  direct  smears  of  urine  sediment  showed 
gram-positive  cocci  and  gram-negative  bacil- 
li, but  on  culture  only  the  bacilli  grew.  It  is 
possible  that  the  culture  medium  chosen  was 
one  which  would  grow  the  gram-negative 
bacilli,  but  would  tend  to  inhibit  the  cocci. 
Media  commonly  used  to  grow  coliform 
bacilli  inhibit  or  greatly  retard  the  growth 
of  most  cocci.  This  fact  should  be  taken  into 
account  in  deciding  what  media  to  employ  in 
making  urine  cultures.  It  is  important  in 
choosing  therapy  to  know  whether  a  urinary 
infection  is  pure  or  mixed  bacteriologically. 
Dr.  David  Cayer  {lutemi.^t)  :  In  view  of 
this  patient's  extremely  critical  condition 
throughout  her  hospitalization,  no  accessory 
studies  could  be  attempted  to  demonstrate 
the  actual  site  of  the  gastrointestinal  bleed- 
ing. Clinically,  however,  it  appeared  to  be 
from  the  upper  gastrointestinal  tract.  On  a 
statistical  basis,  peptic  ulcei-ation  would  be 
most  likely,  even  in  a  patient  of  this  age.  The 
demonstration  of  free  hydrochloric  acid  in 
the  aspirated  material,  as  well  as  the  past 
history  of  ulcer,  would  also  be  in  favor  of 
this  diagnosis.  Carcinoma  of  the  stomach 
should  not  be  overlooked,  however,  and  it  is 
possible  for  both  ulcer  and  cancer  to  occur 
in  the  same  patient  over  a  period  of  years. 
The  possibility  of  malignant  change  in  a 
pre-existing  benign  ulcer  is  unlikely.    Most 


internists  feel  that  benign  peptic  ulcerations 
rarely  become  malignant,  and  that  the  mor- 
tality from  cancer  of  the  stomach  among  pa- 
tients with  ulcer  is  less  than  that  among 
the  general  population. 

I  agree  with  Dr.  Harrell  that  a  metastatic 
lesion  from  the  kidney  to  the  mucosa  of  the 
gastrointestinal  tract  is  most  unlikely. 

Dr.  William  Wolff  (Clinical  Chemist)  : 
The  high  nonprotein  nitrogen  noted  on  ad- 
mission probably  represents  dehydration 
with  nitrogen  retention  which  cleared  up  as 
the  fluid  balance  came  back  to  normal.  The 
subsequent  rises  in  the  nonprotein  nitrogen 
may  well  have  been  the  result  of  massive 
hemorrhages  into  the  gastrointestinal  tract. 
Recent  reports  in  the  literature  suggest  that 
a  rise  in  nonprotein  nitrogen  may  be  ex- 
pected following  the  introduction  of  500  to 
800  cc.  of  blood  into  the  intestinal  tract. 

Anatomic  Discussion 

Dr.  W.  C.  Thomas  :  The  principal  findings 
at  the  postmortem  examination  were  in  the 
heart,  esophagus,  and  left  kidney.  The  an- 
nulus  fibrosuR  of  the  mitral  valve  of  the  heart 
showed  thickening  and  calcification'^'.  A 
large,  friable  vegetation  was  noted  on  the 
mitral  valve.  Cultures  of  the  vegetation  and 
of  the  blood  revealed  a  pure  growth  of  Esch. 
coli.  Gram-stained  sections  of  the  vegeta- 
tion showed  gram-negative,  rod-shaped  or- 
ganisms. Embolic  phenomena  were  present 
in  the  spleen,  kidneys,  skin  and  conjunc- 
tivae'^'. 

The  distal  half  of  the  esophagus  was  noted 
to  be  thickened  and  the  mucosa  was  ulcer- 
ated'"''. The  microscopic  sections  showed  sub- 
acute and  acute  inflammation. 

A  light  gray,  well  vascularized,  circum- 
scribed mass  5  cm.  in  diameter  occupied  the 
upper  pole  of  the  left  kidney"".  No  metastases 
were  found  in  the  other  tissues  of  the  body. 

Anatomic  Diagnoses 

1.  Calcification  of  the  mitral  annulus 
fihrosus. 

2.  Acute    bacterial    endocarditis,    mitral 

.T.    Rvtancl,    D.    A.    and    Lipsitcli,    I..    S.:    Clinical    Aspects    of 

Calcification    of    tlie    Mitral    Annulus    Fihrosus.    Arch.    Int. 

Med.    7S:.i4 1-561    (Snv.)    194H. 
t.    Zenian.  F.  D.  and  Siesral.  S. :  Acute  Bacterial  Endocarditis 

in   the  Affed.   Am.   Heart  J.  29:397-i;ift    (Mayl    lair,   . 
,1.    Friedonwald     .1..    Feldman.    M.    and    Zinn.    W.    F. :    Pontic 

T")cer    of    the    F,sophagus\    .Vm.    J.    M.    Sc.    177:1-11    (.lan.l 

1929. 
d.    Creevv.    C.    D.;    Confusing:    Clinical    Manifestations    of   Ma- 

liffnant     Renal     Neoplasms,     Arch.     Int.     Med.     ,1.7  :snj-ni  il 

(.Tune)    19.?.'>, 
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valve,  due  to  E^^ch.  coli,  with  infarctions  of 
spleen  and  kidneys,  petechiae  of  skin  and 
conjunciivae,  acute  hepatitis,  and  acute 
splenitis. 

3.  Ulcerations  of  the  esophagus,  with 
acute  and  subacute  inflammation. 

4.  Carcinoma  of  the  kidney,  left,  with 
ulceration  of  the  mucosa  of  the  renal  pelvis. 

Closing  Discussion 

Dr.  Harrell:  This  case  teaches  two  les- 
sons: (1)  the  value  of  relatively  simple  bac- 
teriologic  studies,  and  (2)  the  inadvisability 
of  attempting  to  analyze  minutely  a  poor 
history.  In  the  absence  of  an  accurate  de- 
tailed history  it  may  be  wiser  to  assume  as 
a  working  diagnosis  that  the  lesion  most 
probable  on  a  statistical  basis  is  present.  In 
this  case  unquestionably  it  would  have  been 
carcinoma  of  the  kidney,  because  of  the  pa- 
tient's age  and  the  sudden  onset  of  urologic 
symptoms  with  bleeding. 

Repeated  early  blood  cultures  should  cer- 
tainly have  found  the  colon  bacillus  and  could 
have  led  to  the  correct  interpretation  of  the 
heart  murmur  as  due  to  acute  bacterial  endo- 
carditis. This  finding  would  have  been  im- 
portant in  planning  therapy :  it  might  have 
made  it  possible  to  improve  the  patient's  con- 
dition sufficiently  to  allow  additional  diag- 
nostic studies  which  would  have  resulted  in 
operative  attack  on  the  primary  disease  pro- 
cess. The  absence  of  demonstrable  metastases 
would  lead  one  to  believe  that  a  good  oper- 
ative result  might  have  been  obtained. 

The  ulceration  in  the  esophagus  brings  to 
mind  the  danger  of  long  continued  use  of  an 
indwelling  stomach  tube. 
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Vital  Statistics  for  1946 

The  year  1946  marks  a  new  record  low  for  the 
crude  death  rate  in  the  United  States,  according  to 
fig-ures  of  the  National  Office  of  Vital  Statistics.  The 
death  rate  for  the  year  was  10.0  per  1,000  popula- 
tion as  compared  with  the  rate  of  10.6  for  194.5  and 
the  previous  lowest  rate  of  10.4  in  1942.  The  total 
number  of  deaths  in  1946  was  1,395,617—6,102  fewer 
than  in  1945. 

The  estimated  death  rate  for  the  United  States  in 
1947,  based  on  data  for  the  first  ten  months  of  the 
year,  was  10.1. 

The  five  leading  causes  of  death  in  the  LTnited 
States  in  1946  in  rank  order  were  diseases  of  the 
heart,  cancer,  intracranial  lesions  of  vascular  origin, 
nephritis,  and  accidents  other  than  motor  vehicle 
accidents.  This  is  the  first  year  in  which  pneumonia 
and  influenza  (combined)  were  not  represented 
among  the  five  leading  causes  of  death. 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

Workmen's  Compensation  Act:  An 
injured  employee  is  awarded  compen- 
sation if  the  injury  occurs  by  acci- 
dent, and  arises  out  of  and  in  the 
course  of  employment. 

An  employee  of  a  publishing  company  sus- 
tained an  injury  to  his  back  on  February  3, 
1947.  At  the  time  of  the  injury  he  was  in 
the  act  of  lifting  a  plate  weighing  40  or  50 
pounds  for  the  purpose  of  passing  it  to  the 
pressman.  He  had  been  doing  the  same  type 
of  work,  as  the  necessity  arose,  over  a  period 
of  two  and  a  half  months.  The  act  consisted 
in  bringing  the  plate  upward  to  the  proper 
height,  extending  the  left  foot  forward, 
twisting  the  body  slightly  to  the  right,  and 
placing  the  plate  in  the  pressman's  hands. 
No  ill  results  had  been  felt  until  the  date 
noted  above.  The  pain  came  on  suddenly  and 
was  excruciating.  There  was  some  reference 
to  the  employee's  having  had  previous 
trouble  with  his  back,  such  as  weakness, 
pain,  and  "catches"  at  intervals. 

Two  days  after  the  injury  occurred  the 
employee  consulted  a  physician,  who  strap- 
ped the  area  and  treated  the  case  as  a  sprain. 
On  March  7,  1947,  he  consulted  another  doc- 
tor, who  made  a  diagnosis  of  rupture  of  an 
intervertebral  disc.  An  operation  for  the 
relief  of  the  condition  was  performed  on 
March  14.  The  patient  continued  disabled 
until  June  10. 

At  a  hearing  before  a  representative  of 
the  Industrial  Commission  the  employee  was 
awarded  compensation.  The  insurance  car- 
rier and  employer  then  appealed  to  the 
superior  court,  where  the  judgment  of  the 
Commission  was  affirmed.  The  defendants 
then  brought  the  case  to  the  Supreme  Court 
for  final  disposition. 

The  employer  and  carrier  urged  that  there 
was  a  weakness  of  the  back  existing  before 
the  acute  onset,  and  that,  while  the  injury 
occurred  in  the  course  of  the  employee's 
work,  it  was  not  due  to  accidental  causes. 
The  issue,  therefore,  when  the  case  came  to 
the  Supreme  Court,  was  whether  inherent 
weaknes-  or  accident  was  responsible  for  the 
disability.  The  Court  had  to  determine  just 
what  unusual  movement  of  the  bodv  occurred 
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at  the  time  of  the  injury  which  had  not 
happened  during  the  preceding  two  and  a 
half  months,  when  the  employee  had  been 
performing  the  same  act  without  any  signs 
of  injury. 

The  Supreme  Court  defines  an  "accident" 
within  the  meaning  of  the  Workmen's  Com- 
pensation Act  to  be  "an  unlooked  for  and 
untoward  event,  not  expected  or  designed 
by  the  injured  employee,  a  result  produced 
by  a  fortuitous  cause,  or  an  unexpected,  un- 
foreseen, or  undesigned  occurrence." 

Upon  the  basis  of  the  facts  adduced  at  the 
hearings  and  according  to  the  definition  of 
accident  noted  above,  the  court  ruled  that 
the  injury  was  caused  by  accident  and  arose 
out  of  and  in  the  course  of  the  employee's 
work.  The  employee  was  well  before  he 
lifted  the  plate ;  during  the  act  he  was 
stricken  by  violent  pain.  Therefore  it  was 
assumed  that  the  act  was  the  causative  fac- 
tor in  the  production  of  the  injury  com- 
plained of. 

In  such  cases  as  the  above,  the  physician, 
as  an  expert  witness  of  fact  or  one  who  gives 
opinion  evidence  only,  is  the  only  person  who 
can  furnish  information  acceptable  for  ar- 
riving at  an  equitable  decision.  Upon  the 
basis  of  his  knowledge  of  anatomy  and  other 
medical  information,  he  should  be  able  to 
outline  the  mechanics  of  physical  disability 
so  as  practically  to  remove  the  solving  of 
such  problems  from  the  realm  of  conjecture. 
In  this  n-ay  he  would  not  only  aid  the  courts 
but  would  ensure  justice  to  claimants  and 
employers  as  well.  (Supreme  Court  of  Noi'th 
Carolina,  V.  41  S.E.R.,  p.  592,  March,  1947) 


PUBLIC  RELATIONS 


The  medical  profession's  role  in  lowering:  the  cost 
of  hospital  care. — An  important,  if  not  the  most  im- 
portant, factor  in  the  development  and  final  success 
of  any  plan  conceived  and  adopted  by  hospitals  for 
the  more  efficient  and  less  costly  care  of  sick  pa- 
tients will  depend  on  the  interest  and  cooperation 
of  the  medical  profession.  Who,  for  example,  shall 
decide  whether  a  patient  requires  special  attention 
or  not?  Surely  not  the  hospital  administration  alone. 
You,  the  physician,  better  than  anybody  else  know 
the  condition  of  each  patient,  and  extra  services  to 
those  patients  (exclusive  of  the  luxury  group)  must 
be  determined  not  on  the  wishes  of  patients  or  their 
families  but  on  the  condition  of  those  patients  in 
their  relation  to  the  routine  service  that  your  hos- 
pital is  able  to  give.  Therefore,  with  the  changing 
concept  of  what  is  best  and  most  etficient  for  the 
care  of  our  patients,  let  us  take  an  active,  aggressive 
ancl  cooperative  part  in  the  development  and  exe- 
cution of  any  constructive  program  that  our  hos- 
pitals may  choose  to  establish. — Leland  S.  McKit- 
trick:  Medical  Care  in  Our  Free  Societv,  New  Eng- 
land J.  Med.  236:92.3   (June  19)   1947. 


Editor's  Note:  This  is  the  first  in  a  series 
of  articles  to  be  sponsored  by  the  Public 
Relations  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina.  Dr.  Donald 
Koonce  of  Wilmington  is  chairman  of  this 
committee. 

THE  NEED  FOR  BETTER  PUBLIC 
RELATIONS 

The  first  article  in  this  series  on  public 
relations  was  to  have  been  written  by  Presi- 
dent Frank  Sharpe.  After  his  sudden  and 
untimely  death.  Chairman  Donald  Koonce 
asked  me  to  accept  the  assignment. 

No  one  strove  harder  for  better  public  re- 
lations than  Frank  Sharpe.  He  literally  gave 
of  himself  beyond  the  point  of  physical  en- 
durance. No  task  was  too  menial  or  too  big 
for  his  personal  effort.  His  soul  was  filled 
with  the  "milk  of  human  kindness"  and  a 
desire  to  serve  his  fellow  man.  It  is,  there- 
fore, with  great  humility  that  I  serve  as  his 
substitute.  I  bespeak  charitable  and  temp- 
ered judgment  of  what  follow's. 

First,  what  are  "good  public  relations?" 
I  would  say  that  they  are  the  efforts  of  or- 
ganized medicine  to  conduct  its  afl'airs  and 
to  publicize  its  conduct  so  as  to  gain  the 
confidence,  respect  and  good  will  of  the  pub- 
lic. 

Have  our  public  relations,  then,  been  good 
in  recent  years?  I  do  not  think  so.  In  fact, 
I  question  whether  they  could  have  been 
much  worse. 

The  truth  of  that  statement  is  reflected 
in  the  harsh  and  often  false  criticisms  hurled 
at  us  by  the  propagandists  appearing  before 
the  Senate  Committee  conducting  recent 
hearings  on  the  Wagner-Murray-Dingell  Bill. 
The  statement  was  often  made  that  there 
were  5,000,000  men  rejected  by  the  draft 
boards,  the  implication  being  that  these  re- 
jections were  due  to  remediable  defects  and 
that  the  medical  profession  had  been  woe- 
fully derelict  in  not  having  long  before  cor- 
rected them.  You  and  I  know  that  a  large 
number  of  these  rejections  were  for  con- 
genital defects,  wholly  beyond  our  control — 
for  example,  eye  defects,  mental  defects, 
deaf-mutism,  orthopedic  deformities,  and 
hernias.  Add  to  this  number  the  rejections 
for  disabilities  acquired  by  reason  of  acci- 
dent, such  as  amputations  and  blindness,  and 
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the  number  of  rejections  for  remediable  de- 
fects is  not  5,000,000,  but  only  about  1,500,- 
000'".  Moreover,  these  rejections  were  made 
under  the  strictest  physical  requirements  of 
any  arm)-  in  the  world.  This  propaganda  is 
only  part  of  a  planned  and  deliberate  attack 
on  free  medicine  with  no  holds  barred'-'. 

The  need  for  good  public  relations  on  an 
organized  basis  is  at  once  seen.  We  can  no 
longer  afford  to  ignore  the  challenge,  regard- 
less of  the  source  of  that  challenge.  Suffice 
it  to  say  that  it  emanates  from  a  well-organ- 
ized minority  with  but  one  intent :  the  regi- 
mentation of  medicine  as  the  keystone  of  the 
arch  of  an  all-powerful,  dictatorial  govern- 
ment. 

Let  us  be  completely  candid  with  ourselves, 
however.  All  criticism  does  not  emanate 
from  an  organized  minority.  There  is  at 
least  one  individual  in  any  lay  group  of  ten 
to  fifteen  people  who  thinks  he  has  been 
overcharged  by  a  doctor  or  in  some  other 
way  mistreated.  Just  start  a  discussion  on 
socialized  medicine  in  such  a  group  and  see 
how  quickly  the  sparks  fly.  We  can  no  longer 
ignore  this  trend  in  public  opinion.  We  must 
meet  it  with  constructive  effort  and  direction. 
The  best  defense  is  a  positive  offense. 

We  need,  perhaps,  to  do  a  little  soul-search- 
ing of  ourselves  individually.  Are  we  furn- 
ishing leadership  in  our  local  communities? 
Could  we  give  a  little  more  time,  thought, 
and  money  to  worthy  causes?  Are  not  our 
responsibilities  the  same  as  any  other  citi- 
zen's? I  know  that  there  are  many  beloved 
and  respected  doctors  over  this  state,  but 
should  there  not  be  more  such  men?  Have 
we  gotten  away  from  some  of  the  finer  tra- 
ditions of  medicine  ?  Each  doctor  can  answer 
these  questions  for  himself. 

Nevertheless,  there  is  no  question  about 
the  past  record  of  American  Medicine.  It  is 
one  in  which  we  can  well  take  superlative 
pride.  Let  us,  as  members  of  organized  medi- 
cine, tell  it  to  the  world !  Let  us  fight  back, 
secure  in  the  strength  of  truth.  Let  us  re- 
dedicate    ourselves    to    those    traditions    of 

1.  See  statement  before  the  Senate  Committee  on '  Education 
and  Laijor  Ijy  Dr.  Harold  T.  Low,  then  president  of  tlie 
Association  of  American  Physicians  and  Surgeons,  Anril 
18,   1940. 

2.  See  "Our  Most  Dangerous  Lobby"  by  Congressman  Forest 
A.  HaiTiess  in  December  number  of  Reader's  Digest. 


medicine  which  have  always  called  forth  the 
best  within  us.  And,  lastly,  let  us  not  be 
afraid  to  introduce  any  innovations  of  prac- 
tice necessary  to  meet  modern  conditions — 
always,  however,  under  our  leadership,  di- 
rection, and  control. 

I  believe,  then,  that  good  public  relations 
will  follow.  Such  men  as  Frank  Sharpe  will 
not  hav3  lived  in  vain. 

V.  K.  Hart,  M.D. 

Charlotte 
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THERE  probably  never  has  been  a  period  when  a 
clear  understanding  of  "activity"  in  tuberculosis 
was  more  important  than  now.  The  use  of  the  mini- 
ature film  technique  by  the  military  services  and  in 
industrial  and  community  surveys  has  made  the 
public  "chest  X-ray  conscious."  In  mass  X-ray  sur- 
veys of  apparently  healthy  groups,  the  ma.iority  of 
the  cases  of  tuberculosis  discovered  are  neither  ob- 
viously active  nor  obviously  healed  but  require  ex- 
tended study  and  observation  to  determine  the  pres- 
ence or  absence  of  activity. 


THE  DIAGNOSIS  OF  ACTIVITY  IN  PULMONARY 
TUBERCULOSIS 

There  is  no  single  word  in  the  vocabulary  of  clin- 
ical tuberculosis  more  widely  employed  nor  more 
widely  misunderstood  than  the  word  "activity."  The 
ancient  fallacy  still  persists  that  rales  arise  in  moist- 
ure, which  signifies  inflammation  and  hence,  activity. 
Another  more  dangerous  fallacy  is  that  activity  is 
usually  accompanied  by  slight  changes  in  tempera- 
ture, pulse,  weight,  appetite  and  physical  energy. 

The  two  essential  requirements  of  a  scientifically 
sound  and  clinically  useful  concept  of  activity  are 
that  it  must  be  securely  based  on  the  anatomic  state 
of  the  tuberculosis  lesion  and  must  also  be  synony- 
mous with  need  for  treatment.  Such  a  concept  must 
include  three  distinct  groups  of  cases:  those  which 
show  anatomic  progression;  those  which  are  ana- 
tomically stationary  but  not  healed;  and  those  which 
are  retrogressive  but  not  yet  safely  healed. 

In  determining  whether  or  not  a  case  requires 
treatment,  the  symptoms,  physical  signs,  laboratory 
data,  and  X-ray  picture  may  all  be  used — or  misused. 

The  symptoms  of  pulmonary  tuberculosis  are  fa- 
miliar to  all  physicians.  When  a  group  of  them  is 
present  there  is  usually  no  doubt  about  activity. 
When  only  one  or  two  of  them  are  present  they  may 
be  erroneously  attributed  to  the  minimal  lesion 
shown  in  the  X-ray  film.  Serial  films  are  the  only 
safeguard  against  this  error. 
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A  more  common  and  more  serious  error  is  to  ex- 
clude activity  because  of  the  absence  of  symptoms. 
It  cannot  be  emphasized  too  strongly  that  tuber- 
culosis, both  in  its  onset,  and  during  the  early  period 
of  relapse,  is  characteristically  a  symptom-free  dis- 
ease. To  depend  upon  symptoms,  or  to  await  the 
development  of  symptoms,  is  to  lose  the  most  fav- 
orable moment  for  treatment.  Surveys  have  shown 
that  when  the  diagnosis  is  based  upon  symptoms, 
87  per  cent  of  the  cases  will  have  advanced  disease. 
Increasing  numbers  of  hospital  lieds  are  filled  with 
patients  whose  symptom-free,  early  disease  was  dis- 
covered in  a  survey  or  induction  examination  a  year 
or  so  earlier,  but  who  refused  treatment  and  con- 
tinued to  work  until  they  felt  sick  and  had  advanced 
disease.  The  public  requires  education  on  this  matter; 
let  us  hope  that  most  of  it  will  be  forthcoming  from 
physicians. 

Physical  signs  are  of  still  less  value  than  symp- 
toms in  determining  activity.  Inspection,  palpation, 
and  percussion  are  not  to  be  trusted  and  ausculta- 
tion is  but  little  better.  Coarse,  or  moderately  coarse, 
moist  rales,  do  usually  indicate  activity.  They  are 
often  absent,  even  in  far-advanced  disease.  Converse- 
ly, rales  of  the  fine,  or  moderately  coarse,  dry  type 
are  often  present  throughout  the  entire  life  of  a 
person  with  well-healed  tuberculosis. 

Like  symptoms  and  physical  signs,  the  laboratory 
helps  us  out  by  confinning  a  suspicion  of  activity, 
but  does  not  exclude  it.  The  finding  of  tubercle  bacilli 
in  the  sputum,  or  in  the  gastric  contents  is  always 
an  indication  for  treatment  and  careful  search  should 
never  be  neglected. 

Blood  studies  as  a  guide  to  activity  are  of  little 
use  to  the  doctor  in  practice.  Most  clinicians  agree 
that  the  X-ray  picture  is  a  more  accurate,  sensitive, 
and  dependable  barometer  of  intrapulmonic  weather 
than  the  blood  picture. 

The  superiority  of  the  X-ray  film  over  other 
guides  to  activity  in  pulmonary  tuberculosis  makes 
it  important  that  we  recognize  its  limitations  and 
use  it  to  the  greatest  advantage.  It  lequires  little 
experience  for  anyone  to  learn  to  recognize  the 
"soft"  shadows,  with  indistinct  borders  which  signify 
the  active  exudative,  pathological  reaction,  and  the 
"hard"  shadows,  partly  or  largely  linear  and  with 
sharply  defined  borders,  which  signify  a  well-healed 
fibrotic  reaction.  Between  these  two  extremes  is  a 
large  group  of  cases  in  which  the  most  experienced 
and  expert  interpreter  will  be  unable  to  differentiate 
active  from  inactive  disease  by  a  single  film.  In  these 
cases  there  is  no  substitute  for  the  careful  and  de- 
tailed comparison  of  serial  films  made  at  intervals 
of  one  to  three  months. 

In  making  comparisons  of  films  it  is  important 
to  keep  in  mind  certain  sources  of  error.  The  degree 
of  exposure,  the  depth  of  inspiration  and  position 
of  the  patient  in  relation  to  the  cassette  may  give 
illusory  effects  if  the  films  being  compared  are  not 
carefully  checked  for  these  factors.  Slight  differ- 
ences in  projection  angles  or  changes  in  the  position 
of  tho  clavicles  may  reveal  shadows  which  were 
partially  concealed  in  the  earlier  film,  thus  giving 
the  illusion  of  progiessive  disease  or  vice  versa. 

The  Diagnosis  of  Activity  in  Pulmonary  Tuber- 
culosis (with  case  reports  and  illustrative  films). 
Ravmond  C.  McKav,  M.D..  Postgraduate  Medicine. 
May,  1947. 


Schering   Introduces   Micropellets   Progynon 

Pure  micro  crystals  of  alpha  estradiol,  when  sus- 
pended in  normal  saline  solution  pi-ovide  an  im- 
mediate and  prolonged  effect  upon  intramuscular  in- 
jection. Consequently,  to  meet  many  requests  for  an 
aqueous  estrogen  of  this  type,  Schering  Corporation 
of  Bloomfifcld  and  LTnion,  N.  J.,  has  introduced  Micro- 
pellets Progynon.  In  this  product  the  water  is  ali- 
sorbed  and  the  Micropellets  remain  in  the  tissue  with 
all  the  advantages  of  a  pellet  implantation.  Freedom 
from  the  pain  of  injection,  which  is  an  objection 
to  other  suspensions  of  large  crystals  or  bulky  amor- 
phous masses,  is  assured  when  these  tiny  Micro- 
pellets are  employed. 


Lonalac  for  Diets  of  Restricted  Sodium  Content 

Lonalac,  nutritionally  similar  to  whole  milk 
powder  but  virtually  free  of  sodium,  aids  in  the 
maintenance  of  protein  nutrition  when  milk,  meat, 
eggs  and  cheese  must  be  restricted.  Congestive  heart 
failure,  hypertension  and  toxemia  of  pregnancy  have 
been  treated  with  low  sodium  diets.  Sodium  analyses 
of  foods,  diet  plans,  literature  on  uses  of  low  sodium 
diets  and  samples  of  Lonalac  are  available  from: 
Mead  Johnson  &  Co.,  Evansville  21,  Indiana. 


Dr.  Gray  Is  Parke-Davis  Medical  Consultant 

Announcement  that  Dr.  J.  P.  Gray  has  joined  the 
staff  of  Parke,  Davis  &  Company  in  the  capacity  of 
Medical  Consultant  to  the  Sales  and  Promotion  Di. 
vision  has  been  made  by  Harry  J.  Loynd,  vice  presi- 
dent of  the  company. 

Dr.  Gray  has  served  as  dean  of  the  School  of 
Medicine  of  the  Medical  College  of  Virginia  in  Rich- 
mond. 


SITUATION    WANTED 

New 

York    physician    (general 

practi- 

tioner")  desires  to  locate  in  North  C 

arolina. 

Will 

ing 

to    assist    or    become    associate. 

Age 

S2. 

married,  veteran,  licensed  t 

o  prac- 

f  ice 

in 

North   Carolina. 

Address   "V" 

Post   Office   Box   4.5ti 

Winston-Salem.   N.   C. 

DOCTOR  WANTED 

The  town  of  Waxhaw  in  Union  County 
is  without  a  doctor.  A  physician  locating 
in  AVaxhaw  would  serve  between  5000  and 
6000  people  and  would  have  the  facilities 
of  the  hospital  in  Jlonroe.  twelve  miles 
distant,  at  his  disposal.  A  registered 
pharmacist  has  agreed  to  come  to  Waxhaw 
if  a  doctor  will  locate  there. 

Anyone  interested  should  write  Mr. 
Robert    Howie,   Waxhaw,   N.    C. 
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Medical  and  Surgical  Symposium  of 
Watts  Hospital 

The  Fifth  Annual  Medical  and  Suigical  Sympo- 
sium of  Watts  Hospital  will  be  held  Wednesday  and 
Thursday,  February  11  and  12,  1948,  in  Durham, 
N.  C. 

The  headquarters  for  the  Symposium  will  be  at 
the  Washington  Duke  Hotel,  where  the  various 
luncheons  and  dinners  will  be  sei'v'ed  with  the  excep- 
tion of  the  annual  barbecue  dinner  at  Watts  Hos- 
pital, Wednesday  evening,  February  11.  The  entire 
scientific  program  will  be  conducted  in  the  Carolina 
Theater,  which  is  approximately  half  a  block  from 
the  Washington  Duke  Hotel.  The  program  is  as 
follows : 

Wednesday,  February  11 

11:00  A.M.— 1:00  P.M.  —  Clinico-Pathological  Con- 
ference— Virgil  H.  Moon,  M.D.,  Professor  of 
Pathology,  Jefferson  Medical  College,  Phila- 
delphia, Pennsylvania;  and  Garfield  G.  Duncan, 
M.D.,  Director  of  the  Division  of  Medicine, 
Pennsylvania  Hospital,  and  Clinical  Professor 
of  Medicine,  Jefferson  Medical  College,  Phila- 
delphia, Pa. 

2:30  P.M. — "The  Clinical  Use  of  Endocrines  in  the 
Management  of  Urogenital  Tract  Disease" — 
Reed  M.  Nesbit,  M.D.,  Professor  of  Surgery, 
University  Hospital,  Ann  Arbor,  Michigan. 

3:30  P.M. — "Recent  Advances  Concerning  Coronary 
Heart  Disease" — Louis  N.  Katz,  M.D.,  Di- 
rector of  Cardiovascular  Research,  Michael 
Reese  Hospital,  Chicago,  Illinois. 

8:00  P.M.— "The  Diagnosis  of  Pituitary  Disease'' 
—Lewis  M.  Hurxthal,  M.D.,  Chief  of  the  Med- 
ical Service,  Lahey  Clinic,  Boston,   Mass. 

9:00  P.M.— "Pathogenesis  and  Treatment  of  Ma- 
lignancy of  the  Large  Bowel" — Richard  B. 
Cattell,  M.D.,  Surgeon-In-Chief,  New  England 
Deaconess  Hospital;  Surgeon,  New  England 
Baptist  Hospital;  Surgeon,  Lahey  Clinic,  Bos- 
ton, Mass. 

Thursday,  February  12 

11:00  A.M.— 1:00  P.  M.— Clinico-Pathological  Con- 
ference— Tracy  B.  Mallory,  M.D.,  Director  of 
the  Laboratories  of  Pathology  and  Bacteri- 
ology, Massachusetts  General  Hospital,  Bos- 
ton, Massachusetts;  and  Conger  Williams, 
M.D.,  associate  of  Dr.  Paul  White  in  the  Card- 
iologic  Group,  Massachusetts  General  Hos- 
pital, Boston,   Massachusetts. 

2:30  P.M.— "Anticoagulant  Therapy"— Nelson  W. 
Barker,  M.D.,  Associate  Professor  of  Medi- 
cine, Mayo  Foundation,  Rochester,  Minn. 

3:30  P.M. — "Shoulder  and  Arm  Pain:  Diagnosis 
and  Treatment" — Ralph  K.  Ghormley,  M.D., 
Professor  of  Orthopedic  Surgery,  Mayo  Foun- 
dation, Rochester,  Minn. 

8:00  P.M. — "Treatment  of  Diabetes  in  Every  Doe- 
toi-'s  Practice"— Elliott  P.  Joslin,  M.D.,  Pro- 
fessor Emeritus,  Clinical  Medicine,  Harvard 
Medical  School,  Boston,  Massachusetts. 

9:00  P.M. — "Recent  Nutritional  Advances  in  Medi- 
cine and  Surgery" — Paul  R.  Cannon,  M.D., 
Professor  of  Pathology,  University  of  Chi- 
cago, Chicago,  Illinois. 


,  Postgraduate  Courses  in  Medicine 

Sponsored  by  the  School  of  Medicine  and  the 
Extension  Division  of  the   University  of 
North  Carolina 
Raleigh 

March  2:  Antibiotic  Therapy  from  the  Standpoint 
of  the  General  Practitioner — Dr.  Chester  Keefer, 
Boston  University  School  of  Medicine,  Boston. 

March  9:  Surgical  Emergencies  of  Infants  and 
Children  — Dr.  Thomas  H.  Lanman,  Harvard 
Medical  School,  Boston. 

March  16:  Difl'erential  Diagnosis  of  Biliary  Tract 
Diseases — Speaker  to  be  announced. 

March  23:  Psychosomatic  Medicine — Dr.  Kenneth 
E.  Appel,  University  of  Pennsylvania  School  of 
Medicine,   Philadelphia. 

March  30:  Cancer;  Recent  Developments  in  Eti- 
ology and  Diagnostic  Methods— Dr.  George  Z 
Williams,  Medical  College  of  Virginia,  Richmond. 
(North  Carolina  Chapter  of  American  Cancer 
Society,   Co-Sponsor) 

April  6,  4:00   P.M.:   Problems  in  Obstetrics  from 
the   Standpoint  of  the  General   Practitioner. 
8:00   P.M.:   Office   Gynecology  from   the   Stand- 
point of  the  General  Practitioner 

Dr.  Edward  A.  Schumann,  Philadelphia. 

April  13:  Recent  Advances  in  Etiology  and  Treat- 
ment of  Poliomyelitis— Dr.  Philip  "m.  St^nison 
College  of  Physicians  and  Surgeons.  Columbia 
University,  New  York  City.  (National  Founda- 
tion for  Infantile   Paralysis,   Co-Sponsor) 

Greensboro — High  Point 

March  3,  Greensboro,  4:00  P.  M.:  Recent  Advances 
in  Pediatric  Therapy 

8:00   P.M.:   Chronic   Malnutrition  in  Children 
Dr.  Charles  F.  McKhann.  Western  Resei-ve  Uni- 
versity School   of  Medicine,   Cleveland. 

March  10,  High  Point:  Cancer  of  the  Breast— Dr. 
Charles    F.   Geschickter,    Baltimore.    Maryland. 
(North    Carolina    Chapter   of   American    Cancer 
Society,  Co-Sponsor) 

March  17,  Greensboro:  Medical  and  Surgical  Man- 
agement of  Cardiovascular  Disease 
4:00  P.M.:  Peripheral    Vascular   Disease 
8:00  P.M.:  Hypertension   and    Hypertensive 
Heart  Disease 

Dr.    Robert    W.    Wilkins,    Boston    University 
School   of  Medicine,   Boston. 

March  24,  Greensboro:  Psychosomatic  Medicine — 
Dr.  L.  A.  M.  Krause,  University  of  Maryland 
School  of  Medicine,  Baltimore. 

March  31,  High  Point,  4:00  P.M.:  Diseases  of  the 
Liver  and  Pancreas 

8:00  P.M.:   Diseases  of  the  Stomach  and  Duo- 
denum 

Speaker  to  be  announced. 

April  7,  Greensboro,  4:00  P.M.:  Problems  in  Ob- 
stetrics from  the   Standpoint   of  the   General 
Practitioner 

8:00   P.M.:    Office  Gynecology  from   the   Stand- 
point of  the  General  Practitioner 

Dr.  Edward  A.  Schumann,  Philadelphia. 

April  13,  Greensboro:  Recent  Advances  in  Etiology 
and  Treatment  of  Poliomyelitis — Dr.  Philip  M. 
Stimson,  College  of  Physicians  and  Surgeons. 
Columbia  University,  New  York  City  (National 
Foundation  for  Infantile  Paralysis,  Co-Sponsor) 
Addition  to  Lumberton  Program  (This  program  was 

announced  in  the  December  issue  of  the  Journal) 

Febiaiary  25:  Management  of  Functional  Disorders 
in   Women — Dr.   Emil   Novak,   University  of 
Maryland,  Johns  Hopkins  University,  Baltimore. 
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News  Notes  from  the  Duke  University 
School  of  Medicine 

Course  in  Medical  Mycology 

A  month's  course  in  medical  mycology,  under  the 
direction  of  Dr.  Norman  F.  Conant,  is  to  be  offered 
at  the  Duke  University  School  of  Medicine  and  Duke 
Hospital,  June  28-July  30,  1948.  The  course  will  be 
offered  every  day  in  the  week,  except  Sunday,  and 
has  been  designed  to  ensure  a  working  knowledge 
of  the  human  pathogenic  fungi  within  the  time  al- 
lotted. 

Emphasis  will  be  placed  on  the  practical  aspects 
of  the  laboratory  as  an  aid  in  helping  to  establish 
a  diagnosis  of  fungus  infection.  Insofar  as  possible 
and  as  patients  become  available,  methods  of  collect- 
ing materials  in  the  clinic  for  study  and  culture 
will  be  stressed.  Work  with  patients,  clinical  ma- 
terial, cultures,  and  laboratory  animals  will  serve 
as  the  basis  for  this  course.  An  opportunity  to  study 
pathologic  material,  gross  and  microscopic,  will  be 
given  those  whose  previous  training  would  allow 
them  to  obtain  the  greatest  benefit  from  a  study 
of  such  material. 

The  number  of  applicants  for  the  course  will  be 
limited  and  the  applications  will  be  considei-ed  in 
the  order  in  which  they  are  received.  An  attempt 
will  be  made,  however,  to  select  students  on  the 
basis  of  their  previous  training  and  their  stated 
need  for  this  type  of  work. 

A  fee  of  $50.00  will  be  charged  for  this  course, 
upon  the  completion  of  which  a  suitable  certificate 
will  be  awarded.  Inquiries  should  be  directed  to  Dr. 
Norman  F.  Conant,  Duke  University  School  of 
Medicine,  Durham,  N.  0. 

Dr.  Norman  F.  Conant,  professor  of  medical 
mycology,  Duke  University  School  of  Medicine,  has 
been  appointed  as  a  special  consultant  to  the  United 
States  Public  Health  Service  as  a  member  of  the 
Bacteriology  Study  Section.  The  appointment  covers 
the  five-year  period  from  January  1,  1948,  to  Decem- 
ber 31,  1952. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Raymond  V.  Postlethwait  assumed  his  duties 
as  instructor  in  surgery  on  January  1,   1948. 

Dr.  Harold  D.  Green,  professor  of  physiology  and 
pharmacology  and  director  of  the  department,  and 
Dr.  J.  Maxwell  Little,  associate  professor  of  physi- 
ology and  pharmacology,  attended  the  .ioint  meeting 
of  the  American  Federation  for  Clinical  Research 
and  the  Southern  Society  for  Clinical  Research  in 
New  Orleans  on  January  26  and  27.  Dr.  Green  pre- 
sented a  paper  entitled  "Relationship  between  Ar- 
terial Pressure  and  Renal  Blood  Flow."  The  reseai'ch 
work  for  this  paper  was  carried  out  by  Drs.  Green'.' 
Ben  C.  Ogle.  J.  Maxwell  Little,  Woodrow  Batten, 
Carlos  Rapela,  and  J.  Roy  Hege,  Jr.,  and  was  sup- 
ported by  a  grant  from  the  Life  Insurance  Medical 
Research  Fund.  The  title  of  the  paper  to  be  pre- 
sented by  Dr.  Little  is  "The  Effect  of  Oral  Strepto- 
mycin and  Phthalylsulfathiazole  on  Blood  Phenol 
Concentrations  and  Survival  in  Experimental 
Uremia." 


Dr.  Postlethwait  and  Dr.  George  T.  Harrell,  pro- 
fessor of  medicine  and  director  of  the  Department 
of  Internal  Medicine,  conducted  a  medical  and  sur- 
gical seminar  at  the  Kings  Mountain  Memorial  Hos- 
pital. Bristol,  Tennessee,  on  January  7  and  8.  Dr. 
Harrell  also  spoke  at  the  dinner  meeting  which  was 
held  in  conjunction  with  the  regular  meeting  of  the 
Sullivan-Johnson  County  Medical  Society.  His  sub- 
ject was  "Antibiotics." 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  spoke  on  the  subject,  "Upholding  the 
Prestige  of  the  General  Practitioner,"  at  the  Grass 
Roots  Conference  of  County  Medical  Society  Officers, 
held  in  conjunction  with  the  interim  meeting  of  the 
American  Medical  Association  in  Cleveland,  Janu- 
ary 6. 

Dr.  Medford  Bowman,  Dr.  Felda  Hightower,  and 
Dr.  Robert  T.  Odom  have  recently  been  certified  by 
the  American  Board  of  Surgery. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

The  North  Carolina  Pathology  Society  held  its 
fall  meeting  at  the  School  of  Medicine,  University 
of  North  Carolina,  on  December  5,  1947.  The  after- 
noon session  was  devoted  to  a  seminar  dealing  with 
diagnostic  problems  in  histopathology.  Dr.  K.  M. 
Brinkhous  served  as  moderator.  Officers  for  the  com- 
ing year  were  elected  as  follows:  Dr.  B.  Black- 
Schaffer,  Durham,  President;  Dr.  H.  C.  Lennon, 
Greensboro,  vice  president;  Dr.  J.  C.  Reece,  Morgan- 
ton,  secretary-treasurer.  Dr.  Paul  Kimmelstiel  is  the 
retiring  president. 

Dr.  K.  M.  Brinkhous,  professor  of  pathology  at 
the  University  of  North  Carolina,  has  been  ap- 
pointed special  consultant  in  hematology  to  the  U.S. 
Public  Health  Service.  Dr.  Brinkhous  will  be  a 
member  of  the  Hematology  Study  Section,  which  acts 
in  an  advisory  capacity  in  connection  with  federally 
supported  research  projects  dealing  with  studies  on 
the  blood. 


News  Notes  from  the  University  of 

North  Carolina  School  of 

Public  Health 

Dr.  John  J.  Wright,  professor  of  public  health 
administration,  and  Dr.  Cecil  G.  Sheps,  assistant 
professor  of  public  health  administration,  took  part 
in  the  conferences  of  health  officers  on  venereal  dis- 
ease control  which  were  held  in  December.  Dr. 
Wright  addressed  the  conference  of  health  officers 
from  the  eastern  part  of  the  state  in  Durham  on 
December  4,  and  Dr.  Sheps  read  a  paper  at  the 
conference  of  health  officers  from  the  western  part 
of  the  state  at  Charlotte  on  December  10. 

Dr.  E.  G.  McGavran,  dean  of  the  School  of  Public 
Health,  presented  a  paper  on  communicable  disease 
control  at  the  meeting  of  the  Mississippi  Public 
Health  Association  in  Jackson,  Mississippi,  on  De- 
cember 10.  Dr.  JIcGavran  also  conducted  a  survey 
of  health  facilities  in  Evansville,  Indiana,  for  a  two- 
week  period  which  began  December  27. 

Dr.  Bernard  Riedel,  instructor  in  parasitology,  at- 
tended the  meeting  of  the  Society  of  American 
Parasitologists  which  was  held  in  Chicago,  Illinois, 
December  '"29-31. 
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Tenth  District  Medical  Society 

The  fall  meeting  of  the  Tenth  District  Medical 
Society  was  held  in  Hendersonville  on  December  10, 
Dr.  B.  O.  Edwards  of  Asheville  presiding.  Doctors 
participating  on  the  afternoon  program  were  Dr. 
J.  L.  Reeves  of  Canton;  Drs.  B.  O.  Edwards,  L.  E. 
Metcalf,  Lillie  C.  Walker,  C.  A.  Hensley,  W.  M. 
Russell,  W.  I.  Pendleton,  and  F.  S.  Skuler  of  Ashe- 
ville: Dr.  F.  H.  Corpening  of  Hendersonville;  Dr. 
George  F.  Bond  of  Chimney  Rock;  Dr.  John  Z. 
Preston  of  Tryon;  and  Dr.  George  Rowe  of  Marion. 
Dr.  J.  Warren  White  of  Greenville,  South  Carolina, 
was  guest  speaker  at  the  dinner  meeting. 

Dr.  D.  M.  Mcintosh  of  Old  Fort  and  Marion  is 
councilor  for  the  Tenth  District.  Officei-s  of  the  so- 
ciety for  1947  were  Dr.  B.  0.  Edwards  of  Asheville, 
president;  Dr.  F.  O.  Trotter  of  Hendersonville,  first 
vice  president ;  Dr.  Harry  ]\Iiller  of  Murphy,  second 
vice  president;  Dr.  A.  E.  Gouge  of  Bakcrsville,  third 
vice  president;  Dr.  Harry  Ditmore  of  Marshall, 
fourth  vice  president;  and  Dr.  D.  M.  Mcintosh,  Jr., 
of  Marion,  seci-etary-treasurer. 


Catawba  Valley  Medical  Society 

Dr.  L.  A.  Crowell,  Jr.,  of  Lincolnton,  was  elected 
president  of  the  Catawba  Valley  Medical  Society  at 
its  meeting  in  Lenoir  on  December  9.  He  succeeds 
Dr.  L.  M.  Caldwell  of  Newton.  Dr.  E.  H.  Ellinwood 
of  Hickory  was  re-elected  secretary-treasurer,  and 
Dr.  Charles  Kendrick  of  Lenoir  was  named  vice 
.president.  Dr.  L.  N.  Glenn  of  Gastonia  was  given 
an  honorary  membership  in  the  society,  and  Dr. 
Julius  J.  Gibbons  of  Lenoir  was  received  as  a  new 
member. 

Guest   speaker  for   the   meeting   was   Dr.    George 
T.  Harrell  of  Winston-Salem. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  P.  P.  Poole  of  Rocky  Mount  gave  a  talk  on 
"The  Management  of  Congestive  Heart  Failure"  at 
the  December  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
December  10.  Officers  elected  for  the  coming  year 
were  Dr.  C.  W.  Bailey  of  Rocky  Mount,  president; 
Dr.  W.  K.  McDowell  of  Tarboro,  first  vice  president; 
Dr.  0.  E.  Bell  of  Rocky  Mount,  secretary-treasurer; 
and  Dr.  S.  H.  Justa  of  Rocky  Mount,  editor.  Mem- 
bers of  the  board  of  censors  are  Drs.  W.  E.  Wall, 
C.  T.  Smith,  and  J.  G.  Raby.  Drs.  A.  L.  Daughtridge 
and  C.  W.  Bailey  were  elected  delegates  to  the 
State  Society,  with  Drs.  J.  H.  Cutchin  and  W.  S. 
Wall  as  alternates. 


Forsyth  County  Medical  Society 

Dr.  H.  Stuart  Willis,  superintendent  and  medical 
director  of  the  North  Carolina  State  Sanatoria, 
spoke  on  "Recent  Advances  in  Tuberculosis  Control" 
at  the  meeting  of  the  Forsyth  County  Medical  So- 
ciety held  in  Winston-Salem  on  January  13. 

Officers  elected  for  the  coming  year  were  Dr.  O.  J. 
Hart,  president;  Dr.  John  R.  Bender,  first  vice  presi- 
dent; Dr.  Charles  M.  Norfleet,  Jr.,  second  vice  presi- 
dent; Dr.  Charles  H.  Reid,  secretary;  and  Dr.  F.  G. 
Pegg,  treasurer. 


Halifax  County  Medical  Society 

The  regular  monthly  meeting  of  the  Halifax 
County  Medical  Society  was  held  in  Roanoke  Rapids 
on  December  12.  A  paper  on  "Treatment  of  Obesity" 
and  case  reports  were  given  by  Dr.  J.  H.  Cutchin, 


Jr.,  Dr.  F.  G.  Kroncke,  and  Dr.  Farley.  Officers 
elected  for  1948  were  Dr.  F.  G.  Kroncke,  Roanoke 
Rapids,  president;  Dr.  E.  B.  Smith,  Enfield,  vice 
president;  and  Dr.  M.  S.  Broun  of  Roanoke  Rapids, 
secretary-treasurer. 


Iredell-Alexander  Counties  Medical 
Society 

Dr.  J.  L.  Pressly  of  Statesville  was  elected  presi- 
dent and  Dr.  Ernest  Ward  of  Statesville  secretary 
of  the  Iredell-Alexander  Counties  Medical  Society  at 
its  December  meeting.  They  succeed  Dr.  C.  L.  Bit- 
tinger  and  Dr.  L.  B.  Skeen,  both  of  Mooresville. 
Drs.  James  W.  Davis  and  Ross  S.  McElwee  of  States- 
ville were  elected  delegates  to  the  State  Medical 
Society,  with  Drs.  J.  S.  Holbrook  and  Ernest  Ward, 
also  of  Statesville,  as  alternates. 


Lee  County  Medical  Society 

Officers  of  the  Lee  County  Medical  Society  for  1948 
are  Dr.  Mary  Margaret  McLeod  of  Sanford,  presi- 
dent, succeeding  Dr.  A.  A.  James,  Jr.;  Dr.  John 
Dotterer  of  Sanford,  vice  president;  and  Dr.  Waylon 
Blue  of  Jonesboro,  secretary-treasurer. 


News  Notes 

Dr.  Verne  S.  Caviness  and  Dr.  William  A.  Withers 
of  Raleigh  have  announced  the  removal  of  their 
office  to  109  North  Boylan  Avenue. 

*  *     *     * 

Dr.  R.  B.  C.  Franklin,  a  native  of  Canada  and 
formerly  health  officer  in  Surry  County,  will  serve 
as  health  officer  of  Wilson  County  beginning  Feb- 
ruary 1.  Dr.  Franklin  is  a  graduate  of  Queens  Uni- 
versity in  Ontario.  During  the  war  he  served  with 
the  Army  Medical  Corps  and  the  Office  of  Strategic 
Services.'  He  received  a  Bronze  Star  for  meritorious 
military  service. 

Dr.  Paul  W.  Johnson  of  Winston-Salem  has  an- 
nounced the  reopening  of  his  office,  824  Nissen  Build- 
ing, for  the  practice  of  endocrinology  and  gynecol- 
ogy. 

*  *     *     * 

Dr.  Cristopher  Johnston  has  announced  the  open- 
ing of  offices  for  the  practice  of  internal  medicine 
and  electrocardiography  at  50.3  Chestnut  Street, 
Wilmington.  Dr.  Johnston  was  formerly  associated 
with  the  Duke  University  School  of  Medicine. 

*  *     *     * 

Dr.  Charles  C.  Haskell  of  Richmond,  Virginia, 
president  and  founder  of  Charles  C.  Haskell  &  Co., 
Inc.,  died  last  month.  The  firm  announces  that  it  will 
continue  in  business  with  the  same  personnel. 


American  College  of  Physicians 
Research  Fellowships  in  Medicine 

Six  research  fellowships  in  medicine  have  been 
awarded  by  the  American  College  of  Physicians  for 
the  year  which  begins  in  July,  1948.  One  of  these 
went  to  Dr.  Samuel  P.  Martin  of  Durham,  now  resi- 
dent in  medicine  at  Duke  Hospital,  for  studies  of 
bacterial  metabolism  in  the  Rockefeller  Institute  for 
Medical  Research,  New  York.  Another  went  to  Dr. 
Peritz  Scheinberg  of  Miami,  Florida,  now  assistant 
resident  in  medicine  at  Duke  Hospital,  for  investi- 
gation of  cerebral  circulation  and  peripheral  vascu- 
lar flow  in  normal  and  hypertensive  persons.  This 
investigation  will  be  conducted  at  Duke  Hospital 
under  th.j  direction  of  Dr.  Eugene  A.  Stead. 
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National  Cancer  Institlte 

A  million  and  a  half  dollars — the  largest  grant  of 
Public  Health  Service  funds  ever  to  be  given  at  one 
time — was  awarded  in  December  to  a  total  of  sixty- 
four  colleges,  research  laboratories,  and  public 
health  institutions  throughout  the  country  by  the 
National  Advisory  Cancer  Council  of  the  National 
Cancer  Institute,  in  Bethesda,  Maryland. 

The  Duke  University  School  of  Medicine  received 
an  award  of  $24,948  for  the  development  of  a  teach- 
ing program  in  neoplastic  disease. 


Dr.  Ruth  M.  Collings  of  the  Woman's  College  of  the 
University  of  North  Carolina  is  vice  president  of 
the  association. 


National  Conference  on  Medical  Service 

Chicago  again  plays  host  to  the  National  Confer- 
ence on  Medical  Service  on  Sunday,  February  8. 
President  Creighton  Barker,  of  New  Haven,  Con- 
necticut, will  open  the  1948  session  in  the  Red 
Lacquer  Room  of  the  Palmer  House  at  9:30  a.m. 
Among  those  participating  on  the  program  is  Dr. 
Wingate  Johnson  of  Winston-Salem. 


International  Poliomyelitis  Conference 

The  National  Foundation  for  Infantile  Pai'alysis 
will  sponsor  the  First  International  Poliomyelitis 
Conference  at  the  Waldorf-Astoria  Hotel  in  New 
York  next  July  12  to  17. 

The  Department  of  State  has  been  requested  to 
transmit  invitations  to  more  than  60  foreign  gov- 
ernments to  send  official  delegates  to  the  conference. 
These  officials  will  be  asked  to  present  summariza- 
tions  of  the  problems  of  poliomyelitis  in  their  coun- 
tries at  a  special  session. 

The  program  will  include  scientific  and  technical 
papers  on  research  and  treatment  of  poliomyelitis 
to  be  presented  by  professional  authorities  in  the 
field  from  this  country  and  abroad.  In  addition,  there 
will  be  panel  discussions  on  the  various  subjects. 


The  American  Foundation  for 
Tropical  Medicine 

The  fifth  annual  presentation  of  the  Richard  P. 
Strong  medal  for  outstanding  service  in  the  field 
of  tropical  medicine  was  made  to  Dr.  Neil  P.  Mac- 
phail,  veteran  surgeon  and  sanitarian  of  the  United 
Fruit  Company  at  Quirigua,  Guatemala,  at  the  an- 
nual dinner  of  the  American  Foundation  for  Tropical 
Medicine  at  the  Waldorf-Astoria  in  New  York  on 
January  8. 

Dr.  Thomas  T.  Mackie  of  Winston-Salem,  presi- 
dent of  the  Foundation,  served  as  toastmaster. 


American  Student  Health  Association 

The  next  meeting  of  the  American  Student  Health 
Association   will   be   held   in   Detroit,   May  7   and   8. 


Industrial  Conference  on  Alcoholism 

The  first  Industrial  Conference  on  Alcoholism  will 
be  held  in  the  Morrison  Hotel,  Chicago,  on  Tuesday, 
March  23,  1948. 

Sponsored  by  the  Chicago  Committee  on  Alcohol- 
ism, the  conference  has  been  designed  to  bring  to 
the  attention  of  industry  leaders  throughout  the 
country  facts  pertaining  to  the  problem  of  alcoholic 
employees  and  to  discuss  ways  and  means  of  over- 
coming the  problem. 

Reservations  for  attending  the  technical  sessions 
and  the  luncheon  may  be  made  by  writing  Walter 
O.  Cromwell,  Vice  President,  Chicago  Committee  on 
Alcoholism,  816  South  Halsted  Street.  Chicago  7, 
Illinois. 
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AUXILIARY 


The  purpose  of  the  Public  Relations  De- 
partment is  the  building  of  a  firmer  relation- 
ship between  the  medical  profession  and  the 
public.  To  accomplish  this  purpose,  our 
Auxiliary  must  provide  the  forceful  leader- 
ship that  is  needed  to  extend  to  the  public  at 
large  the  aims  and  ideals,  and  the  health 
programs,  instituted  by  the  American  Medi- 
cal Association.  The  plan  in  progress  now 
is  singularly  adapted  to  the  needs  of  our 
own  state,  and  we  are  cooperating  with  the 
Medical  Society  of  the  State  of  North  Caro- 
lina to  develop  an  adequate  medical  care 
program. 

The  campaign  for  recruiting  student 
nurses  is  regarded  as  a  community  problem 
of  first  importance,  and  we  are  aiding  in  the 
immediate  objective  of  increasing  student 
enrollment  by  increasing  interest  in  the  nurs- 
ing profession.  One  feature  of  this  campaign 
was  the  speaking  tour  of  Miss  Alice  Gerald- 
ine  Maxwell,  "Miss  North  Carolina  Student 
Nurse  of  1947."  Miss  Maxwell  visited  nine 
of  the  larger  cities  in  the  state,  and  in  each 
of  these  cities  was  entertained  at  an  informal 
tea  by  the  local  county  auxiliary.  Members 
of  the  nursing  profession  and  interested 
high  school  students  and  graduates  were  in- 
vited to  meet  Miss  Maxwell  and  talk  over 
their  chosen  career. 

Other  divisions  of  the  medical  care  pro- 
gram—  (1)  the  promotion  of  health  educa- 
tion, (2)  the  nutrition  program,  (3)  the  pro- 
gram to  fight  cancer,  and  (4)  the  study  of 
prepaid  medical  care — will  require  our  con- 
tinuous cooperation.  The  Public  Relations 
Department  will  endeavor  to  bring  these 
health  projects  to  the  attention  of  practically 
every  adult  in  the  state  through  every  pos- 
sible avenue  of  approach. 

Every  community  presents  many  oppor- 
tunities for  leadership  in  health  projects. 
Throughout  the  year  we  have  health  drives, 
such  as  cancer,  tuberculosis,  and  crippled- 
child  relief.  All  these  should  be  our  major 
concern.  The  governing  boards  of  associa- 
tions sponsoring  these  objectives  should  have 
wives  of  physicians  among  their  members. 
The  Parent-Teachers'  Association  health 
chairman  needs  our  assistance  and  sugges- 
tions as  she  plans  her  health  program.  The 
wife  of  a  physician  could  serve  in  no  better 


place  than  as  a  Red  Cross  Chairman,  or  as 
a  member  of  the  City  Health  Committee. 

Finally,  the  families  of  physicians  must 
acknowledge  their  responsibility  to  guide 
and  sustain  the  public  relations  campaigns 
designed  by  our  medical  leaders. 

Mrs.  Milton  S.  Clark, 

Goldsboro 

Public  Relations  Chairman 


Curare,  Its  History,  Nature,  and  Clinical 
Use.  By  A.  R.  Mclntyre,  Ph.D.,  M.D.,  Pro- 
fessor of  Physiology  and  Pharmacology, 
College  of  Medicine,  The  University  of 
Nebraska.  240  pages.  Price,  $5.00.  Chicago: 
University  of  Chicago  Press,  1947. 

It  is  probable  that  no  drug  which,  according  to 
present-day  standards,  has  therapeutic  value  pos- 
sesses a  history  more  abounding  in  mysticism  and 
romance  than  curare.  The  first  written"  accounts  of 
this  Indian  arrow  poison  appeared  in  the  latter 
part  of  the  fifteenth  century,  and  the  consternation 
and  awe  produced  by  it  in  these  early  Spanish  ex- 
plorers and  adventurers  are  obvious  in  the  quota- 
tions translated  by  the  author  from  the  earliest 
available  sources.  Dr.  Mclntyre  is  to  be  commended 
for  his  scholarly  labors  in  bringing  to  the  reader 
many  fascinating  accounts  of  the  early  history  of 
curare,  and  the  inevitable  legends  which  arose  con- 
cerning this  mysterious   lethal   substance. 

It  was  not  until  the  middle  of  the  nineteenth  cen- 
tury that  curare  was  given  serious  consideration  as 
a  therapeutic  agent.  During  this  time  there  were 
reports  of  its  use  in  tetanus,  epilepsy,  hydrophobia, 
and  chorea.  The  drug  did  not  gain  wide  acceptance, 
however;  its  effects  were  too  unpredictable  because 
of  the  fact  that  the  crude  preparations  available 
diffei'ed  so  widely  in  their  potencies. 

A  standardized  preparation  of  curare  alkaloids 
and  one  pure  alkaloid,  d-tubocurarine,  have  become 
available  in  the  past  few  years,  and  there  has  been 
renewed  interest  in  the  therapeutic  possibilities  of 
this  drug.  The  use  of  curare  to  protect  patients  from 
injury  during  shock  therapy  and  as  an  adjuvant  to 
anesthesia  is  now  well  established.  Its  value  in  con- 
trolling the  convulsions  of  tetanus  has  been  shown 
although  it  has  not  been  proved  that  the  mortality 
from  tetanus  is  reduced  by  the  drug.  Its  usefulness 
in  chronic  spastic  states  has  been  investigated. 

In  this  monograph  the  reader  will  find  a  most  com- 
plete discussion  of  the  history,  chemistry,  pharma- 
cology, and  clinical  use  of  both  crude  and  purified 
preparations  of  curare.  The  many  quotations,  es- 
pecially those  from  sources  not  readily  available, 
and  the  extensive  bibliography  are  invaluable  to 
one  interested  in  the  subject.  Dr.  Mclntyi'e  writes 
with  the  authority  of  one  who  has  done  investigative 
work  on  the  subject,  and  he  writes  in  a  manner 
which  is  quite  refreshing. 

Anyone  who  is  interested  in  the  borderlands  of 
modern  therapeutics  or  in  pharmacology  or  physi- 
ology, will  find  in  this  monograph  a  fascinating  ac- 
count of  our  knowledge  of  curare.  If,  in  addition, 
the  reader  is  appreciative  of  a  scholarly  approach 
to  a  subject,  he  will  find  here  much  that  will  please 
him. 
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Symptoms   and    Signs    in   Clinical    Medicine 

By    E.    Noble    Chamberlain,    M.D.,     M.Sc, 
F.R.C.P.;   Lecturer   in   Medicine,   University 
of    Liverpool.    Ed.    4.    463    pages,   with    346 
illustrations,  19  in  color.  Price,  $8.00.  Balti- 
more   and    London:    Williams    and    Wilkins, 
1947. 
This  represents  the  fourth  edition  of  a  book  first 
published  in  1936.  Many  sections  have  been  revised, 
particularly    the    chapters    on    the    nervous    system 
which    now    form    almost    a   fourth    of    the    present 
volume. 

The  author  and  his  collaborators  attempt  to  inte- 
grate for  the  student  signs  and  symptoms  with  dif- 
ferential diagnosis.  Unfortunately  they  often  seem 
to  expect  their  readers  to  have  had  some  previous 
clinical  background. 

Each  chapter  begins  with  a  discussion  of  symp- 
toms referable  to  the  system  being  discussed  and 
proceeds  to  a  discussion  of  normal  and  abnormal 
findings,  often  mixing  the  two  with  considerable 
repetition.  While  there  is  a  chapter  on  "Clinical 
Pathology  and  Biochemistry"  bits  of  laboratory  in- 
formation and  examinations  are  scattered  through- 
out the  book;  for  example,  the  special  characteristics 
of  various  types  of  sputum  are  included  in  the  chap- 
ter on  respiratory  disease  and  are  placed  in  the  dis- 
cussion of  symptoms. 

Often,  as  in  the  section  on  "Medical  Operations 
and  Instrumental  Investigation,"  the  attempts  to  be 
inclusive  have  resulted  in  marked  inadequacies.  Such 
sections  will  be  of  little  value  in  enabling  the  reader 
to  carry  out  the  procedures  described. 

This  book  is  not  recommended  as  a  student  text 
for  physical  diagnosis.  It  might  be  of  value  to  stu- 
dents or  practitioners  interested  in  a  brief  review 
of  the  subject. 


Paravertebral  Block  in  Diagnosis,  Prognosis 
and   Therapy.  By  Felix  Mandl,  Professor  of 
Surgery,     Hadassah      University     Hospital, 
Jerusalem.  Translated  by  Gertrude  Kallner, 
M.D.    330   pages.    Price,    $6.50.    New   York: 
Grune  &  Stratton,  Inc.,  1947. 
This  monograph  on  paravertebral  block  is  divided 
into    two    parts.    In    the    first    part    the    author    dis- 
cusses the  anatomy,  technique,  object  and  theory  of 
the  method.  In  part  two,  the  use  of  the  technique  in 
differential  diagnosis  and  therapy  of  abdominal  dis- 
orders, cardiovascular  diseases,  and  disorders  of  the 
extremities  is  discussed. 

One  can  scarcely  agree  with  all  of  the  author's 
opinions  and  conclusions  regarding  the  uses  of  para- 
vertebral block,  particularly  as  applied  to  the  differ- 
ential diagnosis  and  treatment  of  various  types  of 
abdominal  pain. 

The  style  of  the  text  has  doubtless  suffered  some 
in  the  translation,  and  the  author  is  at  times  overly 
enthusiastic  or  unjustifiably  dogmatic.  Nevertheless, 
the  volume  impresses  the  reader  as  the  author's 
honest  appraisal  of  a  technique  whose  value  and 
place  in  medicine  are  poorly  defined  because  it  has 
been  so  widely  used  in  treating  conditions  which 
are  poorly  defined. 

It  is  opportune  that  this  volume  should  appear 
at  a  time  when  Etanion  and  Priscol  are  being  intro- 
duced. It  will  be  most  interesting  to  observe  the 
eft'ects  which  use  of  these  drugs  will  have  on  the 
concepts  discussed  in  this  book. 

The  book  should  prove  valuable  to  a  wide  variety 
of  physicians,  because  paravertebral  block  is  po- 
tentially useful  in  such  a  wide  variety  of  disorders 
extending   into   almost   all   specialties   in   medicine. 


Rypins'    Medical    Licensure    Examinations. 

Edited  by  Walter  L.  Bierring,  M.D.,  F.A. 
C.P.,  M.R.C.P.,  Edin.  (Hon.),  secretary, 
Federation  of  State  Medical  Boards  of  the 
United  States.  Ed.  6.  690  pages.  Price,  $6.00. 
Philadelphia:   J.   B.   Lippincott   Co.,   1947. 

This  book  is  a  revised  and  modernized  edition  of 
the  volume  originally  published  in  1933.  It  has  been 
brought  up  to  date  by  a  rather  impressive  group  of 
contributors  who  are  recognized  authorities  in  their 
particular  fields. 

Medical  licensure  examinations  have  become  more 
general  in  the  coverage  of  subject  matter.  The  text 
of  the  book  therefore  consists  of  general  discussions 
of  the  various  basic  sciences  and  clinical  fields  of 
medicine.  This  method  of  presentation  makes  the 
book  of  value  not  only  to  those  preparing  for  li- 
censure examinations,  but  to  anyone  interested  in 
a  review  cf  the  basic  principles  in  any  of  the  divi- 
sions of  medicine  included. 

At  the  close  of  each  section  there  is  a  list  of 
typical  state  board  questions,  which  aids  the  reader 
in  evaluating  what  he  has  gained  from  the  preced- 
ing section.  The  discussions  are  clearly  written  and 
easy  to  read,  and  the  book  appears  to  be  adequately 
indexed. 

The  only  ciiticism  which  this  reviewer  has  to 
offer  is  that  the  discussions  of  controversial  matters 
do  not  always  present  more  than  one  side  of  the 
issue. 

In  general  the  book  is  recommended  for  the  pur- 
pose for  which  it  was  intended. 


Morphologic  Hematology.  Special  Issue  No. 
1  of    Blood,    The    .lournal    of    Hematology. 

Edited  by  William  Dameshek.  Price,  $3.75. 

New   York:    Grune   &    Stratton,    Inc.,   July, 

1947. 
The  growth  and  development  of  morphologic 
hematology  are  traced  briefly  in  the  introduction 
of  this  issue.  It  is  pointed  out  that,  while  hema- 
tology began  as  morphology,  most  of  the  major 
morphologic  contributions  were  made  prior  to  1924. 
Since  that  time  hematologists  have  been  far  more 
interested  in  the  physiopathologic  and  chemical  as- 
pects of  the  blood  than  in  purely  cytologic  study. 
With  thi  more  recent  development  of  various  histo- 
chemical  techniques  such  as  phase  microscopy,  how- 
ever, morphology  is  once  again  making  an  active 
and  interpretative  contribution  to  the  field  of  hema- 
tology. 

This  special  issue  of  Blood  contains  eighteen  ar- 
ticles which  are  primarily  of  interest  to  the  hema- 
tologist  and  hematologic  technician.  Although  it 
deals  chiefly  with  morphologic  studies  and  tech- 
niques, it  is  not  a  review  of  the  recent  work  and 
status  of  morphologic  hematology,  but  is  rather  a 
supplement  to  the  rapidly  expanding  volume  of 
hematologic  study  currently  appearing  in  the  reg- 
ular issues  of  this  journal. 

Some  of  the  various  techniques  described  open  up 
new  and  promising  avenues  of  investigation.  That 
certain  of  these  will  have  clinical  application  in  the 
not-too-distant  future  is  suggested,  for  example,  by 
the  in  vitro  studies  of  bone  marrow  and  its  response 
to  various  stimulating  substances  such  as  liver  ex- 
tract and  plasma:  the  apparent  correlation  between 
the  phagocytic  activity  of  anemic  blood  and  resist- 
ance to  infection;  and  the  platelet-agglutination 
studies  which  may  well  lead  to  a  clearer  concept 
of  blood  coagulation  and  the  etiology  of  thrombotic 
and  hemorrhagic  disorders. 
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A  Textbook  of  Clinical  Neurology,  with  an 
Introduction  to   the   History   of   Neurology. 

By  Israel   S.  Wechsler,   M.D.,   Clinical  Pro- 
fessor of  Neurology,   Columbia   University, 
N.  Y.;  Neurologist,  The  Mt.  Sinai  Hospital; 
Consulting  Neurologist,  Montefiore  Hospital 
and  Rockland   State  Hospital,  N.  Y.  Ed.  6. 
829    pages    with     162    illustrations.    Price, 
$8.50.     Philadelphia     and     London:     W.     B. 
Saunders  Company,   1947. 
Although    the    sixth    edition    of    Wechsler's    Text- 
book of  Clinical  Neurology  has  been  modified  slight- 
ly, the  changes  have  been  minimal  and  the  book  is 
essentially   the   same   as    the   previous    edition.    The 
most  outstanding  change  has  been  the  addition  of  a 
small    section    dealing    with    psychologic    diagnosis. 
This   section    replaces   the    section    on   psychometric 
tests  included  in  the  previous  edition. 

This  book  has  been  a  standard  text  of  neurology 
for  many  years.  It  includes  adequate  descriptions  of 
all  the  important  neurologic  conditions.  The  ap- 
proach is  primarily  descriptive,  and  there  is  a  ten- 
dency for  the  author  to  emphasize  signs  and  symp- 
toms rather  than  etiology  and  pathologic  physiology. 
This  volume  must  certainly  be  considered  adequate 
for  a  student  textbook  in  neurology,  but  it  could 
scarcely  be  considered  as  a  reference  text  on  the 
subject.  ' 


Sexual    Behavior   in   the   Human    Male.   By 

Alfred  C.  Kinsey,  Professor  of  Zoology, 
Indiana  University;  Wardell  B.  Pomeroy, 
Reseai'ch  Associate,  Indiana  University;  and 
Clyde  E.  Martin.  Research  Associate,  Indi- 
ana University.  804  pages,  with  17.3  charts 
and  1.59  tables!  Price,  $6.50.  Philadelphia  and 
London:   W.   B.   Saunders   Company,   1948. 

This  volume  represents  the  first  scientific  ap- 
proach to  the  study  of  a  fundamental  life  process. 
The  approach  is  the  objective  biologic  one  which 
examines  man  as  a  species  of  animal.  The  altera- 
tions in  his  sexual  behavior  induced  by  civilization 
— particularly  the  habits,  customs  and  education  of 
the  individual — are  studied,  and  the  facts  are  ap- 
plied to  the  sociologic  study  of  man.  Since  the  results 
are  found  to  be  colored  so  much  by  the  background 
of  the  individual  and  since  only  men  of  this  country 
have  been  questioned,  the  study  might  better  be 
titled  "Sexual  Behavior  in  the  American  Blale." 

The  factual  data  were  accumulated  by  thousands 
of  personal  interviews.  Several  interesting  conclu- 
sions are  drawn  which  are  at  variance  with  the 
accepted  impressions.  There  is  a  great  difference  in 
the  reaction  and  habits  of  men  of  different  educa- 
tional levels;  the  differences  between  those  of  grade 
school  and  college  training  are  quite  striking.  Thev 
become  apparent  even  before  the  men  mature  and 
are  reflected  in  early  experiences  before  college  age. 
These  findings  must  reflect  the  individual's  home 
background  and  environment  as  much  as  his  edu- 
cational opportunities.  Though  men  of  grade-school 
education  have  much  more  sexual  experience  before 
and  in  the  early  years  of  marriage,  they  tend  to 
become  more  monogamous  as  the  years  go  on;  the 
exact  reverse  is  true  of  college  men. 

The  study  examines  the  total  sexual  outlet  of  the 
man  and  throws  into  perspective  several  problems. 
Masturbation,  nocturnal  emission,  petting,  and  inter- 
course are  all  considered  as  forms  of  sexual  outlet. 
The  effect  of  each  of  these  on  the  subsequent  marital 
adjustment  is  examined.  It  is  concluded  that  the  sex 
habits  of  the  modern  American  male  have  changed 
little  from  those  of  preceding  generations.  The  pros- 
titute is  less  of  a  problem  than  one  would  judge 
from  fiction  and  from  the  venereal  disease  control 


programs.  The  problems  of  homosexuality  and  of 
animal  contacts  are  greater  than  generally  recog- 
nized. The  authors  conclude  that  the  degree  of 
petting  indulged  in  by  the  current  young  generation 
has  not  increased  promiscuity  and  premarital  inter- 
course, but  has  served  as  a  substitute  outlet  for 
sexual  emotions.  Need  for  considerable  thought  on 
the  question  of  what  constitutes  sexual  perversion 
is  indicated.  The  study  indicates  that  oral-genital 
contact  is  sufficiently  frequent  to  be  considered  a 
normal  accompaniment  of  mating. 

The  facts  uncovered  by  this  study  deserve  care- 
ful consideration  by  those  who  make  and  enforce 
laws.  Social  workers  and  clinicians  should  find  the 
book  of  aid  in  intei'preting  the  normality  of  patterns 
in  individuals  whom  they  see  pi'ofessionally.  Many 
questions  raised  are  left  unanswered,  but  further 
study  of  the  data  is  in  progress.  Future  study  will 
doubtless  give  the  answer  to  the  other  half  of  the 
problem — the  sexual  behavior  of  the  female. 


Practical    Child    Guidance   and    Mental    Hy- 
giene. By  Samuel  Kahn,  M.D.,  Ph.D.,  Grace 
Kirsten,  A.B.,  and  Mav  Elish  March,  A.B., 
M.A.  285  pages.  Price,  $4.00.  Boston:  Meador 
Publishing  Company,  1947. 
This  book  falls  far  short  of   its   goal   of  being   a 
"good  book  on  Child  Guidance."  It  is  wi-itten  in  the 
Socratic  question-answer    form.    The    answers    are 
brief,    extremely    dogmatic,    and    often    inadequate. 
In  trying  to  be  practical   the  authors   dispense  ad- 
vice which   is   potentially   dangerous   if  taken   seri- 
ously. Several  questions  picked  at  random  illustrate 
this  point: 

"My  child  never  wants  to  play.  She  is  always 
studying  and  working.  What  might  her  trouble  be?" 
■The  recommended  course  of  action  is:  "This  asocial 
behavior  should  not  be  permitted  because  it  may 
be  the  early  symptom  of  schizophrenia."  There  is  not 
a  word  about  the  solution  of  the  trouble  which  is 
causing  this  child's  presumably  abnormal  reactions. 
"I  have  a  seven  and  a  half  year  old  son  who  pro- 
tects his  three  and  a  half  year  old  brother  against 
others.  At  home,  however,  he  calls  him  stupid  and 
says,  'You  are  dead.'  How  should  I  handle  them?" 
This  question  is  answered  by  a  four-sentence  para- 
graph in  which  the  parent  is  advised  what  to  tell 
the  older  son!  There  is  no  mention  of  the  feelings 
of  parental  rejection  causing  the  exhibition  of  an- 
tagonism toward  his  brother,  and  no  advice  to  the 
parents  about  remedying  these  feelings  of  rejection. 
Preceding  each  chapter  there  is  a  short  introduc- 
tory discussion  of  the  problems  to  be  taken  up.  These 
discussions  are  good  as  far  as  they  go.  It  is  hoped 
that  in  future  editions  these  sections  will  be  ex- 
nanded,  and  the  auestion-and-answer  sections  great- 
ly curtailed   or  eliminated. 


Twentieth    Anniversary  Year  of  Harofe   Haivri 
The   Hebrew    Medical   .Journal 

The  attention  of  the  medical  profession  is  directed 
to  the  appearance  of  the  Fall  issue  of  Harofe  Haivri 
(The  Hebrew  Medical  .Journal'),  a  semi-annual  bi- 
lingual publication  edited  by  Moses   Einhorn,  M.D. 

In  the  medical  section,  the  following  subjects  pre 
offered:  "The  Importance  of  the  Rh  Factor  in  Clini- 
cal Medicine"  by  Philip  Levine,  M.D.,  and  "Pharma- 
cology and  Toxicology  of  Streptomycin"  by  Ernst 
Pick,   M.D. 

The  original  articles  are  summarized  in  English 
to  make  them  available  to  those  who  are  unable  to 
read  Hebrew.  The  editorial  office  of  The  Hebrew 
jMedical  -lournal,  983  Park  Avenue.  New  York  28, 
N.  Y.,  will  be  glad  to  furnish  any  further  informa- 
tion desired. 
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International  Surgical  Assembly 

The  Sixth  Intei'iiational  Assembly  of  the  Inter- 
national College  of  Surgeons  will  be  held  in  Rome, 
Italy,  at  the  invitation  of  the  Italian  Government, 
during  the  week  of  May  16-23,  1948.  Attendance  is 
not  limited  to  the  members  of  the  College;  all  sur- 
geons in  good  standing  in  their  medici^l  organizations 
ai'e  invited.  Scientific  meetings,  scientific  and  com- 
mercial exhibits,  visits  to  the  Universities  of  Turin 
and  Milan  have  been  arranged,  together  with  tours 
to  other  medical  centers  in  Europe.  Detailed  infor- 
mation may  be  obtained  from  Dr.  Max  Thorek, 
General  Secretary,  850  Irving  Park  Road,  Chicago 
13.  For  travel  information,  address  the  All  Nations 
Travel  Bureau,  38  S.  Dearborn  Street,  Chicago,  the 
oflScial   travel   representatives  for   this   Assembly. 


Pharmaceutical-Medical  Research 
Foundation 

The  following  announcement  was  made  by  Dr. 
Morris  Fishbein,  Editor  of  the  Journal  of  the  Ameri- 
can Medical  Association,  at  the  Scientific  Award 
Ceremony  by  the  American  Pharmaceutical  Manu- 
facturers' Association  in  honor  of  the  American 
Medical  Association,  held  at  the  Waldorf-Astoria  in 
New  York  on  December  16. 

"A  committee  has  been  oi'ganized  to  establish  a 
new  foundation  for  basic  medical  research,  to  im- 
prove the  public  health.  It  is  a  committee  of  repre- 
sentatives from  the  pharmaceutical  (including  the 
medicinal  chemical)  industry  and  the  medical  pro- 
fession. 

"The  representatives  from  the  pharmaceutical  in- 
dustry are  Mr.  S.  DeWitt  Clough,  Chai'-man  of  the 
Board,  Abbott  Laboratories;  Mr.  A.  H.  Fiske,  Vice 
President,  Eli  Lilly  and  Company;  Mr.  Elmer  H. 
Bobst,  Pi-esident,  William  R.  Warner  &  Co..  Inc.; 
Mr.  John  L.  Smith,  President,  Chas.  Pfizer  &  Co., 
Inc.;  Mr.  S.  Barksdale  Penick,  Jr.,  Pi'esident,  S.  B. 
Penick  &  Co.;  Mr.  M.  C.  Eaton,  President,  Norwich 
Pharmacal  Co.;  and  Mr.  Charles  Wesley  Dunn,  of 
the  New  York  Bar.  The  representatives  from  the 
medical  profession  are  the  following  officers  of  the 
American  Medical  Association:  Dr.  R.  L.  Sensenich, 
President-Elect;  Dr.  E.  L.  Henderson,  Chairman  of 
the  Board  of  Trustees;  Dr.  Ernest  E.  Irons,  Secre- 
tary of  the  Board  of  Trustees;  Dr.  Morris  Fishbein, 
Editor  of  the  Journal;  and  Dr.  Austin  Smith,  Secre- 
tary of  the  Council  on  Pharmacy  and  Chemistry.  Dr. 
Sensenich  is  chairman  of  the  committee. 

"This  foundation  is  an  historic  development,  be- 
cause it  is  the  first  joint  action  by  the  pharmaceu- 
tical industry  and  medical  profession  in  such  an  or- 
ganization for  basic  medical  research.  Therefore  it 
will  be  named  The  Pharmaceutical-Medical  Research 
Foundation.  And  it  will  be  financially  supported,  in 
major  part,  by  the  pharmaceutical  industry,  as  a  con- 
tribution to  the  national  welfare. 

"The  foundation  will  be  a  wholly  public  institution 
in  purpose,  conduct  and  service.  Its  governing  board 
will  include  distinguished  and  appropriate  repre- 
sentatives of  the  general  public,  in  addition  to  lead- 
ing representatives  of  the  pharmaceutical  industry 
and  medical  profession.  The  board  will  determine  its 
program  of  scientific  research,  on  the  basis  of  a 
recommendation  by  an  authoritative  scientific  ad- 
visory committee  and  the  advice  of  an  eminent 
scientific  director.  It  is  contemplated  that  the  initial 
basic  research  by  the  foundation  will  be  in  the  field 
of  the  degenerative  diseases,  where  there  is  an 
urgent  need  for  it." 


Veterans  Administration 

Veterans  Administration  has  announced  that 
prima  facie  evidence  will  not  be  accepted  as  suffi- 
cient proof  for  veterans  to  establish  service-connec- 
tion for  medical  and  dental  treatment  after  Decem- 
ber 31,  1947.  On  this  date,  veterans  had  had  a  full 
year  after  the  President  announced  the  end  of  hos- 
tilities in  which  to  secure  treatment  on  the  presump- 
tion of  service-connection,  based  on  prima  facie  evi- 
dence. 

Applications  for  treatment  mailed  after  December 
31  will  have  to  be  formally  adjudicated  under  tho 
regulations  before  treatment  other  than  emergency' 
can  be  given. 

This  ruling  in  no  way  afl'ects  the  year's  presump- 
tion of  service-connection  to  which  all  veterans  are 
entitled  after  discharge. 


Postgraduate  Course  in  Diseases 
OF  THE  Chest 

The  American  College  of  Chest  Physicians,  Penn- 
sylvania Chapter,  and  the  Laennec  Society  of  Phila- 
delphia are  sponsoring  a  postgraduate  course  in  dis- 
eases of  the  chest  to  be  held  during  the  week  of 
March  15-20,  1948,  at  the  Warwick  Hotel,  Phila- 
delphia, Pennsylvania. 

The  emphasis  in  this  course  will  be  placed  on  the 
newer  developments  in  all  aspects  of  diagnosis  and 
treatment  of  diseases  of  the  chest. 

The  course  will  be  limited  to  30  physicians.  Tui- 
tion fee  is  $50.00  for  members,  and  $90.00  for  non- 
members. 

Further  information  may  be  secured  at  the  office 
of  the  American  College  of  Chest  Physicians,  500 
North  Dearborn   Street,  Chicago   10,   Illinois.  * 


Postgraduate  Course  in  Physical 
Medicine  and  Rehabilitation 

The  University  of  Texas,  Medical  Branch,  an- 
nounces a  postgraduate  course  in  Physical  Medicine 
and  Rehabilitation  to  be  held  in  Galveston,  March 
1-5,  1948.  The  course  is  designed  for  the  general 
practitioner  and  specialist  interested  in  the  more 
effective  use  of  physical   medicine. 

Those  planning  to  attend  are  requested  to  register 
in  advance  with  Dr.  T.  G.  Blocker.  Director  of  Post- 
graduate Study.  A  tuition  fee  of  $25.00  for  physi- 
cians and  administrators  and  $15.00  for  registered 
technicians  will  be  charged.  An  additional  $2.00  fee 
will  be  charged  those  desiring  certification  of  at- 
tendance at  the  course. 

Those  desiring  further  information  regarding  the 
course  should  write  Dr.  W.  A.  Selle,  Director  of 
Postgraduate  Course  in  Physical  Medicine,  Univer- 
sity of  Texas,  Medical  Branch,  Galveston,  Texas.     , 


£,tJ    For  Sliy,   Nervous,   Ketarded   (jliildren  £,(J 

Year  round  private  home  and  school  for 
girls  and  boys  of  any  age  on  pleasant  150 
acre  farm  near  Charlottesville. 

Individual  training  and  care,  expert 
teachers.  Limited  enrollment,  amusements, 
special  diets,  medical  care  if  necessary. 
Entrance  made  at  any  time.  Write  for 
Booklet. 

Mrs.  J.  Basconi  Thompson,  Principal 

THE  THOMPSON 
HOMESTEAD  SCHOOL 

f_\  Free  Union,   Virginia  ^\ 
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MANAGEMENT  OF  OCCUPATIONAL  DERMATOSES 

David  G.  Welton,  M.D. 
Charlotte 


The  subject  of  occupational  dermatoses  is 
of  interest  not  only  to  dermatologists,  but 
also  to  the  many  general  practitioners  and 
general  surgeons  whose  patients  are  em- 
ployed by  industry  and  in  agriculture.  The 
proper  management  of  a  patient  who  pre- 
sents a  cutaneous  eruption  which  may  be 
occupational  in  origin  is  important  to  him 
and  to  his  employer  in  several  v/ays :  first, 
in  providing  symptomatic  relief  and  rapid 
healing  for  the  patient  and  in  preventing  loss 
of  working  time;  second,  in  preventing  ag- 
gravation or  recurrence  of  the  eruption ;  and 
third,  in  preventing  occurrence  of  the  derma- 
titis among  the  other  employees  who  are  sim- 
ilarly exposed.  This  problem  requires  there- 
fore the  understanding  and  consideration  of 
several  factors — namely,  the  medical  man- 
agement of  the  patient's  dermatosis,  the  eco- 
nomic factor  concerned  in  the  possible  loss 
of  time  from  work  (which  affects  not  only 
the  patient's  income  but  also  the  production 
in  his  place  of  employment) ,  and  the  medico- 
legal factor  involved  in  determining  whether 
or  not  the  particular  case  is  compensable 
under  the  provisions  of  the  North  Carolina 
Workmen's  Compensation  Act. 

During  the  twelve-month  period  ending 
June  30,  1945,  there  were  6,870  man-days 
lost  in  North  Carolina  because  of  occupation- 
al dermatoses  and  irritations  of  the  eye'^'. 
This  loss  of  time  can  be  reduced  by  improved 
cooperation  among  the  parties  concerned — 

Read  before  the  Section  on  tl>e  General  Practice  of  Mciiicino 
and  Surgery,  Medical  Society  of  the  State  of  Xorth  Carolina. 
Virginia  Beach,   Virginia,   May  13,    1947. 

1.  Sixteenth  Annual  Statistical  Report  of  Industrial  Acci- 
dents Reported  to  North  Carolina  Industrial  Commission, 
year  ending  .Fune  :io,  i!ii5,  Raleigh,  N.  C,  fXote:  Occupa- 
tional Demiatosis  and  Irritations  of  the  Eye  are  coml)ined 
in  one  category.) 


namely,  the  patient,  the  physician,  the  em- 
ployer and  his  insurance  carrier,  and  the 
state  Industrial  Commission.  Temporary 
transfer  of  the  worker  to  a  job  which  is  not 
irritating  to  his  skin,  and  the  subsequent 
proper  placement  of  this  worker  after  his 
dermatosis  has  healed  are  essential  in  pre- 
venting loss  of  time.  Some  discussion  be- 
tween the  physician  and  the  employer  (or 
his  personnel  director)  will  be  necessary,  but 
the  time  thus  spent  is  time  well  invested  for 
all  concerned.  The  subject  of  pre-employ- 
ment examinations  and  placement  of  work- 
ers is  too  large  to  discuss  at  this  time,  but  it 
should  be  mentioned  that  a  good  number  of 
occupational  dermatoses  could  be  avoided  if 
the  placement  of  new  workers  were  guided 
by  a  careful  pre-employment  history  and  ex- 
amination, so  that  those  persons  with  a  his- 
tory or  clinical  evidence  of  cutaneous  allergy 
or  of  a  chronic  skin  disease  would  not  be  ex- 
posed to  substances  which  are  known  skin 
irritants  or  sensitizers. 

In  order  to  assist  suitably  in  the  achieve- 
ment of  the  above  objectives,  and  particu- 
larly in  order  to  facilitate  the  identification 
of  the  skin  irritant,  the  physician  should  be 
familiar  with  the  employee's  job — not  only 
with  his  specific  duties,  but  also  with  his 
working  environment.  Therefore,  I  urge 
those  of  you  who  have  frequent  contact  with 
this  type  of  patient  to  visit  the  industrial 
plants  in  your  community  and  to  become  fa- 
miliar with  the  actual  working  conditions  of 
your  patients.  After  doing  so,  you  will  find 
that  often  your  diagnostic  problems  (non- 
occupational as  well  as  occupational)  are 
more  easily  solved ;  in  addition,  you  will  gain 
added  respect  from  the  workers  and  employ- 
ers alike. 
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Definitions 

The  term  "occupational  dermatosis"  is 
really  more  a  medicolegal  than  a  clinical 
term.  Officially  it  has  been  defined  as  "a 
pathologic  condition  of  the  skin  for  which 
occupational  exposure  can  be  shown  to  be 
a  major  causal  or  contributory  factor"'-'.  It 
should  be  noted  that  this  definition  does  not 
exclude  the  aggravation  or  exacerbation  of 
a  pre-existi)ig  dermatosis  by  the  occupational 
exposure.  The  list  of  compensable  occupa- 
tional diseases  in  the  North  Carolina  Work- 
men's Compensation  Act  includes  :  "Infection 
or  inflammation  of  the  skin  or  eyes  or  other 
external  contact  surfaces  or  oral  or  nasal 
cavities  due  to  irritating  oils,  cutting  com- 
pounds, chemical  dust,  liquids,  fumes,  gases 
or  vapors"'-''.  Metallic  poisoning;  chrome  ul- 
ceration; epithelioma  due  to  tar,  pitch,  bitu- 
men, and  so  forth ;  blisters  due  to  the  use  of 
tools;  radium  poisoning;  and  injury  by  x-ray 
are  also  specified.  In  efi'ect,  these  provisions 
cover  most  dermatoses  due  to  occupational 
exposure. 

It  is  timely  at  this  point  to  warn  against 
jumping  hastily  to  a  "potit  hoc,  e)fjo  propter 
hoc"  conclusion  in  these  cases.  The  mere  fact 
that  a  patient's  job  involves  exposure  to  one 
of  the  above  substances  does  not  by  any 
means  prove  that  his  dermatosis  is  due  to 
that  exposure.  The  physician  should  record 
a  detailed  history,  including  the  patient's 
habits  and  exposures  away  from  work  as 
well  as  those  at  work,  and  should  perform, 
or  have  a  consultant  carry  out,  patch  tests 
and  other  special  studies  when  indicated, 
before  rendering  his  final  opinion  as  to  the 
etiologic  agent  in  each  case. 

From  a  clinical  standpoint,  an  occupation- 
al dermatosis  is  "dermatitis  venenata"  or 
"contact  dermatitis."  Although  the  term 
"contact  dermatitis"  is  perhaps  more  widely 
used,  "dermatitis  venenata,"  which  is  synon- 
ymous, is  the  official  term  designated  in  the 
Standard  Nomencl.a.ture  of  Disease'^'. 
Both  terms  denote  a  skin  eruption  which 
originates  from  external  irritation.  Andrews 
has  pointed  out,  however,  that  ^'his  connota- 
tion is  incomplete,  since  the  same  eruption, 

2.  Lane.  C.  G.  et  al.:  Industrial  Dennatoivs;  A  Report  by 
the  Committee  on  Industrial  Dermatoses  of  the  Section 
on  Dermatolorj-  and  SyphiloloRy  of  the  .Vmerican  Medical 
Association,    J. A.M. .A.    na:(n.3-llI5    (Feb.    21)    Ifil.i. 

3.  The  North  Carolina  Woi-kmen's  Compensation  .\ct.  issued 
by  the  N".  C.  Industrial  Oommission,  T.  .\.  Wilson,  Chair- 
man.  RaleiKli.    X.   C.    March,    lUir,,   p.    3.>. 

I.  Jordan,  E,  P.:  Standard  Nomenclature  of  Disease  and 
Standard  Nomenclature  of  Operations,  Chicago,  American 
Medical   Association,   1912,  p.   129. 


in  some  instances,  can  be  produced  by  the 
same  substance  administered  internally''".  It 
is  also  known  that  certain  poisonous  sub- 
stances may  be  absorbed  through  the  skin 
and  produce  dermatitis  as  a  systemic  mani- 
festation. For  example,  trinitrotoluene  usual- 
ly produces  a  dermatitis  venenata  by  ex- 
ternal contact  and  sensitization,  but  it  may 
also  produce  a  toxic  eruption  following  its 
absorption  directly  through  the  skin.  The 
term  "contact  eczema"  describes  a  chronic 
dermatitis  venenata ;  allergic  sensitization 
should  be  suspected  here. 

Incidence 

Schwartz  has  estimated  that  65-70  per  cent 
of  all  occupational  disease  in  this  country  is 
occupational  dermatitis"".  Although  this  is  a 
high  percentage,  it  should  be  remembered 
that  we  are  speaking  of  occupational  disease 
only,  excluding  injuries.  In  many  plants, 
dermatitis  may  be  the  only  occupational  dis- 
ease encountered.  The  same  author  has  also 
stated  that  more  than  1  per  cent  of  all  the 
workers  in  this  country  suflier  from  occu- 
pational dermatoses,  and  that  the  average 
patient  who  receives  compensation  for  a 
dermatosis  loses  ten  weeks  from  work. 

The  most  recently  available  data  for  North 
Carolina  are  found  in  the  annual  report  of 
the  North  Carolina  Industrial  Commission 
for  the  year  ending  June  .30,  1945'".  During 
this  period  820  cases  of  occupational  diseases 
were  reported;  58  per  cent  of  the  11,742 
man-days  lost  therefrom  were  due  to  the  653 
cases  of  "infection  or  inflammation  of  the 
skin  or  eyes,"  an  average  of  10.5  man-days 
being  lost  per  case.  (During  the  same  period, 
440,504  man-days  were  lost  from  occupation- 
al i)ijii)-ies.)  When  one  considers  the  various 
agricultural  enterprises  in  North  Carolina, 
the  textile,  hosiery,  and  other  manufacturing 
industries,  and  the  chemical  and  mining  in- 
dustries, one  realizes  that  the  variety  of  oc- 
cupational exposures  in  this  state  is  unusual- 
ly wide. 

I  would  like  briefly  to  present  to  you  some 
of  the  results  of  a  study  which  I  made  dur- 
ing a  thirty  months'  period  in  a  shell-loading 
plant  near  Charlotte.  This  plant,  owned  by 
the  United  States  Navy  and  operated  by  the 

;i.    .\ndrews,  G.  C. :  Diseases  of  the  Skin  for  Practitioners  and 

Students,  Philadelphia,   W.  B.  Saunders,   1946,  pp.   91,    102. 

103. 
G.    Schwartz.    L,:   The    Incidence    of   Occupational    Dermatoses 

and    Their   Causes    in    the    Basic   Industries,    J,.\.M.A.    Ill: 

1523-132S    (Oct.)    1938. 
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Table  1 

Incidence   of    Occupational    and    Non-Occupational 

Diseases   or   Injuries   in   a    Shell   Loading   Plant 

durino    a   Twenty-Seven    Month    Period 

(P>b.,   1943-.Iune,   1945) 

Total   number  of  employees-- -.,191,885* 

Total  number  of  new  patients  seen.  ..IS'i'  203 
With  occupational 

diseases  or  injuries  4fi.902  (29.8",  ) 

With   non-occupational 

diseases  or  injuries  110,301  (70.2'^/;  ) 

*'\'\U!i  tut.-il  is  the  sum  of  the  luiinbei-  of  eniph)yees  OTi  the 
i':i\"imII  :it  the  end  of  each  month:  the  "tiirnover"  \v:i.s  hi^rh 
thruuirhtuiL  til''  t^entyseveii  months.  The  :iver;i£:e  nnrnber 
on  tlie  incnthh"  |}:i>'iolI  wa.s  T.ion;  the  averaire  nliinl)er  of 
new   patients  seen   per  month  was  5,^:i2. 

Table  2 

Incidence   of   Occupational    and    Non-Occupational 
Dermatitis   in  a  Shell   Loading   Plant 

New  patients  seen  during 

27-month  period 157,203 

New  cases  of  dermatitis  seen 

during    same    period    -     4,128  (2.62^-;  ) 

New  cases  of  dermatitis  seen 

during  30-month  period  4,429 

Occupational    1,526(34.4';:'',) 

Non-occupational    2,903  (65.6'?',  ) 

U.  S.  Rubber  Company,  was  spread  out  over 
several  square  miles ;  there  were  six  first-aid 
stations,  in  addition  to  the  main  dispensary 
and  emergency  hospital,  in  operation  twenty- 
four  hours  daily.  More  than  70  per  cent  of 
the  workers  were  women,  many  in  the  older 
age  groups,  and  it  was  necessary  to  provide 
more  than  the  usual  industrial  medical  pro- 
gram in  order  to  keep  them  on  the  I'ob;  all 
minor  injuries  were  reported  and  treated, 
and  many  minor  non-occupational  treatments 
were  rendered  (table  1). 

Manv  of  these  employees  were  exposed, 
for  the  first  time,  to  TNT,  tetryl,  and  other 
skin  sensitizers  and  irritants ;  yet  the  over- 
all incidence  of  dermatitis  was  just  2.6  per 
cent  (table  2),  and  only  one  third  of  these 
cases  were  actually  occupational  in  ori.ein. 
Visits  made  to  other  similar  plants  revealed 
that  there  was  great  concern  over  the  num- 
ber of  cases  of  dermatitis,  which  was  rou- 
tinely blamed  on  the  explosive  powders ; 
when  careful  dermatologic  studv  was  con- 
ducted, however,  more  than  50  per  cent  of 
these  cases,  in  many  instances,  were  found 
to  be  non-occupational  in  origin.  Table  3 
shows  the  occupational  causative  agents ; 
TNT  and  tetryl  accounted  for  60  per  cent 
of  this  group.  Two  thirds  of  all  our  patients 
with  dermatitis  had  non-occupational  con- 
ditions;  the   ten   commonest   diagnoses   are 


Table  3 

Causes   of   Occupational   Dermatitis   in   a 
Shell    Loading    Plant 

1526  new  cases   (3.2'',    of  all  new  patients  with 
occupational  conditions) 
Cavse  Incidence 

TNT  39% 

Tetryl    20.3'/f, 

Friction    dei-matitis    12% 

Solvents  7.7% 

Other  powders  2.6'%! 

Unclassified    8.5% 

Undiagnosed  ,...  2.2% 

Table  4 

Non-Occupational   Dermatitis   in   a 
Shell  Loading  Plant 
Incidence 

65.6',;    of  all  new  dermatitis  cases  seen. 
2.6'/f   of  all  non-occupational  conditions. 
Types  (10  commonest) 
Dermititis  venenata 
Chapped   skin   and   pruritus  hiemalis 
Heat  rash 
Fungus  infections 
.Acne  vulgaris 
Eczema 
Folliculitis 

Seborrheic  dermatitis 
Urticaria 
Herpes  simplex 

listed  in  table  4.  Although  there  is  much 
less  exposure  to  explosive  powders  now  than 
there  was  during  the  war,  many  industries 
are  developing  new  chemical  products  such 
as  resins,  plastics,  and  other  compounds, 
some  of  which  may  be  skin  irritants. 

Analysis  of  a  broader  study,  which  in- 
cluded 41,628  cases  of  occupational  derma- 
toses reported  to  the  U.  S.  Public  Health 
Service  by  seven  states  (including  North 
Carolina),  has  been  published  by  Brinton 
and  Schwartz'"'.  Petroleum  products,  greases, 
alkalies,  cement,  solvents,  plants,  woods, 
metals,  and  metal  plating  were  the  respon- 
sible agents  most  often  encountered  in  this 
series. 

Case  Reports 

I  would  like  to  turn  now  to  the  presenta- 
tion of  several  representative  cases. 

Case  1 

A  white  man.  aged  26,  had  been  working  as  a  tire 
recapper  for  six  months  prior  to  September  24,  1946, 
when  he  presented  himself  with  a  dermatitis  vene- 
nata of  both  hands.  During  the  two  months'  duration 
of  this  eruption  he  had  applied  several  patent  rem- 
edies which  aggravated  the  dermatitis,  so  that  his 
condition  was  the  result  of  overtreatment  superim- 
posed on  occupational  irritation.  The  acute  phase  of 
the  eruption  subsided  with  the  use  of  a  1:30  dilution 
of  Burow's   solution  in  the  form   of  wet   dressings. 

7.  Brinton.  H.  P..  and  Schwartz,  L. :  Dermatitis  Cases  Re- 
ported among:  Workers  in  Seven  States,  Industrial  Medi- 
cine.   M:C1T-C27    (.lulyl    Iflt.i. 
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Patch  tests  were  then  performed;  moderate  re- 
actions, persisting  for  seventy-two  hours,  were  pro- 
duced by  rubber  cement,  buffing  rubber,  and  camel- 
back.  The  substance  which  he  had  found  most  irri- 
tating while  at  work,  however,  was  a  rubber  solvent 
which  was  a  primary  irritant;  it  was  probably  the 
original  cause  of  his  dermatitis.  Since  he  was  unable 
(or  unwilling)  to  work  with  pi-otective  gloves,  it 
was  necessary  to  remove  him  from  this  job  in  order 
to  bring  about  healing. 

Case  2 

A  34-year-old  white  man  had  worked  for  six 
months  in  the  dye  house  of  a  hosiery  plant  when  an 
eruption  of  his  hands  occurred.  .As  most  of  you  know, 
anyone  who  works  in  or  near  a  dye  house  is  inclined 
to  attribute  all  of  his  ills,  narticularlv  any  skin 
eruption,  to  "dye  poisoning."  In  his  work,  this  man 
put  baskets  of  stockings  in  and  out  of  large  metal 
drums  through  which  various  dyes  and  cleaners 
were  run;  he  also  had  to  remove  sample  stockings 
at  different  periods  of  each  "run."  and  his  hands 
became  wet  with  these  solutions.  His  eruotion  had 
been  present  three  weeks  when  he  came  for  treat- 
ment, and  he  had  noticed  that  it  improved  each  week- 
end (he  did  not  work  Saturday  and  Sunday),  and 
became  worse  again  each  Tuesday  or  Wednesday. 

Patch  tests  were  negative  to  all  the  dyes  he  came 
in  contact  with,  but  were  positive  to  several  of  the 
soap  cleansers  he  used  at  work.  A  visit  to  this  plant 
revealed  a  new,  modern,  dye  department  which  was 
hygienically  ideal  with  one  exception:  there  were 
several  barrels  of  different  cleansers  (soap  flakes 
and  powders)  standing  ouen  in  a  side  room.  It  was 
the  habit  of  the  men  to  thrust  their  wet  hands  down 
into  a  barrel  of  soap  and  then  wash  up.  This  pro- 
cedure resulted  in  a  high  concentration  of  soap  on 
the  skin,  and,  of  course,  wasted  soap.  The  super- 
intendent had  realized  that  this  situation  was  un- 
desirable and  arranged  to  correct  it. 

The  patient  was  transferred  to  a  different  iob. 
weighing  out  batches  of  all  the  dves,  and  was  given 
a  soap  substitute  to  use  at  work  Cand  at  home).  His 
dermatitis  cleared  up  under  mild  treatment,  whicli 
included  some  superficial  x-ray  therapy,  in  spite  of 
the  fact  that  he  was  handling  dye  powder  eight 
hours  daily! 

Case  3 

A  white  girl,  aged  26,  had  worked  for  several  vears 
at  a  "finishing  plant"  and  was  handling  sheets  wlien 
an  eruption  occurred  on  the  back  of  her  hands.  This 
is  a  favorite  site  for  occupational  dermatitis  of  the 
eczematoid  type,  but  patch  tests  with  the  sheott; 
were  negetive.  This  finding  did  not  prove  that  the 
sheets  were  harmless,  however;  in  fact,  it  was  necp.=_ 
sary  to  remove  this  girl  from  her  iob  in  order  to 
obtain  healing  of  her  hands.  After  her  hands  weiv 
well,  she  returned  to  the  same  plant,  but  on  a  neit 
.iob.  She  had  no  trouble  for  three  months,  when  a 
similar  eruption  recurred  on  the  hands.  Patch  to=t-s 
on  this  occasion  showed  positive  reactions  to  four 
colored  rayons  and  one  wool  cloth.  If  was  nPco<!sarT 
to  transfer  her  again  in  order  to  obtain  healing  of 
her  hands;  office  work  was  then  recommended. 

Case  4 

An  18-year-old  student  nurse  had  had  a  recurrent 
eruption  of  the  eyelids  for  one  year.  Ordinarily  this 
clinical  picture  suggests  cosmetic  sensitization,  par- 
ticularly to  fingernail  polish;  however,  this  girl  used 
no  cosmetics  except  lipstick.  Patch  tests  were  per- 
formed with  all  the  drugs  and  medications  she 
handled;  positive  reactions  were  obtained  with  co- 
deine and  "Ketochol."  She  was  removed  from  con- 
tact   with    all    drugs    during   the    treatment    period; 


after  returning  to  floor  duty  she  avoided  these  two 
and  has  had  no  further  trouble. 

Case  5 

A  61-year-old  farmer  had  had  a  recurring  contact 
eczema  of  the  face,  neck,  and  ankles  for  more  than 
three  years.  This  always  became  woi-se  after  he 
worked  in  the  field  or  walked  through  weeds,  and 
improved  if  he  stayed  indoors.  Patch  tests  were 
strongly  positive  to  bitterweed,  goldenrod,  crab 
grass,  and  pokeweed.  In  fact,  the  reaction  to  one 
drop  of  bitterweed  extract  extended  over  the  upper 
half  of  his  back;  subsequent  tests  to  1:100  and  1: 
1,000  dilutions  also  gave  positive  reactions.  He  is 
being  desensitized  with  a  1:10,000  dilution  of  the 
bitterweed  in  corn  oil. 

Case  6 

A  prominent  physician  consulted  me  in  April. 
1946,  because  of  a  persistent  edema  anil  eczema  of 
the  right  eyelid  of  eight  weeks'  duration;  this  was 
associated  with  conjunctivitis  which  the  ophthal- 
mologists had  been  unable  to  cure.  In  addition,  he 
presented  a  dorsal  eczema  of  the  right  fingers.  The 
distribution  and  eczematous  nature  of  this  eruption 
suggested  contact  sensitization;  the  cause  was  a 
photographic  developer  ("JNIetol")  which  he  handled 
in  very  small  amounts  but  almost  daily  in  the  pro- 
cessing of  electrocardiograms.  Strict  and  complete 
avoidance  of  this  substance  was  necessary  in  order 
to  clear  up  his  dermatitis  and  to  avoid  recurrence. 

Etiologic  Diagnosis 

These  ca.ses  illustrate  some  of  the  basic 
problems  in  the  management  of  occupational 
dermatoses:  often  the  solution  of  such  a 
problem  requires  a  combination  of  thorough 
clinical  investigation  and  understanding  of 
the  occupational  exposure.  Employment  data 
are  important  and  should  include  a  descrip- 
tion of  the  job  performed,  any  recent  changes 
in  duties  or  contacts,  the  length  of  time  the 
patient  has  performed  this  .iob.  and  informa- 
tion about  similar  eruptions  in  fellow  em- 
ployees. The  medical  portion  of  the  history 
should  include  the  date  it  was  first  noticed, 
information  about  any  previous  dermatitis, 
and  a  li.?t  of  all  things  which  had  been  ap- 
plied to  the  skin  or  taken  internally.  3Iany 
patients  make  their  dermatitis  worse  by  ap- 
ilying  home  or  patent  remedies :  these  should 
always  be  suspected  as  well  as  the  occupa- 
tional exposure.  Medicated  soaps  are  com- 
monly used  on  skin  eruptions  and  usually 
aggravate  the  dermatitis.  The  choice  of  a 
skin  cleanser  is  an  important  matter  in  any 
industry:  almost  any  soap  or  soap-substitute 
may  be  irritating  under  certain  conditions. 
Andrews  has  stated  that  the  most  common 
injurious  agents  are  soap  and  water'"':  one 
should  not  forget  the  soaps  used  bv  the  woi'k- 
er  at  home. 

In  considering  a  group  of  suspected  irri- 
tating substances,  it  is  important  to  recog- 
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iiize  those  which  may  be  primary  irritants. 
By  a  "primary  irritant"  is  meant  "a  sub- 
stance which  will  cause  dermatitis  by  direct 
action  on  the  normal  skin  at  the  site  of  con- 
tact, if  it  is  permitted  to  act  in  sufficient  in- 
tensity or  quantity  for  a  sufficient  length  of 
time."'^'  For  example,  sulfuric  acid  is  ordi- 
narily a  primary  irritant ;  but  a  1  per  cent 
solution  of  sulfuric  acid  might  not  be  a  pri- 
mary irritant.  The  concentration  is  often  the 
significant  factor.  Lists  of  the  common  pri- 
mary irritants  in  each  industry  have  been 
published  by  Weber"",  Schwartz  and  his  co- 
authors'^'", and  others.  They  are  distin- 
guished from  "secondary  irritants,"  which 
produce  dermatitis  only  in  those  persons  who 
have  been  sensitized  to  them.  Because  of  the 
danger  of  aggravating  or  causing  dissemina- 
tion of  the  dermatitis,  it  is  inadvisable  to 
perform  patch  tests  while  the  eruption  is 
acute ;  likewise  it  is  dangerous  to  employ  a 
substance  which  is  a  primary  irritant  in 
patch  tests. 

Patch  tests,  whether  positive  or  negative, 
have  definite  limitations.  A  negative  test, 
for  example,  may  be  due  to  one  of  several 
factors :  too  low  a  concentration  of  the  test 
substance;  lack  of  sensitivity  or  susceptibil- 
itj'  at  the  test  site ;  testing  during  a  refract- 
ory period;  and  inability  to  reproduce  ac- 
curately at  the  test  site  the  working  condi- 
tions to  which  the  skin  is  customarily  ex- 
posed. Heat,  friction,  humidity,  and  perspi- 
ration play  a  part  in  many  of  these  cases,  and 
cannot  be  reproduced  accurately  in  the  office. 
A  false-positive  patch  test  may  be  elicited  by 
a  primary  irritant,  a  secondary  irritant  in 
too  strong  a  concentration,  or  by  testing  the 
patient  during  a  period  of  hypersensitivity 
or  polysensitivity.  From  a  medicolegal  stand- 
point a  positive  patch  test  does  not  in  itself 
incriminate  the  substance,  but  is  confirma- 
tory evidence  if  all  non-occupational  factors 
have  been  excluded. 

Essential  diagnostic  criteria  have  been 
summarized  by  Sutton  and  Sutton'^"  as 
follows : 

1.  The  dermatitis  appears  at  any  time  dur- 
ing a  period  of  industrial  exposure  or  within 

8.  Schwartz.  Louis,  and  Peck.  Samuel:  Symposium  on  Occu- 
pational Dermatoses,  .\merican  Academy  of  Dennatoloary 
and    Syphilology.    Cleveliind,    Ohio.    Deceiiiber.    1946. 

0.  Weber,  L.  F.:  External  Causes  of  Dennatitis;  List  of  Irri- 
tants, Arch.  Deniiat.  &  Syph.   35:129-179    (Jan.)    1937. 

10.  Schwartz.  L..  Tulipan,  L..  and  Peck,  S. :  Occupational  Dis- 
eases of  the  Skin.  Philadelphia,  Lea  &  Fehiger.   1947. 

11.  Sutton,  Richard  L..   and  Sutton,  Richard  L..   Jr.:  Diseases 
of  the  Skin,  ed.  10,  St.  Louis,  C.  V.  Mosby,  1939,  p.  203. 


three  weeks  following  cessation  of  the  expo- 
sure. 

2.  Ths  eruption  disappears  or  improves 
after  the  patient  is  removed  from  the  causal 
exposure  (provided  that  none  of  the  irritat- 
ing material  remains  on  the  clothing  of  the 
worker) . 

3.  The  eruption  shows  a  tendency  to  recur 
or  to  become  worse  when  the  worker  returns 
to  the  identical  exposure. 

Other  criteria  include  the  appearance  of 
the  eruption  at  the  sites  of  maximum  expo- 
sure, its  similarity  to  the  eruptions  of  other 
workers  who  have  had  the  same  exposure, 
and  positive  patch  tests. 

Treatment 

The  first  two  objectives  of  treatment  are 
symptomatic  relief  for  the  patient  and  the 
removal  of  the  patient's  skin  from  the  irri- 
tating exposure.  The  use  of  soap  and  water 
is  to  be  avoided  except  in  the  period  immedi- 
ately following  harmful  exposure,  when  it 
may  be  useful  to  remove  the  oflfending  agent. 
Chemical  neutralizers  are  occasionally  indi- 
cated, as  in  the  case  of  burns  with  an  acid 
or  alkali.  Potassium  permanganate  is  some- 
times useful  when  an  oxidizing  agent  is  in- 
dicated. Before  applying  «»;/  local  medica- 
tion, however,  one  should  remember  that  the 
skin  has  already  been  damaged,  and  may  not 
tolerate  what  it  normally  would. 

In  the  acute,  vesicular  eruptions  mild,  cool 
wet  dressings  with  boric  acid  solution,  iso- 
tonic salt  solution,  Burow's  solution  in  a  1 :15 
or  1:30  dilution,  or  a  1:5,000  dilution  of  po- 
tassium permanganate  are  usually  soothing 
and  healing.  In  a  dry,  acute  eruption  cala- 
mine lotion  or  plain  zinc  oxide  paste  may  be 
used.  In  the  subacute  or  chronic  periods, 
ointments  containing  2  to  5  per  cent  ichtham- 
mol  or  jiaftalan  are  useful.  If  secondary  in- 
fection is  present,  wet  dressings  should  be 
used  first,  followed  by  a  mild  mercury  oint- 
ment, or  iciithammol.  After  many  chemi- 
cal irritations,  a  minimum  period  of  two 
weeks  is  required  by  the  skin  before  active 
healing  is  noticeable;  therefore  the  physician 
should  not  be  in  a  hurrj-  to  change  to  strong- 
er measures  every  few  days.  The  routine 
use  of  sulfonamide  or  penicillin  ointments  is 
inadvisable  because  of  their  sensitizing  prop- 
erties. 

Internal  treatment  is  occasionally  indi- 
cated— for  example,  in  the  chronic  or  exten- 
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sive  cases.  Mild  sedation  may  be  teniporarilj^ 
necessary  in  severe,  acute  cases;  Benadryl 
or  Pyribenzamine  is  sometimes  effective,  but 
perhaps  chiefly  because  of  the  sedative  effect. 
Calcium  preparations,  given  orally  or  parent- 
erally,  are  favored  by  some,  while  others  pre- 
fer the  intravenous  administration  of  sodium 
thiosulfate. 

Superficial  x-ray  therapy  is  effective  in 
selected  cases,  but  should  preferably  be  given 
by  a  dermatologist,  because  of  the  potential- 
ities for  overtreatment  and  of  permanent 
damage  to  the  skin. 

Conclusion 

Although  it  has  been  impossible  to  cover 
all  the  essential  material  pertaining  to  the 
field  of  occupational  dermatoses  and  their 
management,  it  is  hoped  that  the  discussion 
presented  will  be  of  some  practical  use  to 
the  physicians  who  are  concerned  with  this 
problem. 

Discussion 

Dr.  J.  M.  Hitch  (Raleigh):  As  Dr.  Welton  has 
demonstrated,  the  problem  of  occ-upational  derma- 
titis is  no  small  one.  Perhaps  the  final  etiologic  diag- 
nosis is  largely  within  the  province  of  the  derma- 
tologist, but  the  original  recognition  of  the  prob- 
able origin  of  the  dermatosis  and  its  proper  man- 
agement may  frequently  be  the  responsibility  of 
any  physician. 

I  am  afraid  that  North  Carolina  is  not  as  con- 
scious of  this  problem  as  are  some  of  the  more 
industrialized  Northern  states.  The  fact  that  the 
Industrial  Commission  combines  these  dermatoses 
with  irritations  of  the  eye  is,  I  believe,  indicative 
of  this  fact. 

With  the  constantly  increasing  industrialization 
of  this  state,  the  problem  of  occupational  derma- 
toses will  be  greatly  magnified  in  the  near  future. 
As  a  matter  of  fact,  I  am  certain  that  official  re- 
ports for  any  year  reflect  only  a  small  fraction  of 
the  dermatoses  which  are  truly  occupational  in  ori- 
gin. In  the  first  place,  self-employed  individuals, 
farmers,  and  the  employees  of  many  small,  unin- 
sured industrial  enterprises  rarely  have  reason  to 
bring  their  disease  to  the  attention  of  the  Commis- 
sion. In  the  second  place,  I  believe  that  an  appre- 
ciable portion  of  those  who  might  well  be  entitled 
to  compensation  fail  to  apply  for  it.  In  my  own  prac- 
tice in  Raleigh,  where  there  are  practically  no  large 
industries,  I  frequently  encounter  patients  with  oc- 
cupational dermatitis,  but  few  of  them  think  of 
seeking  compensation. 

Dr.  Welton  has  pointed  out  that  the  term  "occu- 
pational dermatosis"  is  really  a  medicolegal  one  and 
usually  indicates  the  diagnosis  of  "contact  derma- 
titis." All  of  the  concepts  employed  in  the  diagnosis 
and  treatment  of  occupational  dermatoses  can  be 
transposed,  therefore,  to  the  larger  field  of  every- 
day contact  dermatitis  with  benefit.  All  the  factors 
which  are  encountered  and  appreciated  daily  by  the 
physician  engaged  in  industrial  dermatology  are 
equally  applicable  to  the  non-occupational  cases  of 
contact  dermatitis  seen  frequently  by  all  of  us. 

The   etiologic    diagnosis   of    contact   dermatitis   is 


often  difficult,  but  I  know  of  nothing  which  is  more 
satisfying  than  to  relieve  a  patient  of  a  chronic  in- 
capacitating eczema  by  discovering  an  unsuspected 
contact  allergen  which  can  be  completely  eliminated. 
It  is  obvious  that  the  first  step  in  such  study  is  to 
suspect  the  true  nature  of  the  difficulty.  The  deduc- 
tive study  necessary  to  establish  the  diagnosis  of 
contact  dermatitis  must  begin  with  a  detailed  his- 
tory. The  history  of  exposure  must  be  correlated 
with  the  appearance  and  disappearance  of  the  erup- 
tion. If  the  history  is  painstakingly  obtained,  such 
a  correlation  usually  will  become  evident  to  both  the 
physician  and  the  patient.  This  is  time-consuming 
but  is  well  worth  the  ett'ort,  and  all  subsequent  study 
is  without  significance  unless  predicated  on  an  ac- 
curate and  full  history.  As  Sulzberger  has  said, 
"even  the  greatest  numbers  and  longest,  straightest 
rows  of  skm  tests  will  too  often  prove  useless"  if 
done  indiscriminately — that  is,  witnout  an  accurate 
history.  If,  after  a  proper  history  is  taken,  one  has 
well-founded  cause  to  suspect  a  contact  etiology 
within  a  narrow  range,  he  is  justified  in  removing 
the  suspected  substance.  There  is  no  other  equally 
accurate  way  of  establishing  the  diagnosis.  If,  on  the 
other  hand,  one  cannot  narrow  the  held  of  suspected 
substances  sufficiently  by  means  of  the  history,  I  feel 
that  further  study  by  patch  testing  had  better  be 
left  to  the  dermatologist,  who  is  informed  on  proper 
dilution  and  interpretation. 

Dr.  Welton's  cases  have  illustrated  several  types 
of  contact  dermatitis  encountered  in  industry.  The 
principles  of  diagnosis  and  treatment  are  equally 
applicable  to  the  non-occupational  variety.  Probably 
all  of  us  should  become  more  alert  to  this  rather 
frequent  etiology  of  acute  and  chronic  eczematous 
eruptions. 


ROENTGENOLOGIC  CONSIDERATION 
OF   UNILATERAL   EXOPHTHALMOS 

Robert  J.  Reeves,  M.D. 

George  J.  Baylin,  M.D. 

and 

Frank  Moran,  M.D.* 

Durham 

Lhiilateral  exophthalmos  presents  one  of 
the  most  difficult  diagnostic  problems  in 
roentgenology.  The  etiology  of  this  condi- 
tion is  not  necessarily  similar  to  that  of  bi- 
lateral exophthalmos.  In  many  instances 
unilateral  exophthalmos  is  an  external  mani- 
festation of  a  definite  clinical  entity.  Spaeth'" 
gives  the  following  etiologic  classification  of 
unilateral  exophthalmos:  anatomic,  trau- 
matic, inflammatory,  that  due  to  disease  of 
the  blood  and  lymph  systems,  and  that  due 
to  space-taking  lesions.  It  is  in  this  last 
group  that  roentgenography  of  the  orbits*-' 
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is  of  the  most  value. 

Roentgenography  of  the  skull  has  made 
rapid  advances  since  Caldwell'^',  in  1906,  de- 
scribed a  good  technique  for  visualization  of 
the  paranasal  sinuses  and  the  orbital  walls. 
There  are  few  reports  in  the  literature  of 
positive  roentgenographic  demonstration  of 
changes  in  the  orbits.  This  fact  would  seem 
to  suggest  that  such  findings  are  rare.  When 
careful  roentgenographic  study  is  made  of 
the  orbits,  however,  numerous  conditions 
can  be  found. 

Table  1  lists  the  various  conditions  found 
in  107  consecutive  cases  of  unilateral  exoph- 
thalmos studied  roentgenologically  at  Duke 
Hospital  The  diagnosis  was  made  by  x-ray 
in  about  a  third  of  the  cases.  Jlany  other 
conditions  have  been  reported  by  Spaeth'" 
and  Pfeiffer'-',  as  well  as  by  other  writers. 

Table  1 
Diagnosis  No.  Cases 

Mucocele 11 

Orbital  or  retrobulbar  cellulitis  or  abscess 9 

Meningioma    9 

Lympho-epithelioma    _.  7 

Lymphosarcoma    _..  6 

Cavernous   sinus   thrombosis   4 

Metastatic  carcinoma  .- 4 

Orbital  hemorrhage  3 

Hemangioma    3 

Tumors  of  the  lacrimal  duct  and  gland 3 

Sympathicoblastoma  ....- 3 

Squamous  cell  carcinoma  2 

Lymphangioma    2 

Hyperthyroidism  2 

Chloroma  2 

Retinoblastoma    2 

Basal  cell  carcinoma  2 

Neurofibroma  2 

Schueller-Christian   disease   2 

Syphilis   1 

Arteriovenous  aneurysm  1 

Aneurysm,  internal  carotid  1 

Cholesteatoma   1 

Osteoma    1 

Malignant  melanoma  1 

Hemangio-epithelioma  1 

Boeck's   sarcoid 1 

Congenital  retrobulbar  cyst  1 

Astrocytoma,  optic  nerve  1 

Scirrhous  carcinoma  of  orbit 1 

Adamantinoma    1 

Giant   cell   tumor   - , 1 

Undifferentiated   tumors   3 

Undiagnosed  cases  13 

107 

Anatomy  of  the  Orbit 

The  orbital  cavity  is  irregularly  cone- 
shaped,  with  the  apex  at  the  optic  foramen 
posteriorly.    The  rim  of  the  orbital  entrance 

3.  Caltlwell.   E.   W.:   Skiograpliy  of   the    Accessory   Sinuses   of 
the  Nose.  Trans.   Am.  Q.  Roentgenol.   1:27-35,    190(i. 

4.  Spaeth.    E.    B.:    Pathogenesis    of    Unilateral    Exophthalmos, 
Arch.   Ophth.   lS:107-li8    (July)    1937. 


is  made  up  of  dense  bone  which  forms  a 
circle,  interrupted  medially  by  the  overlap- 
ping inferior  and  superior  crests.  The  fossa 
between  these  crests  accommodates  the  lac- 
rimal sac. 

The  superior  w'all  or  roof  of  the  orbit  is 
formed  by  the  orbital  plate  of  the  frontal 
bone  and  by  the  lesser  wing  of  the  sphenoid. 
It  is  dome-shaped,  and  although  its  under 
surface  is  usually  smooth,  the  cranial  surface 
most  often  presents  a  number  of  digital  im- 
pressions. The  inferior  wall  or  floor  of  the 
orbit  is  formed  by  the  orbital  plate  of  the 
maxilla,  the  orbital  portion  of  the  zygoma, 
and  the  orbital  process  of  the  palatine  bone. 
This  wall  is  usually  quite  thin.  The  lateral 
wall,  the  most  solid  of  all,  is  formed  by  the 
inner  surface  of  the  zygoma  and  the  greater 
wing  of  the  sphenoid.  The  superior  orbital 
fissure  is  located  in  the  lateral  wall.  The  thin 
medial  wall  is  formed  by  the  ethmoid  and 
sphenoid  sinus  plates. 

Roentgenographically  the  orbital  entrance 
or  rim  is  readily  identified  as  a  dense  bony 
structure  which  forms  a  ring  that  is  incom- 
plete medially.  At  this  point,  where  the  su- 
perior and  inferior  crests  fail  to  meet  ana- 
tomically, the  roentgen  shadow  of  the  eth- 
moid cells  is  superimposed  upon  the  orbit. 
The  defect  of  the  orbital  entrance  medially 
must  not  be  mistaken  for  a  pathologic  de- 
struction of  bone. 

The  roof  of  the  orbit  can  be  studied  readily 
in  roentgenograms,  but  it  presents  great 
variations  because  of  the  differences  in  the 
normal  digital  patterns.  The  thickness  varies 
according  to  the  prominence  of  the  digital 
markings,  and  great  care  and  experience 
are  necessary  in  evaluating  each  orbital  roof. 
In  the  roentgenogram  the  sphenoid  ridges 
are  superimposed  upon  the  orbital  walls,  and 
serve  to  separate  the  roof  from  the  lateral 
wall. 

The  floor  of  the  orbit  shows  fairly  well  in 
the  usual  frontal  and  maxillary  sinus  pro- 
jections, and  in  many  instances  the  intra- 
orbital groove  can  be  seen  very  distinctly  as 
it  crosses  the  orbit.  The  portion  of  the  maxil- 
lary sinus  which  projects  upward  into  the 
orbit  posteriorly  is  easily  viewed  and  should 
always  be  studied  with  great  care. 

In  the  lateral  wall  lies  the  cleft  of  the 
superior  orbital  fissure.  Many  pathologic 
processes  may  produce  changes  in  or  about 
this  fissure,  which  often  give  a  clue  as  to  the 
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Fig.  1.  Panophthalmitis  of  three  weeks'  dura- 
tion, with  marked  tension.  The  eye  was  removed 
and  no  bone  erosion  was  found.  The  pathologic 
report  was  ophthalmitis.  The  roentgenogram 
shows  only  soft  tissue  swelling. 


Fig.  2.  This  patient  had  a  twenty-year  history 
of  exophthalmos  following  an  eye  infection.  The 
roentgenogram  shows  bony  thickening  of  the 
floor  of  the  orbit,  apparently  pushing  the  orbit 
up  and  outward. 


Fig.    3. 
erosion 


Large    mucocele    extending    laterad,    with 
of  the  posterior  wall  and  floor  of  the  orbit. 


Fig.  4.  Large  mucocele  of  the  right  frontal 
sinus  and  orbit.  There  is  a  large  area  of 
bone  destruction  extending  info  the  pos- 
terior wall  of  the  orbit. 
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cause  of  exophthalmos. 

Because  the  orbits  may  be  involved  by 
processes  occurring  in  near  or  distant  struc- 
tures, it  is  necessary  to  be  constantly  aware 
of  the  possibility  of  extra-orbital  lesions  pro- 
ducing orbital  signs. 

Lymphatic  Stnicture  of  the  Eye"^^ 

Very  little  lymphoid  tissue  is  present  in 
the  orbit.  The  conjunctiva  and  lacrimal 
gland  are  the  chief  extrabulbar  structures 
that  contain  any  amount  of  lymphoid  tissue. 
Lymphomatous  masses  may  appear  in  any 
portion  of  the  conjunctiva.  The  conjunctiva 
possesses  lymphatics  which  make  up  a  super- 
ficial and  a  deep  plexus.  These  form  minute 
plexi  at  the  margin  of  the  cornea,  and  prob- 
ably communicate  with  those  of  the  cornea. 

Differential  Diagnosis 

The  three  most  common  conditions  causing 
unilateral  exophthalmos  are  trauma,  inflam- 
mations, and  neoplasms.  Hyperthyroidism 
occasionally  produces  a  unilateral  exoph- 
thalmos. The  clinical  information  is  of  tre- 
mendous importance  in  the  differential  diag- 
nosis. The  rate  of  progress  of  the  exophthal- 
mos and  the  age  of  the  patient  will  be  of 
assistance  in  some  cases.  Generally  speak- 
ing, the  neoplasms  appear  in  the  early  and 
late  years  of  life,  while  inflammatory  con- 
ditions are  most  frequent  from  middle  to 
later  life.  The  exophthalmos  frequently  be- 
comes bilateral  in  inflammatory  conditions, 
rarely  in  tumors. 

Trauma 

Fractures  in  and  about  the  orbit  often 
cause  hemorrhage  and  sometimes  secondary 
infections.  Culler""  found  many  instances 
of  extensive  fractures  following  minor  acci- 
dents. 

In  cases  of  pulsating  exophthalmos,  due  to 
arteriovenous  aneurysm,  a  history  of  injury 
may  often  be  elicited.  A  cranial  arteriogram 
will  usually  show  the  aneurysm. 

Infla  m  matory  conditions 

In  the  inflammatory  conditions  the  exoph- 
thalmos is  usually  confined  to  one  orbit.  The 
most  common  of  these  conditions  is  frontal 
sinns  disease.  Cavernous  sinus  thrombosis 
and  thrombophlebitis  of  the  orbital  veins 
often  result  in  ophthalmitis  and  exophthal- 

o.  Reeves.  R.  J.:  Lvmphoblastom.i  (Hodgkin's  Disease!  of 
the    Orbit,    Am.    J.    Roentsenol.    ir:Gl2-(;4:1    (Junel    lfl2-. 

0.  Culler.  A.  jr.:  Fractures  of  the  Orbit,  Tr.  Am.  Ophtli.  Soc. 
3S:3ta-369,   1940. 


Fig.  5  (Case  1).  Extradural  diploic  epidermoids. 
The  roentgenogram  shows  sharp  scalloped  ero- 
sion in  the  supra-orbital  region. 


mos.  Ophthalmitis  does  not  present  any 
characteristic  appearance.  Figure  1  illus- 
trates an  instance  of  this  condition.  Osteo- 
myelitis involving  the  orbital  fossa  will  cause 
displacement  of  the  orbit  (fig.  2). 

Neoplasms 

Exophthalmos  is  often  the  first  indication 
of  mucocele  extending  into  the  orbital  wall. 
Figures  3  and  4  illustrate  the  impoi'tance  of 
roentgen  study  plus  careful  clinical  investi- 
gation by  a  competent  rhinologist. 

Another  group  of  rather  rare  cases  are 

the    cysts,    retrobulbar    and    subperiosteal. 

Knapp'"'  and  Anderson**'  have  each  reported 

cases  of  diploic  epidermoids.    These  lesions 

are  thought  to  be  developmental  defects  of 

embrj'ologic  origin. 

Case  1:  A  young  white  female,  aged  24,  com- 
plained of  a  gradual  loss  of  vision  over  the  past 
four  years.  There  was  no  history  of  any  previous 
inflammation.  The  eye  showed  5  mm.  of  exophthal- 
mos. A  firm,  spongy  mass  was  felt  above  the  eye. 
Roentgen  examination  showed  a  sharply  defined 
bone  defect  with  white  scalloped  margins  (fig.  5). 
It  closelv  simulated  cholesteatoma.  The  tumor  was 
removed."  The  pathologic  diagnosis  was  "Extradural 
diploic  defect  of  epithelial  origin  arising  embryolog- 
ically  due  to  developmental  defects." 

Osteomas  arising  in  and  around  the  oi'bit 
may  extend  into  the  orbital  fossa.  They  are 
readily  detected  by  roentgenograms  (fig.  6 
and  7). 

In  cases  of  xanthomatosis  (Schiiller-Chris- 
tian  syndrome) ,  the  tumefactions  frequently 
occur   near   the   orbit,   resulting   in   orbital 

7.    Knapp,   A.:  Oil  Cyst  of  the  Orbit,   Arch.  Ophth.   52:163-165 

s  Thornliill.  Er'H.  and  Anderson,  W.  B.:  Extradural  Diploic 
Epidermoids  Producing-  Unilateral  Exophthalmos.  Am.  J. 
Ophth.  27:477-483    (May)   1944. 
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Fig.  C.   Large  osteoma  of  the   nasal   pas- 
sage, inAolving  the  anterior  and  posterior 
ethmoids    and    partly    blocking    the    right 
antrum.  There  was  5  mm.  of  exophthalmos. 

Fig.  7.   After  removal  of  the  osteoma,  exophthalmos 
has  disappeared. 


Fig.  8.  vSchueller-Christian  xanthomatosis,  with 
bone  destruction  in  the  left  supra-orbital  region 
and  moderate  exophthalmos. 


Fig.    9.     Bone    regeneration    following   roentgen 
therapy  to  frontal  region. 
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Fi^-IO 


Fis.  10.  Lymphosarcoma  of  the  right  orbit,  with 
moderate  enlargement  of  the  orbital  fossa. 
Enucleation   was   performed. 

Fig.  11.  A  2!/2-.vear-old  child  with  a  three-month 
history  of  exophthalmos.  The  eye  was  removed, 
and  a  retinoblastoma  was  found.  The  growth 
recurred   rapidly. 


Fig.  12  (Case  2).  Glioma  of  the  optic  nerve, 
with  a  moderate  degree  of  exophthalmos.  The 
roentgenogram  shows  marked  erosion  of  the 
optic  canal. 


Fig.  13  (Case  3).  Spongioblastoma  polare  of  the 
optic  nerve,  with  marked  erosion  of  the  optic 
canal.   This   is   a    very    slow-growing   tumor. 

Fig.  14  (Case  3).  A  roentgenogram  made  five 
years  after  removal  of  the  tumor  shows  almost 
normal   regeneration   of   the   optic   canal. 


i'    P*i 


Fig.  13 


Fig.  M 
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pressure.  Roentgenographically,  the  sharp- 
ly punched-out  areas  of  bone  rarefaction 
are  typical  of  this  condition  (fig.  8  and  9). 

Lymphomaii  and  hjmphofiurcoma^  (fig.  10) 
often  present  no  typical  picture.  We  have 
strongly  advocated  roentgen  therapy  to  the 
orbit  before  enucleation  is  considered''''.  In 
many  cases,  after  the  eye  is  removed,  a  re- 
currence of  lymphoma  is  found  in  the  other 
orbit. 

In  young  children,  retinoblastoma  is  a  fair- 
ly common  tumor  (fig.  11).  Films  taken  to 
show  the  sphenoid  fissure  often  reveal  cal- 
cium deposits  in  the  globe,  which  give  the 
clue  to  the  diagnosis.  The  orbit  may  be  re- 
moved, but  recurrence  is  usually  rapid. 

In  glioma  of  the  optic  nerve  or  chiasm, 
roentgenography  is  most  important.  The 
finding  of  an  enlarged  optic  canal  is  diagnos- 
tic if  retinoblastoma  and  neurofibroma  have 
been  excluded.  In  this  condition  routine 
films  of  the  optic  foramina  show  a  concentric 
enlargement  due  to  the  pressure  erosion. 

Case  2:  A  5-year-old  white  girl  was  brought  in 
for  examination  because  of  prominence  of  the  left 
eye  (fig.  12),  and  gradual  loss  of  vision.  The  disc 
showed  marked  atrophy.  At  opei'ation  a  tumor  was 
found  infiltrating  the  optic  nerve;  it  did  not  extend 
into  the  orbit,  however.  The  tumor  was  removed 
from  the  nerve  and  the  eye  was  left  intact.  The 
pathologic  diagnosis  was  "glioma,  optic  nei've." 

Another  similar  tumor,  glioblastoma 
(spongioblastoma  polare),  presents  the  same 
type  of  e.xophthalmos.  The  optic  canal  is 
similarly  eroded. 

Case  .3:  A  3-year-old  colored  girl  was  brought  for 
examination  because  of  unilateral  exophthalmos  of 
eight  months'  duration.  The  eye  was  rotated  out- 
ward and  downward  (fig.  13).  Visual  acuity  could 
not  be  determined.  The  roentgenogram  showed 
marked  enlargement  of  the  optic  foramen.  The  eye 


was  enucleated  and  a  tumor  measuring  1.5  by  3.6 
cm.  was  found  infilti'ating  the  optic  nerve.  The  path- 
ologic diagnosis  was  "spongioblastoma  polare  of 
the  optic  nerve."  Another  roentgenogram  made  five 
years  later  showed  almost  normal  regeneration  of 
the  optic  canal  (fig.  14). 


g  4j^*HrT 


^ 
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Fig.  1.5  (Case  4).  Basal  cell  carcinoma  producing 
erosion  of  bone  above  and  just  lateral  to  the 
left  orbit  and  involving  the  lateral  portion  of 
the  frontal  sinus  on  that  side.  The  area  is  fairly 
well  circumscribed  and  there  is  no  unusual 
amount  of  reaction  surrounding  it.  The  rim  of 
the  orbit  in  this  area,  as  well  as  the  lateral  and 
inferior  walls,  is  involved.  There  appears  to  be 
some  erosion  of  the  upper  wall  of  the  left 
antrum,  but  it  is  not  entirely  destroyed.  The  left 
malar  bone  is  almost  completely  destroyed. 


Fig.  16.  Carcinoma  of  the  skull,  possibly 
metastatic.  The  roentgenogram  shows  extensive 
bone  destruction  as  well  as  a  soft  tissue  mass. 


Fig.  17.  Meningioma  of  the  sphenoid  ridge  ex- 
tending info  the  posterior  orbital  wall.  The 
roentgenogram  shows  marked  condensation  of 
hone. 
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Fis-  18   (Case  5).  LTnilateral  exophthalmos  sec- 
ondary   to    hyperthyroidism. 

Fig.  19  (Case  5).  The  same  patient  five  years 
after  thyroidectomy.  Most  of  the  exophthalmos 
has  disappeared.  There  are  no  intra-orbital  changes. 


Advanced  basal  cell  epithelioma  extending- 
into  the  orbit  may  produce  erosion  of  bone 
which  may  be  recognized  roentgenograuhic- 
ally  (fig.  15). 

Case  4:  A  65-year-okl  woman  was  seen  in  1942 
for  treatment  of  an  ulcerating  mass  under  the  left 
eye  (fig.  15).  She  had  had  a  tumor  mass  beneatii 
the  eye  for  eight  years,  but  only  during  the  pasf 
year  had  it  extended  into  the  eye.  A  biopsy  showed 
a  basal  cell  epithelioma,  and  roentgen  therapy 
(4000  n  was  given.  She  returned  three  years  later 
complaining  of  a  hole  in  the  floor  of  the  orbit  ex- 
tending up  along  the  lateral  wall.  The  eye  was 
enucleated  and  malignant  tissue  removed. 

Metastatic  carcinoma  around  the  orbits 
often  produces  exophthalmos.  These  lesions 
usually  are  rapidly  growing  and  are  fairly 
radiosensitive    (fig.  16). 

Meningioma  arises  in  the  arachnoid.  It  is 
frequently  located  in  areas  around  the  orbit, 
where  the  tumor  may  involve  the  optic  nerve, 
the  sphenoid  ridge,  the  tuberculum  sellae, 
and  the  olfactory  groove.  Meningioma  dis- 
plays a  tendency  to  produce  hyperostosis, 
which  in  turn  may  cause  exophthalmos  (fig. 
17).  Hyperostosis  is  particularly  common 
in  meningioma  of  the  sphenoid  ridge. 

Hypoilujroidism. 

Case  5:  A  13-year-old  colored  girl  was  seen  in 
1938  complaining  of  increasing  exophthalmos  of 
three  years'  duration  (fig.  18).  She  had  been  struck 
in  the  eye  by  a  stone  four  years  previously.  On 
admission  the  basal  metabolism  was  +26.  Thyroid- 
ectomy was  performed,  and  three  years  later  the 
metabolism  was  —5.  There  had  been  considerable 
reduction  in  the  degree  of  exophthalmos  (fig.  19). 


Conclusion 

Trauma,  inflammatory  conditions,  and  tu- 
mors av'i  the  three  most  frequent  causes  of 
unilateral  exophthalmos.  Roentgenography 
is  of  considerable  aid  in  the  diagnosis  of 
tumors  within  the  orbit.  In  most  cases  of  uni- 
lateral exophthalmos,  however,  the  greatest 
value  of  the  roentgen  ray  is  in  eliminating 
extra-orbital  conditions  as  possible  causes 
of  exophthalmos. 

Discussion 

Dr.  Guy  Odom  (Durham):  There  are  a  great 
number  of  cases  of  unilateral  exophthalmos  in  which 
the  x-iay  examination  does  not  reveal  any  definite 
changes  whatsoever.  I'd  like  to  ask  Dr.  Reeves 
whether  he  has  any  information  on  the  percentage 
of  cases  in  which  a  diagnosis  can  be  made  by  x-ray. 

Dr.  Reeves:  I  would  say  that  in  only  about  25  to 
30  per  cent  of  the  cases  can  we  make  a  definite 
x-ray  diagnosis.  I  am  not  sure  that  the  percentage 
would  run  that  high  if  we  didn't  see  the  patient  or 
know  anything  at  all  about  the  history.  If  we  knew 
nothing  about  the  case  at  all  except  the  x-ray  find- 
ings, mucoceles  and  some  of  the  optic  foramen  le- 
sions are  probably  about  the  only  ones  in  which 
we  could  attempt  to  make  a  diagnosis. 


Humanity  has  always  shunned  responsibility.  Even 
today,  though  thei'e  is  widespread  intellectual  a'7- 
ceptance  of  the  concept  that  much  disease  is  pre- 
ventable, the  emotional  attitude  is  not  much  altered 
and  illness  is  considered  an  intrusion,  a  misfortune 
due  to  factors  beyond  control  of  the  individual.  As 
a  whole  we  have  not  yet  awakened  to  the  idea  that 
the  health  of  men  and  women  is  their  own  responsi- 
bility.—Edward  J.  Stieglitz,  M.D.,  A  Future  for  Pre- 
ventive Medicine,  The  Commonwealth  Fund,  1945. 
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CHANGING  CONCEPTS  IN  THE 
TREATMENT  OF  TOXIC  GOITER 

Russell  0.  Lyday,  M.D. 
Greensboro 

Although  numerous  surgeons  on  this  con- 
tinent have  made  valuable  contributions  to 
thyroid  surgery,  the  names  of  W.  S.  Halsted 
and  C.  H.  Mayo  are  synonymous  with  the 
early  development  of  goiter  surgery  in 
America.  Halsted's  "Operative  Story  of 
Goitre"'^'  is  considered  one  of  the  most  com- 
plete historical  works  on  this  subject. 

Anoci-Association 

Motivated  by  the  tragedies  that  had  oc- 
curred during  and  following  operations  for 
severe  hyperthyroidism,  Dr.  George  Crile, 
Sr.,  in  1912,  instituted  a  form  of  attack 
known  as  anoci-association.  Light  nitrous 
oxide-oxygen  anesthesia  was  given  to  the 
patient  in  his  room  to  determine  how  much, 
if  any,  reaction  occurred.  Later  a  polar  liga- 
tion was  carried  out,  or  possibly  one  lobe 
resected,  and  so,  by  stages,  a  bilateral  re- 
section w-as  accomplished.  Dr.  Crile's  rep- 
utation as  a  goiter  surgeon  and  the  success 
he  attained  with  this  method  are  proof  that 
it  was  an  important  contribution  to  the  sur- 
gical treatment  of  hyperthyroidism. 

Iodine 

In  1922  H.  S.  Plummer  proved  the  value 
of  administering  iodine  preoperatively  to  pa- 
tients with  hyperthyroidism.  This  develop- 
ment was  indeed  a  forward  step.  Many  pa- 
tients who  were  unable  to  withstand  an  op- 
eration, even  in  multiple  stages,  without 
great  hazard,  could  be  prepared  in  two  or 
three  weeks  for  a  one-stage  procedure.  Fol- 
lowing this  treatment  the  incidence  of  polar 
ligations  for  primary  hyperthyroidism 
dropped  to  a  very  low  level,  as  did  the  mor- 
tality in  this  disease. 

For  the  succeeding  twenty  years  iodine 
solutions,  x-ray  irradiation,  and  boiling 
water  injections  were  used  to  prevent  re- 
actions from  operations  on  patients  with 
toxic  goiter.  Some  of  these  measures,  alone 
or  in  combination,  were  employed  with  the 


Read  before  the  Section  on  SurgeiT.  Medical  Society  of  tlie 
State  of  North  Carolina,  Virginia  Beach.  Virginia.  May  14, 
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1.    Halsted,  W.  S. :  The  Operative  Story  of  Goitre,  Baltimore, 
Johns  Hopkins  Press.  1919. 


hope  of  curing  thyroid  disease  without  sur- 
gery. Isolated  instances  of  prolonged  re- 
missions and  apparent  cures  were  reported, 
but  the  value  of  these  methods  as  curative 
agents  has  never  been  fully  accepted. 

As  valuable  as  iodine  is  in  the  preparation 
of  patients  with  toxic  goiter  for  operation, 
some  individuals,  in  my  experience,  do  not 
respond  satisfactorily  to  this  drug.  This 
failure  of  response  is  by  no  means  limited  to 
that  group  of  patients  who  have  taken  re- 
peated courses  of  iodine  and  are  considered 
"iodine-fast." 

Thiourucil  and  Propylthiouracil 

In  1942  another  era  dawned  as  the  result 
of  Astwood's  work  with  thiourea  and  thioura- 
cil.  Although  these  anti-goiter  drugs  are 
fraught  with  danger  because  they  may  pro- 
duce neutropenia  and  agranulocytosis,  his 
work  is  monumental. 

Barteis  and  Bell  have  reported  on  the 
use  of  thiouracil  at  the  Lahey  Clinic  in  the 
preoperative  treatment  of  400  patients  with 
severe  hyperthyroidism'-'.  In  this  series  there 
was  one  postoperative  death  and  one  death 
from  agranulocytosis  due  to  the  drug.  These 
authors  stated  emphatically  that,  irrespective 
of  the  type  and  severity  of  the  hyperthyroid- 
ism or  the  physical  depletion  of  the  patients, 
they  were  all  restored  to  a  normal  state  of 
health  before  operation.  This  was  indeed 
encouraging  news  to  the  surgeon  who  must 
deal  with  severely,  toxic  and  thyrocardiac 
patients  with  serious  complications. 

Recently,  propylthiouracil  has  been  more 
generally  employed  in  the  preparation  of 
patients  with  toxic  goiter  for  operation  and 
as  a  curative  agent  in  selected  cases  of  pri- 
mary hyperthyroidism.  It  appears  to  be  a 
valuable  drug,  when  used  alone  or  in  com- 
bination with  iodine,  in  aged  patients  with 
complications  that  render  operation  inadvis- 
able or  impossible.  Barteis  has  reported  a 
series  of  300  cases  treated  with  propylthiour- 
acil'^'. Only  one  non-fatal  case  of  agranulo- 
cytosis developed  in  this  large  series.  Clin- 
icians from  other  medical  centers  have  re- 
ported similar  results. 

Although  thiouracil  and  propylthiouracil 
produce  hyperplastic  changes  in  the  gland, 

2.  Barteis,  E.  C.  and  Bell.  G.  0.:  Thiouracil:  Preoperative 
Use  in  400  Patients  with  Severe  Hj-pertliyroidism,  Western 
J.  Surg.  55:39-19  (Jan.)   1947. 

3.  Barteis,  E.  C,  in  paper  read  before  the  Am.  Assoc,  for  the 
Study  of  Goiter,   Atlanta,  Ga.,  March,   1947. 
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the  formation  of  thyroxin  is  decreased. 
Therefore  the  hyperthyroidism  gradually 
subsides,  with  a  parallel  lowering  of  the 
basal  metabolic  rate.  Myxedema  may  result 
from  the  continued  use  of  thiouracil,  but  it 
has  been  reported  that  this  condition  does 
not  develop  with  the  prolonged  use  of  small 
doses  of  propylthiouracil. 

My  experience  with  thiouracil  covers  a 
period  of  almost  three  years.  It  has  enabled 
me  to  operate  successfully  upon  cases  which 
I  previously  considered  inoperable,  and  to 
perform  in  one  stage  a  radical  resection  that 
would  have  required  multiple  stages  with 
iodine  preparation  alone.  During  this  period 
no  serious  reactions  to  the  drug  have  been 
encountered.  Even  though  I  have  used  thi- 
ouracil almost  constantly  since  July,  1944, 
it  has  been  administered,  with  a  few  excep- 
tions, only  to  those  patients  who  did  not  re- 
spond satisfactorily  to  iodine. 

For  the  past  five  months  I  have  been  us- 
ing propylthiouracil.  I  have  observed,  as 
others  have  pointed  out,  that  its  action,  even 
in  doses  of  200  to  300  mg.  daily,  may  be 
slower  than  that  of  thiouracil  in  the  recom- 
mended dose  of  600  mg.  daily.  It  is  a  gen- 
eral observation  that  patients  with  secondary 
hyperthyroidism,  or  with  toxic  adenomatous 
goiter,  require  a  longer  period  of  treatment 
with  these  antithyroid  drugs  than  do  pa- 
tients with  exophthalmic  goiter.  At  the 
present  time  many  clinicians  are  combining 
iodine  w-ith  propylthiouracil  from  the  begin- 
ning, lest  the  severely  toxic  patient  develop 
a  crisis  during  the  early  stages  of  treatment 
with  this  drug. 

Radioactive  Iodine 

Another  antithyroid  preparation,  radio- 
active iodine,  is  now  being  used  both  in 
selected  cases  of  hyperthyroidism  and  in 
thyroid  malignancies.  In  a  series  of  22  pa- 
tients with  hyperthyroidism  Chapman  and 
Evans'^'  found  that  this  substance  destroyed 
the  parenchyma  of  the  thyroid  gland  in  six 
to  eight  weeks.  Seidlin,  Marinelli,  and 
Oshry'-''  found  it  to  be  an  effective  thera- 
peutic agent  in  controlling  multiple  function- 
ing metastatic  lesions  in  cases  of  adenocarci- 
noma of  the  thyroid  where  x-ray  irradiation 
was  ineffective. 

4.  Chapman.  E.  M.  and  Evans,  R.  D.:  The  Treatment  of 
Hyperthyroidism  with  Radioactive  Iodine,  J. A.M. A.  131: 
86-91    (May  11)    1916. 

5.  Seidlin,  S.  M..  Marinelli.  L.  D.,  and  Oshrv,  E. :  Radio- 
.aetive  Iodine  Therapy,  J..'\.M.A.  132:838-847    (Dec.  7)   1946. 


Surgery 

Improvement  in  the  technique  of  thyroid 
surgery  has  kept  pace  with  other  advances. 
Notably  through  the  teachings  of  Dr.  Frank 
H.  Lahey,  radical  resections  can  now  be  per- 
formed with  less  danger  of  recurrent  nerve 
injury,  fewer  instances  of  postoperative 
tetany,  and  fewer  recurrences. 

Summary 

1.  Iodine  remains  a  most  valuable  drug  in 
the  preparation  of  the  patient  with  toxic 
goiter  for  operation. 

2.  Our  present  experience  with  thiouracil 
and  propylthiouracil  indicates  that  the  great 
surgical  hazard  can  be  eliminated  in  patients 
suffering  from  severe  hyperthyroidism  that 
cannot  be  controlled  by  other  measures.  If 
one  of  these  drugs  is  administered  preoper- 
atively  in  combination  with  iodine,  a  more 
radical  and  deliberate  operation  may  be  per- 
formed which  will  result  in  fewer  complica- 
tions and  fewer  recurrences. 

3.  Thiouracil,  propylthiouracil,  and  radio- 
active iodine  appear  to  be  of  value  as  cura- 
tive agents  in  selected  cases  of  toxic  goiter. 


THE  STERILIZATION  OF  THE 

MENTALLY  HANDICAPPED  IN 

NORTH  CAROLINA 

William  P.  Richardson,  M.D. 

State  Board  of  Health 

Raleigh 

and 

Clarence  J.  Gamble,  M.D.     - 

Milton,  Massachusetts 

North  Carolina  is  one  of  the  forward-look- 
ing states  in  which  sterilization  of  psychotic, 
feebleminded,  or  epileptic  individuals  can  be 
carried  out  in  suitable  cases  at  state  or 
county  expense.  Cases  in  which  there  is  a 
hereditary  tendency  to  serious  physical,  men- 
tal, or  nervous  disease  or  deficiency  are  to  be 
reported  by  the  head  of  any  state  institution 
or  by  the  county  superintendent  of  welfare 
to  the  Eugenics  Board  of  North  Carolina.  If, 
after  a  careful  review,  sterilization  appears 
indicated,  this  is  ordered  by  the  Eugenics 
Board  and  carried  out  by  the  institution  or 
county  authorities.  Appeal  to  the  courts  is 
possible  if  the  patient  or  his  family  disagrees 
with  the  recommendation.   When  it  is  under- 
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Table  1 

Sterilizations  under  Eugenic   Sterilization   Laws 
per    100,000    Population 


Hccause    of    Insanity 

Total  to 

In 

Jan.  1,  1947 

194(j 

Gal 

...141 

Va 

..  3.0* 

Kan 

...116 

Cal 

2.4* 

Va 

...102 

Kan 

2.0* 

Del 

...  97 

N.  H 

..   1.2* 

Ore 

...   59 

N.   D 

..   1.0* 

N.  D.  ... 

...  56 

Iowa 

...  0.9 

N.  H.  ... 

...  41 

Ga 

.    0.9 

Conn 

23 

Miss. 

..  0.7* 

Miss.    ... 

...  22 

S.  D 

...  0.5 

Utah  

...  15 

Ind 

..   0.4* 

15 

Ore. 

..  0.4 

Ind 

...  14 

N.  C 

.  0.3 

Minn.  ... 

...  13 

Mich 

..  0.2* 

Okla 

....  13 

Utah  

..  0.2* 

Neb 

11 

Minn 

...  0.03 

N.  C 

...  10 

Mont.  ... 

...     7 

Mich 

...     6 

Ga 

.     6 

...     4 

Vt 

...    3 

Me 

...     2 

Ida 

...     2 

S.  D 

...    2 

W.  Va.  . 

...     1 

Average 

for 

27 

states  h 

ivmg 

sterilizat 

ion 

laws  

...  39    . 

0.8* 

Because  of   Mental   Deficiency 

Total  to  In 

Jan.  1,  iri47  1946 


Del 

...151 

Del.      . 

10.2* 

S.  D 

...107 

Utah   ... 

9.5* 

Cal 

....  84 

Ind 

5.0* 

Ore 

...   80 

Ore.  .  .  .. 

3.7* 

Va 

...  76 

N.   D.   .. 

3.7* 

Utah  

....  66 

Cal.     

3.6* 

Minn 

...  62 

S.  D 

3.4* 

N.  D 

...  58 

Vt. 

2.8* 

N.  H 

....  55 

Mont 

2.6* 

Vt 

...   53 

Va 

2.2 

Wis 

...  47 

N.  C 

2.2* 

Kan 

...  47 

Kan 

2.1* 

Neb 

...  41 

Ga 

1.2 

Mich 

....  39 
....  34 

Me 

1.1* 

Ind 

Mich 

1.0 

Mont 

...  33 

Neb 

1.0 

N.  C 

....  32 

Iowa  

0.8* 

Me 

...  16 

Wis 

0.7 

Iowa  

...  11 

N.   H.   ... 

0.6 

Okla 

...   11 

Miss 

0.1* 

Ga 

...  10 

Minn 

0.03 

Conn 

...     5 

S.  C 

...     4 

Miss 

...    2 

\ 

W.  Va 

...     0.5 

Idaho  

..     0.3 

Average  for 

27 

states  havin 

g 

sterilization 

laws   

...  42 

1.8* 

*1946  rate  greater  than  1945. 

Compiled  from  the  reports  of  the   Human   Betterment  Foundation  and  of  Birthright,  Inc. 

Populations  extrapolated  from   1930  and  1940  censuses. 


stood,  however,  that  tubectomy  gives  the 
needed  protection  without  change  in  sexual 
characteristics,  it  is  almost  invariably  wel- 
comed. 

Statistics  collected  by  the  Human  Better- 
ment Foundation  of  California  and  by  Birth- 
right, Inc."',  show  that  there  were  1827  steri- 
lizations in  North  Carolina  from  the  time  the 
law  was  passed  in  1933  until  January  1,  1947. 
The  fundamental  reason  for  sterilization  was 
mental  disease  in  385  cases  and  mental  de- 
ficiency in  1214.  Of  the  105  tubectomies  in 
1946,  12  were  for  mental  diseases,  83  for 
mental  deficiency,  and  10  for  other  causes. 

Comparison   icith  Other  States 

To  compare  the  extent  of  the  protection 
which  North  Carolina  has  given  its  mentally 
handicapped  citizens  with  that  in  other 
states,  the  numbers  of  sterilizations  per  100,- 
000  population  have  been  calculated  for  each 
state  from  which  data  are  available    (table 

1.    Birtliiiglit,    Itic.    Princeton,    \.    J.,    I'ubliciition    No.    j. 


1).  In  the  proportionate  number  of  tubec- 
tomies performed  because  of  psychosis, 
North  Carolina,  with  10  per  100,000  since 
the  passage  of  the  law,  occupies  seventeenth 
place  among  the  states.  The  corresponding 
value  of  0.3  for  the  twelve  sterilizations  in 
1946  places  the  state  slightly  higher — in 
twelfth  place.  In  both  comparisons,  however, 
the  proportionate  number  of  sterilizations 
for  psychosis  in  North  Carolina  is  less  than 
half  of  the  average  for  the  twenty-seven 
states  which  have  sterilization  laws.  A  some- 
what larger  number  of  insane  patients — 23 
— we.re  protected  in  1945'-\ 

The  number  of  cases  in  which  the  opera- 
tion was  performed  because  of  mental  de- 
ficiency is  much  greater — 32  per  100,000 
since  the  law  was  passed,  and  2.2  per  100,- 
000  in  1946.  The  first  of  these  figures  is 
below  the  average  for  the  twenty-seven 
states,  and  gives  North  Carolina  thirteenth 

2.  Uiflijii'tlson.  'William  P.,  and  Ganiljle,  Clarence  .1.:  'ilit* 
Sterilization  of  the  Insane  and  Mentally  Deficient  in  North 
Carolinii.   Nortli  Carolina  .M.  J.   8:19-21    (Jan.)    1947. 
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place;  the  second  is  slightly  above  the  aver- 
age, and  gives  our  state  eleventh  position. 
Eighty-three  feebleminded  persons  were  pro- 
tected in  1946,  as  compared  with  80  in  1945. 

Inadeqiiacj/  of  Present  Ste)-iUzatio)i 
Program 

That  the  number  of  operations  is  inade- 
quate to  meet  the  needs  of  the  mentally 
handicapped  in  North  Carolina  is  suggested 


by  the  fcllowing  considerations.  In  the  bien- 
nium  ending  June  30,  1944 — the  most  recent 
for  which  statistics  are  available  —  North 
Carolina's  three  state  hospitals  reported 
2716  first  admissions  for  psychosis  and  1231 
deaths.  The  difference  of  1485  approximates 
the  number  of  patients  with  psychosis  who 
were  discharged  for  the  first  time.  This  is 
more  than  eighteen  times  the  79  sterilizations 
performed  in  these  hospitals  during  the  same 


I 


I     % 

9         6 


Fig.  ].  Sterilizations  of  the  insane  reported  by 
state  in.^titutions  since  the  passage  of  the  steri- 
lization laws. 


¥\g.  2.  Sterilizations  of  the  mentally  deficient 
reported  by  state  institutions  since  the  passage 
of  the  sterilization  laws. 
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period.  While  not  all  the  discharged  patients 
were  in  the  fertile  age  or  suffered  from  a 
permanent  form  of  psychosis,  it  is  highly 
probable  that  more  than  1  in  18  should  be 
candidates  for  protective  sterilization. 

It  is  not  possible  to  make  a  comparable  es- 
timate of  the  problem  of  the  mentally  defi- 
cient from  the  population  of  the  Caswell 
Training  School.  Because  of  its  limited  ca- 
pacity''" it  must  care  chiefly  for  the  idiots 
and  the  imbeciles — persons  not  apt  to  be- 
come parents.  It  cannot,  therefore,  receive 
for  brief  periods  of  training  many  morons 
who,  if  protected  from  parenthood,  might 
make  a  satisfactory  place  for  themselves  in 
the  community.  During  the  biennium  ending 
June  30.  1944,  there  were  only  58  persons 
discharged,  all  of  whom  had  been  in  the 
school  more  than  five  years  and  the  majority 
eigteen  years  or  more.  During  the  same  two- 
year  period  33  persons  were  sterilized  at  the 
Training  School.  As  in  the  case  of  the  psy- 
chotic patients,  age  or  other  considerations 
may  have  made  sterilization  inappropriate 
for  some  of  those  discharged  from  the  Train- 
ing School. 

A  more  accurate  indication  of  the  magni- 
tude of  the  problem  lies  in  the  estimate  of  a 
North  Carolina  Committee  on  the  Problem 
of  the  Feebleminded''''  that  2  per  cent  of  the 
state's  inhabitants  are  mentally  deficient. 
This  estimate  indicates  that  there  are  more 
than  70,000  feebleminded  individuals  in  the 
state  and  that  there  will  be  at  least  1.400 
new  cases  each  year.  This  number  is  seven- 
teen times  the  83  mentally  deficient  persons 
protected  by  sterilization  operations  in  1946. 

The  protection  of  future  generations  from 
the  transmission  of  insanity  and  feeblemind- 
edness has  seemed  so  important  to  the  North 
Carolina  legislature  that,  at  its  last  session, 
it  appropriated  funds  for  a  full-time  secre- 
tary of  the  Eugenics  Board.  Miss  Elsie  L. 
Parker  was  appointed  to  fill  this  position,  and 
took  up  her  duties  on  July  24,  1947. 

^espojisibUity  of  the  Medical  Prnfe.'i>;io)} 

A  special  study  of  the  sterilization  prob- 
lem was  recently  made  in  one  North  Caro- 

3.  The  realization  of  the  inadequate  size  of  the 
Caswell  Training  School  led  the  North  Carolina 
Legislature  to  make  an  appropriation  for  an 
expansion,  which  is  planned  to  begin  in  the 
near  future. 

4.  Report  of  the  Committee  on  Caswell  Training  Sdiool  in 
Its  Relation  to  the  Problem  of  the  Feebleminded  of  the 
State  of  \orth  Carolina,   Raleish,   iti26. 


lina  county.  This  showed  that  the  greatest 
obstacle  to  the  protection  of  persons  for 
whom  the  operation  is  appropriate  is  the 
failure  of  the  patients  and  their  families  to 
understand  that  the  operation  has  no  effect 
other  than  the  prevention  of  parenthood.  For 
that  failure  the  medical  profession  is  at  least 
partly  responsible.  If  each  physician  will 
let  his  patients  know  that  sterilization  is  not 
castration  and  does  not  change  sexual  func- 
tions or  reactions,  it  will  greatly  facilitate 
the  protection  of  present  and  future  genera- 
tions from  the  perpetuation  of  mental  dis- 
ease and  mental  deficiency. 


THE  USE  OF  FORCEPS  IN 
OBSTETRICS 

W.  L.  Thomas.  M.D. 
Durham 

Obstetric  care  properly  begins  with  the 
first  prenatal  visit  of  the  patient,  and  is  both 
prophylactic  and  remedial.  A  complete  phy- 
sical examination  and  history  are  obtained 
at  the  first  visit,  and  impressions  are  formed 
concerning  the  possible  necessity  for  an  op- 
erative delivery.  Good  prenatal  care  with 
watchful  expectancy  brings  the  patient  to 
the  time  of  her  labor  in  the  best  possible 
physical  condition. 

Definition  of  Terms 

After  the  onset  of  labor,  the  physician 
simply  studies  the  processes  of  nature  and 
determines  when,  where,  and  how  he  may 
be  of  assistance.  He  must  remember  that  he 
never  can  be  of  "assistance"  unless  some- 
thing goes  wrong.  "Meddlesome"  midwifery 
is  mentioned  only  to  be  condemned.  If  the 
progress  of  labor  goes  wrong,  he  makes  up 
his  mind  to  interfere.  Then  he  studies  what 
he  must  do,  and  when  he  should  do  it.  Any 
development  in  the  course  of  labor  which 
demands  some  form  of  interference  or 
treatment  is  called  an  indication.  The  many 
features  of  each  obstetric  case  which  deter- 
mine or  specify  the  nature  of  the  procedure 
to  be  done  we  call  conditions.  A  condition, 
thus,  is  a  prerequisite  to  be  fulfilled  before 
the  procedure  demanded  by  the  indication 
can  be  carried  out. 


Read    before    the    Fifth    District    Medical    Societv.    Sonthern 
Pines,  April  17.   1917. 

From   the  Department   of   Obstetrics    and    GvnecnlocT.    Duke 
University  School   of  Medicine,   Durham,    North   Carolina. 
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Broadly  speaking,  all  indications  for  inter- 
ference lie  in  the  presence  of  immediate  or 
prospective  danger  to  mother  or  child.  The 
conditions  will  be  found  in  the  state  of  the 
mother  at  the  time  of  the  intended  treatment. 
Only  when  the  conditions  or  prerequisites 
are  met  should  we  act.  Rarely,  the  indication 
may  be  so  strong  that  it  becomes  necessary 
to  "force  the  condition."  For  example,  a  wo- 
man is  bleeding  profusely.  The  indication 
is  to  empty  the  uterus,  but  the  cervix  is  only 
one  finger  dilated.  A  condition  or  prerequi- 
site for  rapid  delivery  is  a  completely  dilated 
cervix ;  therefore,  we  must  first  open  the  cer- 
vix, or  choose  another  procedure  such  as  a 
cesarean  section.  A  condition  which  abso- 
lutely prevents  a  given  line  of  treatment  is 
called  a  contraindication. 

"Operative  Furor" 

Obstetric  operations  require  a  clear  head, 
a  stout  heart,  and  a  steady  hand.  Too  fre- 
quently they  result  in  irreparable  damage  to 
either  the  mother  or  the  infant.  Loss  of  sleep, 
sympathy  for  the  patient,  and  the  pleas  of 
an  anxious  husband  or  family  that  something 
be  done  wear  on  the  doctor's  nerves.  These 
factors,  plus  a  tremendous  urge  that  De  Lee 
calls  "operative  furor,"  deprive  him  of  his 
judgment,  and  his  only  thought  is  to  pull  out 
the  child  regardless  of  everything  else.  I 
believe  that  most  of  us  have  experienced  this 
operative  furor,  with  resulting  damage  to 
the  infant  or  mother,  or  both.  I  have  been 
forced  to  fight  this  frenzy  to  operate,  and 
have  been  greatly  helped  by  two  Latin  mot- 
toes which  are  painted  on  the  walls  in  the 
delivery  rooms  of  the  Chicago  Lving-In  Hos- 
pital: "Primym  Non  Nocere"  (first  of  all  no 
damage)  and  "Non  Vi  Seel  Arte"  (not  with 
force  bu<-  with  skill).  The  obstetric  operator 
must  never  forget  that  undue  "haste  makes 
waste."  Traumatism  carries  more  danger  to 
the  infant  than  does  asphyxia  in  slow  deliv- 
ery. 

Do  Forceps  Have  a  Place? 

Forceps  are  employed  by  some  men  with 
greater  frequency  than  by  others.  Some  ob- 
stetricians consider  them  a  great  boon: 
others  call  them  mutilators.  Some  writer  has 
stated  that  if  the  fetus  in  vtero  had  the  abil- 
ity to  protest  when  a  forceps  was  being  ap- 
plied to  his  head,  he  might  cry  out:  "Don't 
put  those  mutilators  on  my  head — I'll  take 
my  chances  on  a  spontaneous  delivery."  For- 


ceps have  a  very  important  place,  however, 
and  personally  I  would  not  want  to  practice 
obstetrics  without  them.  When  the  indica- 
tions arc  present  and  the  conditions  or  pre- 
requisites met,  the  use  of  forceps  can  be  ex- 
tremely helpful.  Forceps  delivery  must  be 
carried  out  with  art  and  skill,  not  by  force. 

Inclications 

There  are  two  broad  indications  for  the 
application  of  forceps  —  maternal  distress 
and  fetal  distress.  More  specific  indications 
are: 

1.  Failure  of  the  natural  expulsive  forces 
after  full  dilatation  and  retraction  of 
the  cervix  —  for  example,  when  no 
progress  is  being  made  with  the  head 
on  the  perineum  or  arrested  in  the  mid- 
pelvis  for  one  to  two  hours  in  the  trans- 
verse or  occiput  posterior  position. 

2.  Slight  degrees  of  cephalo-pelvic  dis- 
proportion. 

3.  Maternal  toxemia,  heart  disease,  tuber- 
culosis, uterine  inertia,  and  other  dis- 
eases where  it  is  desirable  to  eliminate 
the  effort  and  work  of  the  second  stage 
of  labor. 

4.  Maternal  distress  as  manifested  bv  ac- 
celerated pulse,  rising  temperature, 
marked  and  rising  contraction  ring, 
and  tonically  contracted  uterus. 

n.    Previous  cesarean  section. 

6.  Prematurity;  forceps  should  be  used 
nrophylactically  to  prevent  trauma  to 
the  infant's  head  in  the  birth  CRnal. 

7.  Fetal  distress,  as  shown  bv: 

a.  Consistent  slowing  of  the  heart  rate 
(below  100). 

b.  Consistent  acceleration  of  the  heart 
rate  (above  200). 

c.  Consistent  irregularity  of  the  heart 
rate. 

d.  Passage  of  meconium.  Meconium- 
stained  amniotic  fluid  does  not  mean 
fetal  distress. 

Con  traindica  tion  s 

1.  Monsters — hydrocephalus,  anencepha- 
lus,  and  so  forth. 

2.  Dead  infant  and  cephalo-pelvic  dispro- 
nortion. 

?>.    Marked  cephalo-pelvic  dispronortion. 
4.    An  environment  which  precludes  asep- 
sis. 

Prereqidsite  conditions 

1.    The  head  must  present;  the  only  ex- 
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ception  is  where  forceps  are  employed 
to  deliver  the  after-coming  head  in  a 
breech  presentation. 

2.  The  head  must  be  engaged — that  is,  its 
greatest  diameter  must  have  passed  the 
superior  strait.  The  use  of  forceps  with 
an  unengaged  head  is  criminal. 

3.  The  cervix  must  be  completely  dilated 
and  retracted,  so  that  no  part  of  it  can 
be  felt  when  a  vaginal  examination  is 
made. 

4.  The  membranes  must  be  ruptured. 

5.  There  must  not  be  too  great  dispropor- 
tion between  the  infant's  head  and  the 
pelvis. 

6.  Ideally,  the  bladder  and  rectum  should 
be  empty  and  the  patient  properly 
anesthetized. 

7.  The  operator  must  have  a  thorough 
knowledge  of  the  instrument. 

8.  A  careful  and  thorough  pelvic  exami- 
nation must  be  made  before  application 
to  ascertain  the  position  and  station 
of  the  head. 

9.  Rigid  aseptic  techniques  must  be  ob- 
served. 

General  Typef^  of  Forceps  Operations 

1.  Outlet,  low,  or  perineal  forceps.  The 
station  of  the  head  is  4  to  5  cm.  below 
the  ischial  spines. 

2.  Mid-forceps.  The  greatest  circumfer- 
ence of  the  head  is  in  the  mid-pelvis, 
or  just  below. 

o.  High  forceps.  The  greatest  circumfer- 
ence of  the  head  is  just  below  the  su- 
perior strait,  the  station  is  1  to  3  cm. 
above  the  ischial  spines.  I  cannot  re- 
call that  a  high  forceps  delivery  has 
ever  been  performed  at  Duke  Hospital. 
We  prefer  internal  jwdalic  version  with 
breech  extraction. 

Technique  for  the  Application  of  Forceps 

It  is  always  a  good  policy  to  "practice  in 
the  air,"  so  to  speak.  The  ideal  application 
is  a  cephalo-pelvic  one.  The  forceps  should 
be  held  in  front  of  the  perineum  in  the  posi- 
tion you  wish  to  have  them  inside  the  pelvis. 

There  are  two  good  general  rules  or  laws 
for  applying  forceps,  which  I  shall  designate 
as  the  "Law  of  the  Forceps"  and  the  "Rule 
of  the  Forceps."  The  Law  of  the  Forceps 
states  that  the  front  of  the  blades  must  go 
to  the  point  of  direction.  The  front  of  the 
blades  is  the  concave  surface  of  the  narrow 


tips  of  the  blades.  In  occiput  anterior  and 
transverse  presentations,  the  point  of  direc- 
tion is  the  occiput:  in  posterior  occiput  posi- 
tions, the  forehead  becomes  the  point  of  di- 
rection. 

The  Rule  of  the  Forceps  is  that  the  left 
blade  is  first  taken  in  the  left  hand  and  ap- 
plied to  the  left  side  of  the  pelvis,  and  the 
right  blade  is  then  taken  in  the  right  hand 
and  applied  to  the  right  side  of  the  pelvis. 
The  only  time  that  this  rule  is  broken  is  in 
a  right  occiput  transverse  position,  where  the 
right,  or  posterior,  blade  is  applied  first. 

After  the  forceps  are  applied,  a  trial  pull 
should  be  made  to  make  certain  that  there 
is  no  slipping  of  the  blades  on  the  head.  Trac- 
tion should  then  be  applied  in  such  a  way  as 
to  mimic  normal  labor — a  gradual,  sustained 
pull  for  one  to  two  minutes,  with  gradual 
release  and  rest  for  one  to  two  minutes  to 
allow  circulation  to  return  to  the  brain  of 
the  infant.  Never  forget  for  one  minute  that 
what  you  have  between  those  two  steel  blades 
is  a  friable  brain.  Pull  in  the  direction  of  the 
birth  canal,  remembering  the  "curve  of 
Carus."  A  traction  bar  should  be  used  in  mid- 
forceps deliveries.  If  it  takes  nature  one  or 
two  hours  to  complete  the  second  stage  of 
labor,  why  should  you  try  to  deliver  the  head 
with  one  fell  swoop? 

When  rotation  is  indicated,  try  manual  ro- 
tation first  and  then  apply  the  blades.  It  is 
amazing  how  easy  manual  rotation  may  be 
in  com'jarison  to  forceps  rotation.  When  a 
forceps  rotation  is  necessary,  try  a  "push- 
turn-pull"  or  a  "push-pull-turn"  maneuver ; 
never  churn  the  baby's  head  up  and  down. 
If  the  head  does  not  rotate  through  the  short- 
est distance  anteriorly  with  ease,  try  the 
longer,  145-degree  rotation.  Don't  get  opera- 
tive furor !  Never  compress  the  handles.  Use 
the  finger  hooks  for  traction. 

After  the  completion  of  an  operative  de- 
livery (anything  but  the  so-called  prophy- 
lactic perineal  or  outlet  forceps)  palpate  and 
inspect  the  entire  birth  canal  for  damage. 

Finally,  while  mana.ging  the  third  and 
fourth  stages  of  labor,  or  in  the  dressing 
room,  carry  out  the  profitable  procedure  of 
refiection.  Review  the  case  and  consider  the 
result;  examine  yourself  to  see  if  your  judg- 
ment has  been  good,  your  technique  perfect. 
Then  decide  what  you  would  do  in  a  similar 
case  or  if  the  same  woman  became  pregnant 
again. 
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THE  RADIOLOGIC  DIAGNOSIS  OF 
PERICOLITIS  AND  PERICOLONIC 

MASSES 

Allan  Tuggle,  M.D.* 

and 

Thomas  A.  Murrah,  M.D. 

Charlotte 

111  any  diagnostic  problem  referred  to  him, 
the  radiologist  should  attempt  to  determine 
whether  or  not  an  abnormality  or  pathologic 
lesion  exists,  and,  if  so,  where  it  is  located 
and  of  what  nature  it  is.  In  some  diseases 
the  radiologist  can  contribute  nothing  to  the 
diagnosis;  in  others,  the  accuracy  of  roent- 
gen study  is  quite  high.  Between  these  two 
extremes  lie  those  conditions  in  which  the 
radiologist  can  contribute  evidence  pointing 
toward  the  correct  solution,  or  can  exclude 
a  tentative  diagnosis  by  the  demonstration 
of  normal  roentgen  findings. 

The  colon,  except  for  its  extreme  distal 
portion  (rectum  and  rectosigmoid),  is  within 
the  radiologist's  realm.  It  is  his  dutj^  to  diag- 
nose anomalies,  foreign  bodies,  tumors,  di- 
verticular pockets,  ulcerations,  polyps,  in- 
flammations, and  strictures  resulting  from 
previous  disease.  In  addition  to  the  intrinsic 
lesions  of  the  colon  itself,  it  is  often  possible 
to  show  disease  beginning  in  the  colon  but 
extending  beyond  its  confines.  At  other  times, 
by  using  the  barium-filled  colon  as  an  ana- 
tomic landmark,  the  radiologist  may  demon- 
strate disease  adjacent  to  the  colon,  but  not 
primarily  in  it. 

Anatomy  of  the  Colon 

The  colon  is  largest  in  the  cecum ;  it  grad- 
ually diminishes  in  size  until  the  rectosig- 
moid is  reached,  and  then  enlarges  again 
into  the  rectal  ampulla.  The  cecum  lies  in 
the  riglit  lower  quadrant  and  is  subject  to 
pressure  or  involvement  by  any  of  the  dis- 
eases in  this  location.  The  ascending  colon 
continues  upward  from  the  cecum  and  ends 
at  the  hepatic  flexure.  The  hepatic  flexure 
has  no  firm  attachment  above,  and  its  posi- 
tion varies.  The  transverse  colon  has  a  long 
mesenterv,    and    traverses    the    abdominal 
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cavity  to  end  at  the  splenic  flexure,  which  is 
suspended  by  the  phrenico-colic  ligament. 

The  hepatic  flexure  lies  between  the  duo- 
denum medially  and  the  anterior  margin  of 
the  liver  or  side  wall  of  the  abdomen  later- 
ally ;  above,  it  corresponds  to  the  colon  im- 
pression on  the  liver ;  and  posteriorly,  it  rests 
on  the  kidney.  The  transverse  colon  nor- 
mally crosses  the  second  portion  of  the  duo- 
denum and  the  head  of  the  pancreas.  It  lies 
behind  the  greater  omentum.  It  is  in  relation 
to  the  liver,  gallbladder,  stomach,  body  of 
the  pancreas,  and  spleen.  The  splenic  flex- 
ure is  well  behind  the  stomach  and  in  contact 
with  the  lower  part  of  the  spleen.  The  upper 
part  of  the  descending  colon  is  in  contact 
with  the  lateral  border  of  the  upper  pole  of 
the  left  kidney. 

Case  Reports 

The  following  cases  illustrate  the  roent- 
gen diagnosis  of  pericolitis  and  pericolonic 
masses. 

Case  1 

A  63-yoar-old  man  was  admitted  with  the  chief 
complaint  of  pain  in  the  left  side.  Palpation  of  the 
abdomen  disclosed  an  acutely  tender  mass  the  size 
of  a  grapefruit  in  the  left  mid-abdomen.  The  leuko- 
cyte count  was  20,000  and  the  patient  had  a  septic 
type  of  fever.  A  barium  enema  (fig.  1)  showed  num- 
erous diverticular  pockets  and  irregularity  in  the 
sigmoid.  The  barium  extended  outside  the  lumen 
into  sinus  tracts.  Operation  was  refused,  and  the 
patient  was  discharged  with  a  diagnosis  of  diverti- 
culitis and  pericolitis. 

At  a  later  admission,  the  mass  in  the  left  side  of 
the  abdomen  was  found  to  have  increased  in  size. 
Sinus  and  fistulous  tracts  had  increased  in  both 
length  and  number'.  At  operation  the  entire  descend- 
ing colon,  the  omentum,  and  a  small  portion  of  the 
small  bowel  were  found  to  be  involved  in  an  inflam- 
matory mass  occupying  almost  the  entire  left  side 
of  the  abdomen. 

Case  2 

A  54-year-old  man  was  admitted  with  numerous 
fistulous  tracts  in  the  region  of  the  right  iliac 
crest.  For  several  months  before  admission  he  had 
experienced  intermittent  attacks  of  cramp-like  pains 
in  the  lower  right  quadrant  of  the  abdomen,  and 
finally  noted  a  swelling  in  this  area.  At  another 
hospital  an  abscess  was  drained  and  healed  unevent- 
fully. Shortly  after  this  occurrence,  the  fistulous 
tracts  developed.  By  injection  of  the  tracts  with 
lipiodol,  connection  with  the  bowel  was  demonstrated. 
A  barium  enema  and  small-bowel  studies  (fig.  2) 
revealed  an  ileitis  with  numerous  tracts  and  dis- 
tortion of  the  terminal  ileum  and  cecum. 

Case  3 

A  woman,  aged  56,  had,  for  several  months  be- 
fore admission,  complained  of  vague  and  indefinite 
discomfort  in  the  left  upper  quadrant  of  the  abdo- 
men. Although  the  discomfort  seemed  to  be  radicular 
in  type,  neurologic  and  orthopedic  studies  failed  to 
show  a  cause  for  the  pain.  Roentgen  examination 
of  the  stomach  demonstrated  irregularity  along  the 
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greater  curvature,  with  a  pressure  defect  at  this 
site.  A  barium  enema  (fig.  3)  revealed  a  large,  grape- 
fruit-sized cavity  in  the  distal  transverse  colon.  The 
colon  proper  could  not  be  followed  through  this 
mass.  The  radiologic  impression  was  pericolonic 
abscess. 

At  operation  a  carcinoma  of  the  splenic  fle.xure 
with  a  large  pericolonic  abscess  was  found. 

Ca.se  4 

A  73-year-old  woman  was  admitted  because  of 
increasing  constipation  of  tln-ee  years'  duration. 
X-ray  views  of  the  pelvis  revealed  absence  of  the 
lower  half  of  the  sacrum  and  the  entire  coccyx. 
There  was  a  soft-tissue  mass  in  this  area,  pushing 
the  barium-filled  rectum  to  the  right  and  forward 
(fig.  4).  The  radiologic  impression  was  chordoma  or 
chondrosarcoma. 

At  operation  a  large  chordoma  was  found. 

Case  5 

A  man,  aged  39,  was  admitted  because  of  pain 
and  a  mass  in  the  right  abdomen  of  three  weeks' 
duration.  It  was  doubtful  that  he  had  had  fever 
prior  to  admission,  but  in  the  hospital  he  did  show 
a  low-grade  fever.  A  right  retrograde  pyelogram 
showed  the  upper  urinary  tract  to  be  normal,  with 
no  stones.  A  barium  enema  (fig.  5)  revealed  a  con- 
centric filling  defect  in  the  opaque  column  in  the 
upper  ascending  colon.  At  operation  a  large  peri- 
nephritic  and  pericolonic  abscess  was  found. 

A  subsequent  barium  enema  revealed  the  colon  to 
be  normal. 

Case  6 

A  34-year-old  man  was  first  seen  on  April  26.  194(5, 
because  of  addiction  to  opiates.  The  addiction  is  ex- 
plained by  the  following  story:  In  August,  1943,  a 
fellow  worker  thrust  the  spout  of  an  oil  can  up  his 
rectum.  Although  there  was  no  immediate  pain,  he 
soon  noted  slight  pain  in  the  lower  rectum,  together 
with  a  continuous  urge  to  defecate.  He  was  admitted 
to  a  local  hospital  because  of  continued  and  increas- 


ing pain.  A  barium  enema  was  made,  with  equivocal 
findings.  Sigmoidoscopic  examination  revealed  nar- 
rowing at  the  apex  of  the  rectum.  At  operation  a 
mass  was  found  at  the  apex  of  the  rectum,  and  a 
diagnosis  of  carcinoma  was  made.  A  colostomy  was 
performed,  but  no   biopsy  was  made. 

Following  this  operation,  the  patient  was  in  and 
out  of  numerous  hospitals,  and  was  discharged  each 
time  with  a  diagnosis  of  carcinoma  of  the  rectum. 
This  diagnosis  was  evidently  made  on  the  basis  of 
rectal  examination  only.  During  this  time  his  con- 
sumption of  opiates  increased  gradually. 

When  he  was  admitted  to  Memorial  Hospital,  a 
firm  mass  was  palpated  low  in  the  left  side  of  the 
pelvis.  An  x-ray  of  the  pelvis  (fig.  6)  revealed  barium 
in  the  rectum.  This  was  evidently  the  hard  mass 
that  previous  investigators  had  called  carcinoma. 
It  had  been  present  since  the  barium  enema  was 
done  in  1943 — approximately  two  and  a  half  years. 
By  repeated  oil  and  soap  enemas,  and  with  digital 
manipulations,  this  barium  mass  was  removed.  The 
patient's  symptoms  were  relieved  following  this 
procedure. 

A  subsequent  barium  enema  failed  to  reveal  a 
lesion  within  the  lumen  of  the  rectum  and  sigmoid 
colon  up  to  the  distal  colostomy  stoma.  At  operation 
the  mass  in  the  left  pelvis  was  found  to  be  an 
encapsulated  oil  granuloma.  A  facetious  pathologic 
diagnosis  was  "3-in-l  Oil  granuloma." 

Sumnuo'ij 

The  anatomy  of  the  colon  has  been  dis- 
cussed, and  cases  have  been  reported  to  ilhis- 
trate  (1)  lesions  beginning  in  the  colon  and 
extending  beyond  its  confines;  (2)  lesions 
adjacent  to  or  involving  the  colon,  but  not 
primarily  in  it;  and  (3)  that  the  barium- 
filled  colon  can  be  used  as  an  anatomic  land- 
mark. 
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IRRADIATION  FOR  LYMPHOID 

HYPERPLASIA  AND  ALLERGIC 

BRONCHIAL  ASTHMA 

Bennette  B.  Pool,  M.D. 

James  A.  Harrill,  M.D. 
I  and 

\  J.  P.  Rousseau,  M.D. 

•  Winston-Salem 

X-Ray  Thcrupij  fur  Asthma  and 
Hay  Fever 

In  1921  S.  Gilbert  Scott'i',  a  British  physi- 
cian, discovered  that  some  patients  with  can- 
cer of  the  breast  who  also  had  bronchial 
asthma  were  relieved  of  their  asthmatic 
symptoms  after  radiation  therapy.  In  1926 
the  same  author  reported  21  cases  of  chronic 
asthma  treated  by  radiation  over  a  period  of 
two  and  one  half  years'-'.  He  stated  that 
the  therapy  was  of  definite  palliative  value, 
and  believed  that  the  poor  results  reported 
by  many  who  had  tried  this  method  were 
caused  by  failure  to  use  radiation  over  a 
large  enough  field.  Since  this  time  numerous 
physicians  have  used  radiation  therapy  for 
allergic  diseases,  especially  asthma.  The  re- 
sults have  not  been  consistent,  and  the 
method  has  never  attained  great  popularity. 

In  1925  Muller'3'  reported  22  cases  of  bron- 
chial asthma  treated  by  roentgen  rays.  Im- 
provement occurred  in  77.4  per  cent.  He  be- 
lieved, as  do  other  writers,  that  better  re- 
sults are  obtained  by  using  radiation  not  only 
over  the  lung  fields,  but  over  several  differ- 
ent organs,  widely  separated.  It  appears, 
therefore,  that  the  results  are  probably  due 
to  effects  upon  the  blood,  and  are  not  de- 
pendent on  a  specific  substance  generated 
from  any  one  organ  after  radiation. 

In  1931  Schreus  and  Willms'^'  reported 
good  results  in  75  per  cent  of  their  hay-fever 
patients  treated  with  x-ray.  Apparently  this 
method  of  therapy  acts  in  part  as  a  desen- 
sitizing  agent   to   the   mucous   membranes. 
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Grain''"  stated  that  x-ray  therapy  in  44  cases 
of  asthma  and  16  of  hay  fever  was  successful 
in  45  per  cent  of  the  asthmatics  and  in  50 
per  cent  of  the  hay-fever  patients. 

Rackemann"",  in  summarizing  the  work 
of  several  observers,  found  that  the  percent- 
age of  good  results  from  the  use  of  x-ray 
in  all  forms  of  asthma  varied  from  12  to  75. 
He  stated  that  he  had  advised  x-ray  therapy 
in  only  a  few  cases.  Unger'"'  found  that  a 
few  patients  are  benefited,  but  that  the  bene- 
fit is  usually  temporary,  lasting  only  a  few 
weeks  to  a  few  months.  The  main  contra- 
indication to  the  use  of  x-ray  therapy  is  pul- 
monary tuberculosis. 

Hull,  Balyeat,  and  Chont'^'  have  used  radi- 
ation therapy  over  the  chest  and  sinuses  in 
asthmatic  patients  with  evidence  of  sinus 
disease.  By  this  means  they  have  been  able 
to  control  asthma  in  patients  who  had  not 
responded  to  other  means  of  treatment.  Evi- 
dence is  accumulating  that  x-ray  therapy  is 
of  definite  value  in  cases  of  asthma  associa- 
ted with  infection  of  the  sinuses  or  bronchial 
tree.  As  most  chronic  asthmatics  have  in- 
fection in  one  of  these  organs,  the  roentgen 
treatment  of  asthma  is  assuming  more  im- 
portance. 

Radiation  Therapy  fo)'  Lymphoid 
Hyperplasia 

Radiation  therapy,  either  by  roentgen  rays 
or  by  radium,  is  of  definite  value  in  treating 
hypertrophied  lymphoid  tissue  in  the  nasi.i- 
pharynx,  whether  it  is  due  to  chronic  infec- 
tion or  to  allergic  hyperplasia.  Hyperplasia 
of  lymphoid  tissue  is  one  of  the  chief  causes 
of  many  ills  of  the  upper  respiratory  passage 
— repeated  colds,  postnasal  drip,  sinusitis, 
ear  infections,  and  deafness.  Hypertrophy 
of  this  tissue  in  and  about  the  eustachian 
tube  may  cause  edema  of  the  surrounding 
mucous  membrane,  impair  ventilation,  and 
damage  the  middle  ear. 

Crowe'-"  is  the  pioneer  in  using  radium 
for  the  treatment  of  hyperplastic  lymphoid 
tissue  in  the  nasophaiynx.    Fortunately  this 
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Fever  and   Asthma.   New    York,   Macniillan-    1931. 

7.  L'nger.  L. :  Bronchial  Asthma,  Springfield,  III..  C.  C. 
Thomas.    1945,    p.   458-459. 

,s.  Hull,  W.  M..  Balyeat,  R.  M..  and  Chont.  L.  K. :  Thera- 
peutic Value  of  Roentgen  Treatment  in  Chronic  .Vsthnia. 
Am.  J.   Roentgenol.   49:227-233    (Feb.)    1943. 

9.  (a  I  Crowe,  S.  J.  and  Walzl,  E.  M.:  Irradiation  of  Hyper- 
plastic Lymphoid  Tissue  in  the  Nasopharynx.  J..-\.M.A. 
134:124-127  (May  10)  1947;  (b)  Crowe.  S.  J.  and  Ward. 
A.  T. :  Local  t'se  of  Sulfadiazine.  Tyrothricin.  Penicillin, 
and  Radon  in  Otolaryngology,  North  Carolina  M.  J.  4: 
431-435    (Oct.)    1943. 
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tissue  is  very  sensitive  to  irradiation,  and 
doses  so  small  as  not  to  impair  in  any  vi^ay 
normal  mucous  membrane,  gland,  or  cartil- 
age will  cause  the  lymphoid  tissue  to  de- 
crease or  disappear.  Reduction  of  lymphoid 
tissue  will  help  in  many  cases  to  control 
bronchial  asthma. 

Experience   with  Roentgen   Treatment  of 
L;imphoid  Huperpktsia  and  Asthina  at 
the  No)ih  Cai-oUna  Baptist  Hospital 

During  the  war  years  150  patients  with 
nasopharyngeal  lymphoid  hyperplasia  and 
20  pativ^nts  with  asthma  were  treated  by 
x-ray  at  the  North  Carolina  Baptist  Hos- 
pital. Most  of  the  former  group  were  re- 
ferred for  irradiation  because  of  some  de- 
fect in  hearing,  chronic  cough,  chronic  phar- 
yngitis, or  repeated  respiratory  infections. 
An  effort  was  made  to  follow  up  the  results 
of  treatment  in  these  170  cases.  Statements 
were  received  from  72  per  cent  of  those 
treated ;  of  this  number,  34  per  cent  stated 
that  they  had  obtained  some  relief,  43  per 
cent  that  they  were  greatly  improved.  Some 
of  these  said  that  they  had  been  completely 
relieved  and  had  had  no  recurrence  of  symp- 
toms. Thirty-three  per  cent  of  those  report- 
ing had  failed  to  obtain  a)iy  relief. 

Of  the  20  asthmatic  patients,  10  were  pri- 
vate patients  who  had  had  a  general  allergic 
study.  The  roentgen  treatment  Avas  used  be- 
cause they  had  not  responded  well  to  an 
allergic  regimen.  One  45-year-old  woman 
obtained  great  relief  from  the  x-ray  treat- 
ment and  left  the  hospital  in  four  days  after 
completing  therapy.  Her  improvement  lasted 
for  about  four  months,  and  she  returned  in 
six  months  and  asked  for  another  roentgen 
treatment.  This  relieved  her  in  about  four 
days.  She  was  a  great  deal  better  for  two 
years,  and  then  returned  for  another  treat- 
ment. Since  that  time  she  has  been  decidedly 
improved.  She  has  remained  on  an  allergic 
regimen  the  whole  time. 

Another  30-year-old  woman  has  obtained 
relief  for  a  year  following  x-ray  therapy; 
she  too  has  continued  her  routine  allergic 
treatmerit.  A  60-year-old  man  who  was  seri- 
ously ill  in  status  asthmaticus  was  greatly 
relieved  in  forty-eight  hours;  he  left  the 
hospital  in  one  week  after  completing  his 
roentgen  treatment  and  has  been  able  to 
carry  on  his  work  while  continuing  treat- 
ments for  his  allergy. 


No  remarkable  results  were  obtained  in 
any  of  the  other  patients.  These  cases  were 
treated  by  the  latest  accepted  method,  with 
a  large  field  of  radiation  and  small  dosage. 
There  were  no  serious  ill  effects  in  any  of 
the  patients.  X-ray  therapy  used  for  the 
lymphoid  tissue  caused  a  few  to  complain  of 
dryness  of  the  throat  for  a  few  days,  but 
this  soon  cleared  up.  Most  of  the  asthmatic 
patients  complained  of  some  malaise — in 
most  cases  for  about  twenty-four  hours  after 
each  treatment;  there  was  some  loss  of  ap- 
petite in  most  of  the  patients,  but  none  ex- 
perienced nausea  or  vomiting,  and  most  of 
the  symptoms  disappeared  after  the  first 
day. 

At  an  orphanage 

During  the  same  period  20  children  from 
the  Methodist  Children's  Home  in  Winston- 
Salem  also  received  roentgen  therapy,  chief- 
ly for  lymphoid  hypertrophy,  middle  ear  in- 
fection, and  deafness.  Of  these,  27  per  cent 
improved  greatly,  33  per  cent  were  helped 
to  some  extent — that  is,  they  have  not  been 
sick  as  often — ,  and  40  per  cent  seemed  to 
receive  no  benefit.  The  older  children  in  this 
group  did  not  improve  as  much  as  did  the 
children  from  4  to  8  years  of  age.  It  is  very 
likely  that  if  the  treatment  had  been  re- 
peated, better  results  would  have  been  ob- 
tained. 

Conclusion 

Before  the  real  value  of  irradiation  as  a 
therapeutic  agent  in  allergic  disorders  can 
be  determined,  many  more  cases  must  be 
studied.  It  is,  however,  an  agent  well  worth 
further  investigation. 


Army  Medical  Department  Tests  New  Wonder  Drug 

The  U.  S.  Army  Medical  Department  soon  will 
.stage  the  most  extensive  test  yet  made  of  the  effi- 
cacy of  Chloromycetin,  the  only  drug  thus  far  dis- 
covered which  is  as  effective  against  certain  ricket- 
tsial disease-causing  organisms  as  the  sulfa  drugs 
and  penicillin  are  effective  against  bacteria.  The  test 
will  be  made  in  an  effort  to  stop  the  spread  of  the 
dreaded  scrub  typhus  in  the  Far  East. 

Dr.  J.  E.  Smadel,  director  of  virus  research  at  the 
Army  Medical  Center,  and  one  of  the  discoverers 
of  this  substance,  plans  to  fly  to  the  Malay  States 
early  this  spring  with  a  supply  of  the  drug  for  the 
treatment  of  native  plantation  workers  among  whom 
scrub  typhus  is  making  serious  inroads. 

The  new  drug  showed  considerable  potency  against 
both  typhus  and  scrub  typhus  organisms  in  experi- 
mental infections  of  incubated  eggs  and  in  animals. 
It  also  proved  effective  against  several  other  mala- 
dies due  to  rickettsia. 
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LARGE  CONGENITAL  DEFECT  OF  THE 

ABDOMINAL  WALL  WITH 

EVENTRATION 

H.  Max  Schiebel,  M.D. 
Durham 

Congenital  absence  of  the  anterior  abdom- 
inal wall,  or  failure  of  the  wall  to  close,  is 
admittedly  a  rarity.  Rare  things  are  usually 
of  academic  interest  only.  Congenital  even- 
tration, however,  is  important  because  it 
must  be  recognized  by  the  general  practi- 
tioner, obstetrician,  and  pediatrician,  and  at 
times  by  the  surgeon.  The  life  of  the  child, 
who  may  be  healthy  and  otherwise  normal, 
depends  upon  prompt  recognition  and  treat- 
ment. 

Johns"'  and  Jarcho'-'  have  thoroughly  re- 
viewed the  literature  on  this  condition,  which 
was  first  described  by  Lycosthenes'''  in 
1557.  To  date,  about  102  cases  of  large  de- 
fects of  the  abdominal  wall  have  been  re- 
ported. There  have  been  many  reports  of 
small  defects,  the  majority  of  which  were 
apparently  simple  umbilical  hernias. 

Johns'"  divides  all  the  reported  cases  into 
three  groups.  Group  1  includes  68  cases,  all 
stillborn  infants,  with  complete  exstrophy 
of  the  entire  abdominal  viscera,  often  com- 
bined with  other  abnormalities.  Gi'oup  2 
contains  19  cases  of  babies  who  were  born 
alive  but  were  not  operated  on.  It  is  signifi- 
cant that  all  died,  and  equally  significant 
that  some  survived  as  long  as  fourteen  days 
after  birth.  Certainly  it  is  reasonable  to  be- 
lieve that,  with  such  tenacity  of  life,  some 
of  them  would  have  lived  had  repair  been 
carried  out. 

Group  3  includes  15  cases  in  which  at- 
tempts at  repair  were  made.  There  were  10 
recoveries  and  5  deaths.  The  first  successful 
operation  was  reported  by  Hogue'^'  in  1882. 
The  operation  was  repeated  in  1892  and 
1903,  but  not  again  until  1929.  These  15 
cases  are  listed  in  table  1.  The  over-all  mor- 
tality was  33  1/3  per  cent. 

Incidence 

In  reviewing  the  literature  it  is  very  difii- 

1.  Johns,  F.  S.  •  Congenital  Defect  of  the  Ahdominal  Wall 
in  the  New  Born  (Gastroschisisl,  Ann.  Snrg.  123:880-8!I9 
(Mnv)    liitG. 

2.  .larcho,  J.:  Consenital  Umbilical  Hernia,  Snrjr.,  Gynec,  & 
Obst.    (i5:593-e00    (Nov.)    1937. 

,•!.  l.ycosthenes.  cited  by  Bernstein.  V.:  Gastroschisis.  Rare 
Teratoloprical  Condition  in  the  Newborn.  Arch.  Pediat. 
r.Trr.iij-si.i   (Aug.)  wjn. 

•1.  Hogue,  W.  P.,  in  Tr.  M.  Soc.  West  Virginia,  1SS7.  pp. 
■LIG-tSS. 
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Sketch    showing    lateral    and    anterior 
views  of  the  defect. 


cult  to  determine  the  exact  incidence  of 
eventration.  It  is  obvious  that  many  reports 
include  herniation  into  the  cord  and  simple 
umbilical  hernia.  True  eventration  is  pres- 
ent only  when  there  is  a  defect  of  closure  of 
the  abdominal  wall.  Jarcho'-'  reported  2 
cases  in  10.620  births  at  the  Sydenham  Hos- 
pital, New  York.  He  cited  report.-^  in  the  lit- 
erature giving  an  incidence  of  2  ca.ses  in 
9,500  bir+hs  at  Rostow  Hospital  and  4  in  20,- 
735  births  at  the  Munich  Clinic.  The  present 
case  being  reported  was  the  first  to  occur  in 
7,525  births.  Apparently  we  can  expect  such 
a  congenital  abnormality  about  once  in  every 
5,000  births. 

Etiology 

Several  theories  regarding  the  cause  of 
this  defect  have  been  advanced.  The  first 
was  presented  by  Ballantyne'"'',  who  thought 
that  it  vt-as  due  to  the  pressure  of  the  amnion 
upon  the  abdominal  wall.  The  second  was 
advanced  by  Jarcho'^',  who  felt  that  it  was 
due  to  failure  of  the  primitive  intestinal 
loop  to  withdraw  into  the  abdominal  cavity. 
Recently,  Politzer  and  Sternberg""  have  pro- 
duced excellent  evidence  that  it  is  most 
likely  caused  by  failure  of  the  myotome  of 
mesoblastic  origin  to  spread  ventrally  from 
the  primitive  spine  at  about  the  third  week. 

The  covering  of  the  protruding  mass  is 
found  to  consist  of  peritoneum,  a  thin  layer 
of  Wharton's  jelly,  and  amnion.  This  ma- 
terial  is   translucent   and   moist.     The   cord 

:>.  Ballantyne,  .T.  W. :  Quinquennium  of  Medicine  and  Sur- 
gery,  1900-10,  Edinburgh,  W,  Green  &:  Sons;   1911.   p.   38. 

0.  Sternberg,  H.  and  Politzer.  G. :  Ueber  die  formale  Genese 
der  Fehbildungen  des  Nabelstranges  und  der  ventralen 
Koerperwand,  nebst  Beschreibung  eines  einschla^gigen 
Falles.  Beitr.  z.  path.  Anat.  u.  z.  allg.  Path.  88:1,00-192 
(Nov.    19)    1931. 
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Table  1 

Ca 

.ses  in  Wh 

ich  Repair  of  the  Defect  Was  Attempted 

Reported  by 

Year 

Color 

Hize  of 
Sex                          Defect 

Time  Elap^infj 
between  Birth 
(nut  Operation 

Result 

Time  of 
Fotloiv-Up 

1. 

Hogue,   W.   P. 
Charleston,  W.  Va 

1882 

N. 

M.                l"xl%" 

IVa  Hours 

Living  and 
Normal 

8  Years 

2. 

Benedict,   S.  C. 
Athen.s,  Ga. 

1892 

W. 

M.             4"  Diam. 

53  Hours 

Living  and 
Normal 

3  Weeks 

3. 

Sanderson,  S.  E. 
Detroit,  Mich. 

1903 

Not 

given             Large 

24  Hours 

Died 

24  Hours 

4. 

Caffier,  P. 
Berlin 

1929 

W. 

M.             3"  Diam. 

Brief  Con- 
servative 
Treatment 

Living'  and 
Healed 

3  Months 

5. 

Gamble,   H.  A. 
Greenville,  Miss. 

1930 

W. 

M.             31/2"  Diam. 

None 

Living  and 
Normal 

16  Years 

(). 

Williams,   C. 
Richmond,  Va. 

1930 

N. 

F.              3"  Diam. 

2  Days 

Died 

12  Hours 

7. 

Jarcho,   J. 
New  York 

1932 

W. 

F.              Large 

12  Hours 

Living  and 
Well 

SV2  Years 

8. 

Dry,   F.   M. 
Illinois 

1934 

W. 

F.               Large 

Brief 

Died 

Same  Day 

9. 

Koons,    F.    W. 
Kansas 

1934 

w. 

Not             2"  Diam. 
given 

Hours 

Died 

4  Days 

10. 

Johns,   F.   S. 
Richmond,  Va. 

1942 

w. 

M.             10  X  10  Cm. 

Vo  Hour 

Living  and 
Normal 

31/2  Years 

11. 

Watkins 
Waynesboro,  Va. 

1943 

w.- 

M.             Slit  1" 
Long 

1/2  Hour 

Living  and 
Normal 

5  Weeks 

12. 

Marguiles,  L. 

1944 

w. 

M.             8  Cm. 
Diam. 

24  Hours 

Died 

2%  Months 

13. 

Schiebel,  H.  M. 
Durham.  N.  C. 

1944 

w. 

F.              5  Cm. 
Diam. 

1  Hour 

Living  and 
Normal 

30  Months 

14. 

Marbury,  W.  B. 
Washington,  D.  C. 

1945 

w. 

8  Cm. 
Diam. 

8  Hours 

Living  and 
Normal 

6  Months 

15. 

McGuire,  C.  H. 
Louisville,  Ky. 

1945 

Large 

Brief 

Living  and 
Normal 

1  Year 

proper  usually  comes  away  at  the  inferior 
border  of  the  defect. 

Case  Report 

A  white  female  weighing  7  pounds,  9 
ounces,  was  delivered  by  Dr.  Waldo  Boone 
at  6 :44  p.m.  on  December  27,  1944.  The  pa- 
rents were  normal,  and  the  family  history 
was  negative  for  any  congenital  abnormali- 
ties. Delivery  was  normal,  following  a  full- 
term  pregnancy. 

I  was  asked  to  see  the  baby  at  7:15  p.m. 
Physical  examination  showed  a  newborn 
infant,  normal  except  for  a  rounded  mass 
protruding  from  the  abdomen  through  a 
more  or  leas  circular  opening  5  cm.  in  diam- 
eter. This  mass  increased  as  the  child  in- 
spired or  cried,  and  at  the  same  time  it  would 
rise  5-7  cm.  above  the  abdominal  wall  con- 
tour. It  was  covered  by  a  thin,  shiny,  gela- 
tinous material  similar  to  that  on  the  um- 
bilical cord  which  came  away  at  the  inferior 
margin  (fig.  1).  A  diagnosis  of  eventration 
was  made.    The  area   was   covered  with   a 


sterile  pad,  and  preparations  were  made  for 
immediate  operation. 

The  operation  was  carried  out  one  hour 
after  delivery,  under  ether  anesthesia.  The 
skin  was  cleansed  with  tincture  of  merthio- 
late  and  then  alcohol.  Alcohol  alone  was 
used  on  the  gelatinous  covering.  A  circum- 
cision of  the  cord  and  gelatinous  material 
was  made,  cutting  a  fresh  edge  of  skin.  The 
protruding  mass  consisted  of  the  right  lobe 
of  the  liver,  the  gallbladder,  and  a  part  of 
the  duodenum.  These  organs  were  all  inti- 
mately .^.dherent  to  the  gelatinous  covering 
and  had  to  be  freed  by  sharp  dissection.  The 
fascia  was  then  exposed  in  a  circular  fashion 
for  about  2  cm.  Two  rows  of  no.  40  cotton 
sutures  were  placed  through  the  fascia,  thin 
muscle  and  peritoneum,  and  an  overlapping, 
Mayo-type  closure  was  made  from  side  to 
side.  The  skin  was  closed  with  no.  60  cotton. 
All  the  sutures  had  to  be  placed  and  a  gentle 
pull  exerted  upon  them  all  before  any  could 
possibly  be  tied.  The  child  returned  to  the 
ward  in  good  condition. 
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The  wound  healed  by  first  intention,  and 
the  patient  was  discharged  on  the  ninth 
postoperative  day.  Sixty  days  later  she  re- 
turned with  a  typical  intestinal  obstruction 
of  twenty-four  hours'  duration.  Immediate 
operation  was  performed,  and  a  single  ad- 
hesive band  was  found  attaching  the  ileum 
to  a  point  in  the  region  of  the  cecum.  This 
was  divided,  and  no  other  abnormality  was 
found.  The  wound  was  closed  with  cotton 
sutures.  Convalescence  was  uneventful,  the 
patient  being  discharged  well  on  the  seventh 
postoperative  day. 

Snmmarij 

1.  Congenital  failure  of  closure  of  the  ab- 
dominal wall  is  a  rare  abnormality. 

2.  The  defect  is  reparable  in  at  least  a  third 
of  the  cases. 

3.  The  defect  should  be  closed  as  quickly  as 
possible,  as  the  outcome  is  largely  de- 
pendent upon  the  time  elapsing  between 
birth  and  operation. 

4.  A  case  is  reported  in  which  operation  was 
successfully  performed. 


Maternal   Welfare   Sectioe^- 


Psychoneurosis  versus  ethical  defection. —  With 
the  insight  into  the  nature  of  courage  that  our  duty 
overseas  had  given  us,  I  and  many  others  became 
convinced  that  we  were  now  dealing  ^^^th  two  large 
divisions  of  functional  disability.  One  of  these  was 
a  disease  of  psyche,  the  pathogenesis  of  which  could 
be  traced  to  evolution  of  the  personality;  the  oth-^r 
was  an  etHcal  defection,  loss  of  military  morale. 
This  ethical  defect  was  often  indistinguishable  from 
its  psychoneurotic  counterpart.  It  mimicked  the  ir- 
responsible disorders  of  the  mind,  resisted  psycho- 
therapy and  appeared  virulently  contagious.  This 
amoi'alitv  of  war  did  not  anpear  to  be  limited  tn 
the  psychoneurotic  individual,  for  normal  men  and 
women,  in  and  out  of  military  life,  appeared  tainted 
with  it.  Often  it  appeared  to  spread  from  a  civilian 
focus  as  a  secondary,  ethical  disorder,  the  comnli- 
cations  of  which  disabled  men  in  a  military  sen'se. 
— Alexander  R.  MacLean:  "No  Disease,"  Canad.  :\T. 
Assoc.  J.  56:323  (March)  1947. 


Ethical  defects  concern  the  whole  of  our  society 

and  people  should  know  the  implications  of  a  dis- 
order, bred  in  the  North  American  continent,  which 
rendered  many  thousands  of  men  unfit  for  combat. 
This  problem  did  not  begin  with  war,  nor  will  it 
end  now  that  peace  is  here.  When  we  weigh  the 
social  life  of  the  United  States  in  the  balance  scales 
of  psychiatry  and  ethics,  we  can  distinguish  the 
same  difficulties  that  beset  the  psychiatrist  in  the 
armed  forces.  What  part  did  our  brand  of  civiliza- 
tion play  in  the  unwillingness  of  men  to  lose  their 
lives  in  its  defence  ?  How  much  of  the  abnormalities 
of  behaviour  that  fill  our  prisons  and  divorce  courts, 
and  which  break  our  homes,  results  from  irrespon- 
sible disorders  of  the  mind,  and  how  much  springs 
directly  from  moral  defects? — Alexander  R.  Mac- 
Lean: '"No  Disease,"  Canad.  M.  Assoc.  J.  .56:324 
(March)   1947. 


The  annual  report  of  the  Department  of 
Obstetrics  of  the  Charlotte  Memorial  Hos- 
pital gives  a  comprehensive  analysis  of  the 
work  performed  in  this  department  during 
1946.  It  represents  a  sincere  effort  upon  the 
part  of  the  staff  to  learn  through  a  review 
of  their  material  the  exact  quality  of  their 
obstetric  practice.  It  is  a  highly  commend- 
able approach  to  any  problem  which  exists. 
A  careful  analysis  of  this  type  will  often 
indicate  unsuspected  needs  for  modification 
of  methods  formerly  believed  to  be  satisfac- 
tory, and  will  lead  to  improved  results. 

The  authors  of  the  report  hope  that  it  will 
stimulate  interest  on  the  part  of  other  North 
Carolina  hospitals  to  collect  their  annual 
statistics.  Many  hospitals  would  be  amazed 
at  their  high  incidence  of  operative  deliver- 
ies and  cesarean  sections  if  a  complete  report 
on  their  work  were  prepared  annually. 

The  Maternal  Welfare  Committee  congrat- 
ulates the  Charlotte  Memorial  Hospital  upon 
this  review  of  their  work,  made  in  an  effort 
to  determine  whether  or  not  it  meets  the 
high  standards  now  expected  of  a  maternity 
service. 

iU  ■]■  ''fi 

ANNUAL  REPORT  OF  THE  DEPART- 
MENT OF  OBSTETRICS   OF  THE 
CHARLOTTE  MEMORIAL 
HOSPITAL  FOR  1946 

Simon  V.  Ward,  M.D.-* 
and 
"'         0.  Hunter  Jones,  M.D.t 
Charlotte 

The  authors  hope  that  this  report  will 
stimulate  other  North  Carolina  hospitals  to 
publish  their  yearly  reports. 

I.  Total  number  of  deliveries  847 

A.  Private  service  ....     69.3  (81. 8%) 

Attending  staff   (8  diplo- 
mates  of  American  Board 
of  Obstetrics  and  Gyne- 
cology) "  665 

*Prepared  for  the  Maternal  Welfare  Committee 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina. 


Frank  R.  Lock,  M.D., 

Chairman 
J.  Street  Brewer.  M.D. 
G.  M.  Cooper,  M.D. 
E.  W.  Franklin,  M.D. 


J.  S.  Hunt,  M.D. 
T.  L.  Lee,  M.D. 
Ivan  Procter,  M.D. 
R.  a.  Ross,  M.D. 
R.  a.  White,  M.D. 


■  Resident   in    Obstetrics   and   Gynecology,    19Ki. 
'  Cliief  of  the  Obstetric  and  Gynecologic  Service, 
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MATERNAL    DEATHS  IN 
NORTH    CAROLINA 
SINCE   AUGUST  1,1947 

Courtesy  staff  (4  general 
practitioners)  28 

B.  Ward  service  154  (18.2';{  ) 

Type  of  delivery 

Primiparas  410 

Multiparas  437 

,  Pelvic  deliveries  816  (96. 4'"/^) 

Episiotoniies  665  (81.5%) 

Episiotoniy  breakdown  4 

Lacerations  28 

First  degree  14 

Second  degree  12 

Third   degree  1 

Urethral  1 

1.    Cephalic  deliveries 

(all  vertex)  791  (96.9%) 


(a)    Spontaneous 

150  (19.1 

%) 

(b)   Forceps 

640(80.9%) 

Low   (including 

"prophylactic 

forceps") 

581  (90.8 

%) 

Mid<i> 

59  ( 

9.2 

<:;— or  7.8%  of 

all  cephalic  deliveries) 

High 

0 

2.    Breech  deliverie.';: 

25  (   3.1%) 

Full 

2 

Frank 

17 

Footling 

6 

(i»)   Type  of  delivery: 

Spontaneous 

5 

Assisted 

5 

Extracted 

15 

With  Piper's 

aftercoming 

head  forceps 

13 

B.  Cesarean  section 

31  (   3.6%) 

Private   service 

28  (   4%) 

Ward  service 

3  (   1.9-%) 

1.    Indications 

(a)   Cephalopelvic 

disproportion 

5 

With  trial 

of  lalior 

3 

Without  trial 

of  labor 

2 

(b)    Hemorrhage 

4 

Accidental 

3 

Placenta  praevia 

(central) 

1 

y 

1.  Many  of  the  mid-forceps  group  were  low  mid- 
forceps. Actually  some  were,  for  all  practical 
purposes,  low  forceps,  but  to  be  technically  cor- 
rect were  called  low  mid-forceps. 


(c)  Previous  operative 

procedures  4 

Extensive 

pelvic  plastic      3 
Myomectomy        1 

(d)  Previous  sections        9 

(e)  Other  indications        9 

2.  Type  of  operation: 
Classical  20 
Low-flap  11 

3.  Anesthesia 
General   (cyclo- 
propane  usually)  21 

Continuous  spinal  10 

4.  Additional  operative 

procedures  9 

Tubal   ligation 

(Pomeroy  technique)        8 
Excision  of  ovarian  cyst     1 

5.  Morbidity   (uncorrected)  9 
Extrauterine 

complications  6 

Corrected  morbidity  3  (9.7%) 

III.  POSTPARTAL   STERILIZATIONS 

(in  addition  to  those  done  at  cesarean  section)   32 

IV.  Maternal  complications 

A.  Maternal   mortalitv'-)  ]  (.12%,  or 

1.2  per  1000) 

B.  Maternal  morbidity  (uncorrected)       59(7%) 
Extrauterine   complications  33 
Corrected  morbidity  26  (3.1%) 
Corrected  morbidity  by  months: 

Jan.— 4.2'^J     May— 9.6'v  Sept.— 1.0% 

Feb.— 4.5'-'.    June— 2.3%  Oct.— 2.2% 

Mar.— 5.0':-f   July— 3.8%  Nov.— 1.1% 

April— 0         Aug.— 3.2%  Dec— l.l%c 

C.  Toxemia  of  pregnancy  24 

1.  Eclampsia  2 
Intrapartal                             1 
Postpartal                             1 

2.  Pre-eclampsia  22 

D.  Hemorrhage 

1.  Accidental 

2.  Placenta  praevia 
Central  1 
Marginal  1 

3.  Third   stage  1 

4.  Postpartal  3 

2.    A  histfiry  of  this  case  i.":  given  at  the  end  of  this  report. 


19 


13 
9 
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1  (maternal  death) 
o 


3 


E.  Prolapsed  cord*^)  2 

F.  Retained  placenta  14 

(requiring-  manual   removal) 

G.  Cardiac  disease 
Heart   block 
Cardiovascular 
Paroxysmal  tachycardia 

H.  Diabetes 

I.    Urinary  tract  complications  7 

(requiring  hospitalization) 

J.    Miscellaneous  11 

One  each  of  the  following:  fibroids;  cervical 
polyp;  acute  gonorrhea;  latent  syphilis;  condy- 
lomata acuminata;  pelvic  thrombophlebitis; 
laceration  of  cervix  requiring'  repair:  uterus 
didelphys  (?);  chronic  hypertension;  hypopro- 
teinemia;  impetigo. 

V.  Fetal  mortality 


Total  deaths  (85G  births) 

33  iS.9'/r; 

correct- 

ed, 1.37o) 

Private   service 

27  (3.9':'r) 

Staff  service 

6  (3.9%) 

Autopsies 

IG 

1.     Stillbirths 

17  (l.m%) 

Non-viable 

14 

Viable 

3 

(corrected  mortality: 
0.47.) 

2.    Neonatal   deaths 

16 

Non-viable 

8 

Viable 

8 

(corrected  mortality: 
1%) 

Stillbirths 

17 

1.    Service 

(a)   Private 

13  (l.GcO 

(b)   Ward 

4  (2.6-:!.) 

Cause  of  death 

(a)  Congenital  abnor- 
malities incom- 
patible with  life  3 

(b)  Congenitally 
normal  14 

1.  Non-viable 

age  4 

2.  Viable  age    10 

(c)  Macerated 

(1)  Cause  of  death 
undetermined  5 

(2)  Nephritis,  chronic        1 

(3)  Toxemia  of  pregnancy 
and  erythroblastosis  1 

(d)  Not  macerated 

(1)  Death  from  asphyxia 
during   a   difficult 
mid-forceps  delivery; 
persistent  occiput 
posterior,   with   pro- 
longed  labor    (53 
hours)    and  cervical 
dystocia.  (Autopsy)    1 

(2)  Toxemia  of 
pregnancy  2 


3  (0.4^; ) 


3.  Both  babies  survived.  In  one  case  the  resident 
did  a  vaginal  examination  immediately  follow- 
ing spontaneous  rupture  of  the  membranes  in  a 
multipara  with  a  transverse  presentation.  He 
found  the  cord  prolapsed  through  a  partially 
dilated  cervix.  A  slowing  fetal  heart  rate  indi- 
cated that  the  circulation  was  being  embar- 
rassed. He  pushed  the  presenting  part  up  and 
held  it  there  until  the  private  obstetrician  could 
do  an  emergency  cesarean  section,  thereby,  in 
all  probability,  saving  the  baby's  life. 


C.  Neonatal   deaths  16  (1.9%) 

1.  Service 

(a)   Private  14  (2.1%) 

(b'  Ward  2  (1.3%) 

2.  Cause  of  death 

(a)   Prematurity  9 

(1)  Viable  2 

(2)  Non-viable  7 

(b)  Cerebral    hemorrhage 
(autopsies)  2 

(c)  Hemorrhagic    diathesis 
(including    adrenal 
hemorrhage)  (autopsy)        1 

(d)  Cerebral    anoxia    (due    to 
cord   around   neck)  1 
(autopsy) 

(e)  Atelectasis    (cause 
undetermined)  (autopsy)     1 

(f)  Congenital    malformation 
of    heart,    incompatible 
with    sustained   life 
(autopsy)  1 

(g)  Infectious    diarrhea  1 

VI.  Premature  births'^'  59  (6.9''^) 

(2.500  Gm.  (5V,  pounds)   or  less  at 
birth,  as  defined  by  the  American 
Academy  of  Pediatrics) 
A.  Service 


1. 


Private 

Mortality 
Ward 

Mortality 


7  (17%) 
2  (12.5%) 


43  (6.3%) 
16  (10.4%) 


Report  of  Maternal  Death 

The  patient  was  a  23-year-old  woman  from  the 
mountains  of  western  North  Carolina.  Her  two  pre- 
vious pregnancies  and  deliveries  —  thirty-six  and 
twenty-three  mo7iths  prior  to  her  present  confine- 
ment— had  been  uneventful,  and  her  local  doctor 
stated  that  there  had  been  no  evidence  of  cardiac 
nathology  during  these  pregnancies.  Two  months  be- 
fore the  onset  of  her  present  pregnancy,  she  was 
told  by  another  doctor  that  her  pulse  was  very  slow 
and  her  blood  pressure  low;  this  is  the  only  clue 
that  the  heart  block  antedated  the  pregnancy. 

A  few  days  before  admission  to  Charlotte  Me- 
morial Hospital,  the  patient  consulted  her  local 
doctor  for  the  first  time  during  the  third  pregnancv. 
at  which  time  she  was  almost  lV->  months  pregnant. 
She  complained  of  progressive  dyspnea  durine  the 
past  month.  The  slow  pulse  rate  was  detected  and 
nn  electrocardiogram  was  taken  which  revealed  a 
heart  block.  The  patient  was  then  sent  to  an  intern- 
ist in  Charlotte  for  cardiac  consultation  and  opinion. 

He  first  saw  her  on  .Tulv  31.  1946.  in  his  office, 
where  a  complete  physical  examination  was  done. 
This  was  essentiallv  negative  except  for  the  find- 
ings pertaining  to  the  heart.  Her  pulse  rate  was  40 
per  minut.=  and  reeular,  her  blood  pressure  104  sys- 
tolic. 60  diastolic.  The  heart  was  slightly  enlarged  to 
the  left;  a  loud  systolic  murmur  was  heard  over  the 
entire  pracordium,  being  loudest  just  to  the  left  of  the 
sternum  at  Ihe  fourth  interspace;  both  second 
sounds  were  accentuated,  the  pulmonic  more  than 
the  aortic.  Fluorosconic  examination  of  the  chest, 
was  not  remarkable.  The  electrocardiogram  showed 
a  marked  left  axis  deviation  and  heart  block,  with 
complete  auriculo-ventricular  dissociation.  The  ven- 
tricular rate  was  approximately  38. 

Urinalysis  was  negative.  The  hemoglobin  was  75 
per  cent."  red  cells  3.400,000,  white  cells  9,000  with 
a  normal  differential. 

t.     .\n    analysis   of    tliis    iroiip    of   ca.ses    is    piililislierl    nn    tlie 
folldwins:   paire. 
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The  patient  was  hospitalized  the  same  day  for 
further  study  and  observation.  A  few  hours  after 
admission,  labor  began  spontaneously,  and  an  ob- 
stetrician was  called  in.  The  patient  had  an  easy 
labor  of  seven  hours  under  excellent.  Demerol  anes- 
thesia. Delivery  was  spontaneous,  almost  precipitate, 
following  spontaneous  rupture  of  the  membranes.  The 
baby  was  premature,  weighing  4  pounds,  8  ounces, 
but  was  vigorous  and  did  well.  The  patient  stood 
labor  and  delivery  well,  with  no  change  in  the  heart 
block  and  with  no  evidence  of  decompensation.  After 
delivery  her  pulse  rate  was  48  and  her  blood  pres- 
sure 115  systolic,  80  diastolic. 

Twelve  hours  after  delivery  the  internist  at- 
tempted to  break  the  heart  block  by  giving  0.5  cc. 
of  Adrenalin.  The  pulse  rate  went  to  144  and  the 
patient  became  extremely  apprehensive  and  com- 
plained of  difficulty  in  breathing.  These  symptoms 
subsided  in  a  few  minutes,  and  the  pulse  rate  re- 
turned to  42.  After  this  it  was  decided  to  defer  all 
investigative  procedures  for  several  days.  The  pa- 
tient felt  well  thereafter  until  approximately  fifty- 
six  hours  after  delivery,  when  the  pulse  suddenly 
increased  to  120.  The  patient  became  faint  and  cya- 
notic, then  rigid  and  irrational.  The  pulse  was  totally 
irregular  for  one  minute,  then  the  rate  dropped  to 
40  and  became  regular.  The  cyanosis  cleared  and 
the  patient  became  rational  in  three  or  four  minutes. 
For  the  next  several  hours  the  patient's  only  com- 
plaint was  moderate  dyspnea. 

Sixty  hours  after  delivery  the  patient  was  given 
a  low  enema.  Almost  immediately  afterwards  she 
went  into  sudden  cardiac  and  circulatory  collapse, 
and  died  in  a  few  minutes  despite  all  efforts  to 
revive  her. 

Since  an  autopsy  could  not  be  obtained,  the  exact 
cause  of  death  could  not  be  determined.  The  clinical 
diagnosis  was  I'heumatic  heart  disease  with  com- 
plete heart  block. 

ANALYSIS   OF  PREMATURE   BIRTHS, 

CHARLOTTE   MEMORIAL  HOSPITAL, 

1946 

Charles  H.  Gay,  M.D.* 
Charlotte 

Total  number  of  births 
Total  number  of  premature  infants 
Total  number  of  premature  deaths 
Non-viable  7 

(All   weighed   less   than 

1.25  Kg.  [2%  pounds!,  or 

were   born    before   the 

twenty-eighth  week  of 

gestation.) 
Viable 

(One  weighed   4  pounds, 

5%  ounces,  and  the  other 

4  pounds,  9%  ounces) 
Deaths  within  forty-eight  hours 
Deaths   after  forty-eight   hours 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


856 
59  (6.9'7'r) 
9 


2  (3.Sr:  ) 


8(89%) 
1  (11%> 


From    the    Department    of    Petli:itric.s,    Charlotte    Memorial 
Hospital. 
*  Chief.   Department   of   Pediatries. 


"If  Your  Child   Stutters" 

Copies  of  the  leaflet,  "If  Your  Child  Stutters," 
containing  points  for  the  parents  of  stuttering  chil- 
dren, may  be  obtained  by  \\Titing  to  the  Speech  In- 
formation Bureau  of  the  National  Hospital  for 
Soeech  Disorders,  61  Irving  Place,  New  York  .3, 
N.  Y. 


JosiAH  C.  Trent,  M.D.,  F.A.C.S.,  Editor 
Durham 

II 

THE  DEVELOPMENT  OF 
ENDOTRACHEAL  ANESTHESIA 

There  arc  a  number  of  physiologic  factors 
regarding  ventilation  which  directly  concern 
the  conduct  of  anesthesia  in  the  presence  of 
an  open  thoracic  cavity.  Recognition  of 
these  principles,  development  of  suitable  ap- 
paratus for  their  application,  and  the  intro- 
duction of  a  wide  variety  of  anesthetic  drugs 
have  made  possible  anesthesia  for  intrathor- 
acic surgery  as  we  know  it  today. 

Vesalius  in  1542  discovered  that  inflation 
of  the  lungs  was  necessary  to  life  when  the 
chest  was  widely  opened.  He  was  able  to 
keep  animals  alive  under  these  conditions  by 
blowing  intermittently  into  a  reed  inserted 
into  their  tracheas.  More  than  a  century 
later  (1667),  Robert  Hooke'i'  attached  bel- 
lows to  the  distal  end  of  a  dog's  trachea, 
which  had  been  bisected  just  below  the  epi- 
glottis, and  demonstrated  that  ventilation 
could  be  efficient  with  the  lungs  maintained 
in  a  state  of  continuous  inflation.  He  con- 
cluded that  satisfactory  ventilation  depended 
not  on  the  movement  of  the  lungs,  but  rather 
upon  the  delivery  of  a  sufficient  quantity  of 
"fresh  air"  to  them. 

In  or  before  1858,  John  Snow'-',  the  first 
physician  to  specialize  in  anesthesia,  admin- 
istered an  endotracheal  chloroform  anesthe- 
tic to  a  rabbit  by  performing  tracheotomy 
and  inserting  into  the  trachea  a  wide-base 
tube,  through  which  the  animal  breathed  in 
and  out  of  a  bag  filled  with  chloroform  va- 
por. This  was  the  earliest  case  of  anesthesia 
through  the  trachea,  and  the  inauguration 
of  endotracheal  anesthesia. 

In  1871  the  German  surgeon,  Friedi-ich 
Trendelenburg'-'',  used  this  method  in  man 
and  made  an  advance  in  technique  by  plac- 
ing around  the  distal  end  of  the  tube  before 

1.  Uooke,  R.:  An  Aecount  of  an  Experiment  Made  by  M. 
Hook  of  Preservin?  Animals  Alive  bv  Blowinsr  Throuffh 
Their  I.unss  with  Bellows.  Phil.  Trans.  Rov.  Soc.  2:530- 
.'iin,    IGCT. 

2.  Snow,  J.:  On  Ch'oroform  and  Other  Anaesthetics;  Their 
Aetion  and  Administration,  London.  J.  Cluirchill,  1S5S,  p. 
117. 

.3.  Trendelenbiirc:,  F. :  Beitrre^e  zu  den  Operationen  an  den 
I.uftwesen,    Areh.    f.    Klin    Chinirg.    12:121-133.    1871. 
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inserting  it  a  cuff  A\hich  could  be  inflated. 
After  inserting  the  tube  into  the  trachea 
through  the  tracheotomy  opening,  he  would 
inflate  the  cufi",  achieving  an  absolutely 
water-tight  fit  with  the  wall  of  the  trachea. 
The  tube  was  connected  by  a  length  of  rubber 
tubing  to  a  funnel  covered  with  gauze  or 
flannel.  Anesthesia  was  maintained  by  drop- 
ping chloroform  on  the  gauze. 

The  first  reallj'  exhaustive  study  in  endo- 
tracheal anesthesia  was  made  by  the  German 
surgeon,  Franz  Kiibn'".  Kiihn  devised  semi- 
rigid metal  tubes  which  he  passed  into  the 
ti'achea  either  through  the  nose  or  through 
the  mouth,  using  a  finger  to  guide  the  tube 
through  the  larynx.  He  was  aware  of  the 
possibilities  of  using  the  endotracheal  cath- 
eter as  a  very  efficient  method  of  controlling 
the  inflation  of  the  lung  during  (^pen  chest 
surgery.  He  described  an  apparatus  for  the 
administration  of  chloroform  vapor  in  oxy- 
gen under  a  positive  pressure  built  up  by  an 
artificial  and  controllable  obstruction  to  the 
exit  of  vapor  from  the  system.  He  suggested 
a  technique  of  anesthesia  which  was  not  ap- 
plied clinically  for  twenty  years,  but  is  now 
universally  accepted :  what  is  now  known  as 
the  "carbon  dioxide  absorption  technique." 
Kiihn  felt  that  a  completely  closed  system 
would  be  the  best  method  for  maintaining 
intrapulmonic  pressure.  The  machine  which 
was  constructed  for  him  closely  resembled 
a  modern  "circle  filter"  apparatus  and  con- 
tained two  cannisters  filled  with  caustic 
potash.  The  valves  of  the  circle  filter  were 
so  situated  that  an  enormous  dead  space  was 
present  in  which  the  patient's  carbon  dioxide 
could  accumulate.  Because  he  was  uncertain 
as  to  the  possible  chemical  reaction  between 
caustic  potash  and  chloroform,  Kiihn  used 
the  machine  on  experimental  animals  but 
never  on  the  human  subject. 

Matas,  in  lOOl'"',  perfected  a  modification 
of  the  Fell-0'Dwyer  intraglottic  cannula  and 
insufflating  bellows.  His  modification  con- 
sisted of  an  endotracheal  tube  fitted  with  a 
plug  to  occlude  the  glottic  opening  so  that 
positive  pressure  could  be  exerted  through 
it,  and  a  side-tube  to  which  was  attached  a 

1.  Kiielin.  F. :  (a)  Die  uenirale  Intubation.  Zentni'l)'.  f. 
Cliiiin-ff.  2N:12Sl-l2S.'i  (Dec)  10(11;  (b)  Terorale  Tuljase 
iiiit  \iTul  oline  Drueli,  Dent.  Zeit.  f,  riiiriirs.  7li:HS-20r 
(Fell.)  lOns;  (e)  Die  perorale  Intubation  mit  nnd  nline 
Dnir-1<.  Deut.  Zeit.  f.  Cliirurir,  78:  lc.7-.-i?0  (Julv)  lOdj; 
Rl  :C.'!-70    (Jan.)    inoil. 

5.  Mata';.  R.:  The  VaUie  of  Aititioial  .\i<ls  to  Respiration  in 
"Acute  Operative  Toilaixse  of  Lunprs"  (Sursical  Pneumo- 
thorax) OccurT-ins:  in  tlie  Course  of  Intrathoracic  Oper- 
ations,  .\rch.   Surs.   5:llil-i.33    (.luly)    1922. 


funnel  of  the  type  used  by  Trendelenburg  for 
the  administration  of  the  anesthetic.  With 
this  apparatus  he  was  able  to  confirm  the 
findings  of  physiologists  that  a  positive  pres- 
sure of  6-10  mm.  of  mercury,  and  usually 
8  mm.  of  mercury,  was  sufficient  to  overcome 
the  elastic  retractility  of  the  human  lung 
when  collapsed  by  the  admission  of  air  into 
the  pleura.  He  also  determined  the  extent 
of  the  traumatizing  or  pathologic  effects  on 
the  lung  when  the  positive  pressure  was 
carried  to  excess. 

Sauerbruch,  in  1903"'',  devised  a  method 
for  ventilating  the  lungs  by  a  negative  pres- 
sure system  ("Unterdruck").  In  his  original 
experiments  the  open  thorax  of  a  dog  was 
enclosed  in  a  glass  cabinet,  from  which  the 
air  was  apparently  exhausted  to  produce  a 
negative  pressure  of  7  mm.  of  mercury.  This 
simple  apparatus  was  gradually  developed 
through  various  stages  until  the  final  stage 
was  reached  with  the  construction  of  the 
elaborate  chamber  in  the  Munich  clinic.  This 
chamber  was  large  enough  to  contain  a  pa- 
tient and  a  full  operating  team.  The  anes- 
thetist remained  outside  at  the  patient's 
head. 

In  1909,  Meltzer  and  Auer'''  showed  that 
if  air  under  some  positive  pressure  were 
blown  into  the  trachea  at  its  bifurcation,  life 
could  be  maintained  in  an  animal  whose  res- 
piratory movements  had  been  suppressed  by 
curare.  An  endotracheal  catheter  of  narrow 
hose  was  used,  and  the  air  was  allowed  to 
escape  between  the  tube  and  the  trachea.  The 
degree  to  which  the  lungs  were  kept  dis- 
tended obviously  depended  on  the  relation 
between  the  rate  at  which  air  entered 
through  the  catheter  and  the  rate  at  which 
it  could  escape  through  the  glottis  alongside 
the  catheter.  This  technique  was  applied  to 
clinical  anesthesia  by  Elsberg"\  and  has 
come  to  be  known  as  "insufflation  endo- 
tracheal anesthesia."  Prior  to  this  time  tubes 
had  been  passed  into  the  larynx  by  the  sense 
of  touch.  Elsberg  sought  an  easier  and  more 
certain  method  of  introducing  the  tube,  and 
found  that  the  use  of  Chevalier  Jackson's 
laryngoscope  provided  this'^'. 

fi.    Sauerliruch,   F..   anfl  0'Shau;?l'inessy.   L. :  Thoracic  Surixerj', 

Baltimore.  Wood.   1037.  p.   25. 
7.    Meltzer,  S.  .1.  and  Auer.  J.:  Continuous  Respiration  with- 
out   Respiratory    Movements',    ,1.    Exper.    Med,    11  :G22-023 

(.luiy)    1,1110. 
s.    F.l.sbers,    C,    A,:    The    Value    of    Continuous    Intratracheal 

Insufflation    of    .Air    (Meltzer)    in    Thoracic    Surgery.    Med. 

Record   77:I!13-195    (March)    lOin, 
fl.    Elshera,    C,    .\, :   Intratracheal    Insufflation    Anesthesia.    Its 

Value    in    Thoracic    and    in    fieneral    SurgeiT.    New    York 

,1,    Med,    12:52l-.'>28    (Sept,)    1!112, 


Febniaiy,  I'JIS 


THORACIC  SURGERY 


93 


Insufflation  necessitated  more  complicated 
machinery  for  maintenance  of  anesthesia 
than  had  inhalation.  Moreover,  between  1907 
and  1918,  the  value  of  nitrous  oxide  in  major 
operations,  even  if  small  quantities  of  ether 
had  to  be  added  to  it,  was  being  recognized. 
The  ingenuity  of  such  men  as  McKesson, 
Gwathmey,  Teter,  Foregger,  and  Connell  in 
this  country,  and  of  Bayle,  Shipway,  Magill, 
and  Rawbotham  in  England  was  displayed 
as  they  evolved  apparatus  for  the  adminis- 
tration of  vapors  and  gases. 

Magil!  and  Rawbotham,  as  a  result  of  their 
experience  as  anesthetists  during  the  first 
World  War,  advocated  a  return  to  the  old 
"inhalation"  method  of  anesthesia.  It  oc- 
curred to  them  that  anesthesia  could  be  more 
physiologically,  as  well  as  more  economically, 
maintained  if  a  wide,  bare  rubber  tube  were 
inserted  into  the  trachea  and  the  patient 
were  allowed  to  breathe  through  it  in  both 
directions.  This  arrangement  more  closely 
resembled  normal  respirations  than  the  forc- 
ible insufl'lation  of  vapors,  and  the  body  heat 
and  moisture  were  better  conserved. 

The  trend  from  insufflation  to  inhalation 
anesthesia  received  fresh  impetus  from  the 
introduction  of  the  "carbon  dioxide  absorp- 
tion" technique  by  Waters  in  1924'i"'.  When 
the  "absorption  technique"  is  used,  the  flow 
of  gases  is  very  slow,  since  an  excess  of  anes- 
thetic vapor  need  not  be  constantly  wasted 
merely  to  act  as  a  vehicle  for  expired  carbon 
dioxide.  Since  it  virtually  depends  on  respi- 
rations in  both  directions  through  a  can- 
nister  which  contains  soda-lime,  the  absorp- 
tion technique  is  the  antithesis  cf  insufl:'la- 
tion. 

In  the  last  decade  operations  for  the  treat- 
ment of  bronchiectasis  and  chronic  pulmo- 
nary tuberculosis  have  become  commonplace. 
The  patient  occasionally  exhibits  such  a 
quantity  of  secretion  in  the  tracheobronchial 
tree  that  death  by  drowning  may  result  un- 
less the  secretion  can  be  removed  during 
anesthesia.  To  meet  this  difficulty  various 
techniques  of  drainage  by  suction,  either 
through  or  outside  the  endotracheal  tube, 
have  been  devised  by  Magill,  Hewer,  and 
others. 

A  surgeon  operating  inside  the  pleural 
cavity  may  at  times  be  materially  assisted 
if  active  respiratory  movement  can  be  mini- 
mized or  abolished  intermittently.  Such  con- 
ic. Wiiters.  H.  M.  aiirl  Schmidt,  E,  R.:  rvcU.propane  Anes- 
thesia.  J..V.M..\.    103:9-5-983    (Sept.    20)    103+. 


ditions  can  be  provided  by  the  use  of  the 
technique  known  as  "controlled  respira- 
tions," suggested  and  described  by  Guedel 
and  Treweek  in  1934'ii>. 

During  the  course  of  operations  for  lobec- 
tomy, infection  of  the  remaining  lobe  by 
secretions  aspirated  from  the  diseased  lobe 
constitutes  a  serious  risk.  Magill  and  Archi- 
bald have  each  suggested  a  method  of  endo- 
bronchial drainage  designed  to  minimize 
this  risk.  In  1932,  Gale  and  Waters  de- 
scribed a  method  of  "endobronchial  anes- 
thesia" whereby,  during  pneumonectomy, 
anesthesia  could  be  maintained  by  means  of 
the  relatively  sound  lung,  while  the  lung 
undergoing  operation  remained  collapsed. 
More  recently.  Moody  and  others  have  de- 
vised a  double-lumen  balloon-suction  cath- 
eter for  use  in  pneumonectomies  and  lower 
lobectomies. 

The  advances  made  in  anesthesia  for  thor- 
acic surgery  during  the  past  twenty  years 
have  been  notable.  That  entire  agreement 
concerning  choice  of  anesthetic  agents  and 
techniques  for  management  of  such  cases  has 
not  been  reached  is  evidenced  by  the  writ- 
ings of  Beecher,  Livingstone,  Wiggins  and 
Schultz,  Moyer,  Nosworthy,  Neff,  Randolph 
and  Kaber,  Ester,  Bourne,  and  others.  The 
habit  of  keeping  accurate  records  of  clinical 
experiences  is  still  too  rare  among  anesthe- 
tists. It  is  to  the  records  w^hich  will  be  kept 
in  the  future  by  the  rising  generation  of 
anesthetists  that  we  must  look  for  evidence 
which  will  enable  us  to  form  a  more  balanced 
judment  as  to  the  optimum  conduct  of  anes- 
thesia for  thoracic  surgery. 

Ruth  Martin,  M.D. 
Duke  Hospital, 
Durham,  North  Carolina 

11.    (liK'ilel,  A.  E.  and  Treweek,  D.  N.:  Ether  .\piioeas.  Anestli. 
\    AnaliT.    13:203-264    (Nov.-Dee.)    1934. 


Course  in  Medical  Writing 

Dr.  ;\Ioiris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  will  give  an  instruc- 
tional course  in  medical  writing  at  the  next  annual 
meeting  of  the  Mississippi  Valley  Medical  Editors' 
Association,  to  be  held  at  Springfield,  111.,  next  Sep- 
tember 29  during  the  annual  meeting  (Sept.  29,  30, 
Oct.  1)  of  the  INIississippi  Valley  Medical  Society 
in  that  city.  No  registration  fee  will  be  charged  to 
members  of  the  Association. 

All  interested  in  knowing  more  about  this  non- 
profit organization,  or  attending  the  meeting  next 
September,  should  communicate  with  the  secretary, 
Dr.  Harold  Swanberg,  209-224  W.  C.  U.  Building, 
Quincy,  Illinois. 
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FOR  AUTHORS  ONLY'^= 

This  editorial  is  written  for  the  exclusive 
benefit  of  those  who  are  preparing  papers 
for  presentation  at  the  State  Society  meeting 
in  May.  and  those  who  may,  at  some  future 
date,  submit  articles  for  publication  in  this 
Journal. 

The  attention  of  the  former  group  is  first 
called  to  two  statements  in  the  By-Laws  of 
the  IMedical  Society  of  the  State  of  North 
Carolina:  (1)  "All  papers  read  before  the 
Society  shall  be  the  property  of  the  Society" 
(Chapter  X,  Section  4)  ;  and  (2)  "No  paper 
shall  be  reeceived  by  or  read  before  this 
Society  that  has  been  presented  to  any  other 
society,  excepting  only  a  component  or  Dis- 
trict Society  of  this  State;  or  that  has  been 
oflfered  for  publication  in  any  journal.  In 
the  case  of  any  paper  accepted,  the  author 

*  Reprinted,    with   revisions,   from   the   North   Carolina   >te<Ii- 
cal  Journal  for  March,   1S44    (volume  3,  page  106). 


is  supposed  to  have  invested  with  the  Society 
all  rights  to  its  ownership"  (Chapter  XI, 
Section  4). 

For  the  benefit  of  both  groups,  an  editorial 
on  "The  Preparation  of  Manuscripts,"  which 
appeared  in  the  first  volume  of  the  North 
Carolina  Medical  Journal"',  has  been  re- 
furbished and  is  reproduced  below.  Most  of 
the  suggestions  contained  in  it  are  taken 
from  Dr.  Fishbein's  book.  Medical  Writ- 
ing'-', which  is  heartily  recommended  to  any- 
one attempting  to  prepare  a  medical  paper. 
Manuscripts  should  be  typed  on  stand- 
ard-size typewriter  paper,  double-spaced, 
with  liberal  margins  (at  least  one  inch  on 
each  side).  Single-spaced  manuscripts  will 
be  returned  to  the  author  for  retyping.  The 
title  of  the  paper,  the  author's  name,  his  de- 
grees, and  his  address  should  be  given  at 
the  top  of  the  first  page.  If  the  paper  is  from 
a  medical  school  or  hospital,  the  full  name 
of  the  institution  and  the  department  should 
be  given  in  a  footnote,  along  with  the  section 
or  society  to  which  the  paper  is  presented 
and  the  date  of  presentation. 

References  to  books  and  articles,  and  any 
other  footnotes  should  be  indicated  by  con- 
secutive numerals  throughout  the  text  and 
then  typed,  double-spaced,  on  a  separate  page 
at  the  end  of  the  manuscript.  References 
should  always  be  given  to  articles  from 
which  a  direct  quotation  is  taken  or  which 
are  used  as  authority  for  statement  of  a  fact 
not  generally  known.  Books  and  articles  not 
referred  to  in  the  paper  should  not  be  in- 
cluded, unless  "an  exhaustive  review  of  the 
literature  has  been  made  on  a  subject  of 
suflicient  importance  to  warrant  such  a  sur- 
vey."'-' Such  a  bibliography  is  seldom  justi- 
fied. 

References  will  be  much  more  valuable  to 
the  reader  if  they  are  given  in  the  proper 
form  and  contain  the  full  information  neces- 
sary to  locate  them.  P'or  articles,  the  NORTH 
Carolina  Medical  Journal  follows  the 
form  used  in  the  Index  Medicus,  giving,  in 
the  following  order,  the  author's  surname  and 
initials,  title  of  the  article,  name  of  the  peri- 
odical, volume,  inclusive  page  numbers,  and 
date  of  publication  (including  the  month  and, 
in  the  case  of  weekly  magazines,  date  of  the 
month).    A   complete   reference   to   a   book 

1.  The  Preparation  of  Manuscripts,  Editorial,  North  Carolina 
M.  J.   1:101-102    (March)    1940. 

2.  Fishbein,     Morris:     Medical     Writing,     Chicago,     American 
Medical   Association,    1933. 
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should  contain  the  author's  surname  and  in- 
itials, the  title  of  the  book,  edition,  place  of 
publication,  name  of  publisher,  volume  (if 
more  than  one  have  been  published),  and 
page. 

Quotations 

Although  it  should  not  be  necessary  to 
state  that  all  direct  quotations  from  other 
sources  should  be  put  in  quotation  marks,  and 
that  only  direct  quotations,  in  the  exact 
words  of  the  original,  should  have  quotation 
marks  around  them,  experience  has  taught 
that  all  too  often  this  first  rule  of  literary 
etiquette  is  violated.  If  any  words  in  a  quo- 
tation are  omitted,  this  omission  should  be 
indicated  by  a  series  of  dots ;  if  additions 
are  necessary,  they  should  be  put  in  brackets ; 
and  )i()  othei-  changes  should  be  made  within 
quotation  marks. 

Tables  and  Illustrations 

Tables  and  legends  for  illustrations  should 
be  typed  on  separate  sheets  of  paper.  The 
illustrations  themselves,  whether  mounted 
or  unmounted,  may  be  numbered  on  the  back 
and  simply  inserted  in  the  same  envelope 
with  the  manuscript.  Slides  and  x-ray  films 
do  not  make  satisfactory  cuts ;  glossy  prints 
or  black-and-white  line  drawings  clearly 
lettered  are  preferable.  It  is  necessary  to 
obtain  permission  from  the  author  or  pub- 
lisher to  reproduce  illustrations  which  have 
been  published  elsewhere. 

Within  the  past  two  years  the  editorial 
board  of  the  North  Carolina  Medical 
Journal  has  adopted  the  policy  of  paying  up 
to  $20  on  the  cost  of  cuts  for  any  one  article. 
This  amount  usually  covers  the  expense  of 
reproducing  four  to  six  illustrations,  depend- 
ing on  the  size  and  type  of  cut  required.  If 
the  author  wishes  to  publish  additional  illus- 
trations, he  may  do  so  by  paying  the  extra 
cost. 

Case  Reports 

Case  reports  should  be  written  with  the 
same  care  that  is  given  the  rest  of  the  article. 
Dr.  Fishbein  says :  "A  case  report  should  tell 
its  story  in  clear,  straightforward  narrative 
style.  It  should  not  be  transcribed  word  for 
word  from  original  records  that  were  hastily 
jotted  down  at  the  time  the  various  events 
occurred;  the  jerky,  telegraphic  style  of  the 
record  sheet  may  result  in  actual  padding." 
All  irrelevant  findings  should  be  omitted,  and 
the  tenses  should  be  kept  consistent.    Care 


should  be  taken  to  avoid  confusion  of  dates 
and  to  make  the  sequence  of  events  clear. 

When  the  paper  has  been  typed,  the  author 
should  re-read  it  carefully,  checking  on  spell- 
ing and  grammar.  Corrections  (if  they  are 
not  too  many)  may  be  written  between  the 
lines  in  ink,  as  legibly  as  possible. 

By  following  the  suggestions  given  above, 
any  writer  will  make  much  easier  the  work 
of  the  Journal's  editorial  staff. 

DR.  HOLMAN  TAYLOR 

A  familiar  figure  was  sorely  missed  at  the 
Cleveland  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association.  For 
thirty-five  years  Dr.  Holman  Taylor,  secre- 
tary of  the  State  Medical  Association  of 
Texas  and  editor  of  the  Texas  State  Journal 
of  Medici)ie  since  1910,  had  been  a  perennial 
delegate  from  Texas  to  the  A.M. A.  His  un- 
failing good  humor  and  his  honesty  won  him 
the  respect  of  all  members  of  the  House,  and 
the  friendship  and  aflfection  of  those  who 
knew  him  well.  Veteran  delegates  will  long 
remember  his  stentorian  self-introduction, 
"Taylor  from  Texas,"  which  could  be  a  battle 
cry  or  the  prelude  to  a  mirth-provoking 
story  or  comment. 

The  end  came  most  fittingly — as  the  two 
hundred  guests  at  a  banquet  given  in  his 
honor  were  filing  out  of  the  hotel.  He  had 
just  responded  to  the  enconiums  heaped  upon 
him  by  saying,  "Now  I  know  the  difference 
between  a  pat  on  the  back  and  a  kick  in  the 
pants."  He  suffered  a  heart  attack  just  as 
he  was  leaving  the  platform,  and  died  in  a 
few  minutes. 

The  leading  editorial  in  the  December  issue 
of  the  Texas  State  Journal  of  Medicine  closed 
with  the  following  tribute: 

"It  is  conceded  by  leaders  of  the  State 
Medical  Association  that  no  man  living  or 
dead  has  been  more  valuable  or  has  contrib- 
uted mere  to  Texas  medicine  than  Dr.  Hol- 
man Taylor  .  .  .  Even  those  who  differed  with 
his  opinions  continued  always  to  respect  his 
honesty  and  good  faith  and  to  appreciate  his 
characteristic  enthusiasm,  good  humor,  and 
colorful  speech.  Dr.  Taylor  the  man  as  well 
as  Dr.  Taylor  the  official  will  be  sorely 
missed." 

"Taylor  from  Texas"  will  be  missed,  not 
only  in  his  native  state,  but  in  the  whole 
country.  Organized  medicine  is  the  better 
because  he  lived. 
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GLORY  TO  THE   GOVERNORS 

Those  doctors  who  have  kept  up  with  the 
weekly  news  letters  from  Dr.  George  Lull, 
secretary  of  the  American  Medical  Associa- 
tion, may  recall  that  Senator  Smith  of  New 
Jersey,  chairman  of  the  Subcommittee  on 
Health  from  the  Senate  Committee  on  Labor 
and  Public  Welfare,  sent  a  letter  to  the  gov- 
ernors of  all  the  states,  asking  for  an  opinion 
on  certain  points  in  S.  545  and  S.  1320 — the 
Taft  National  Health  Act  and  the  revised 
Wagner- Murray -Dingell  bill  respectively. 
This  letter  was  followed  up  by  one  from  the 
e.xecutive  director  of  the  Democratic  Nation- 
al Committee,  giving  arguments  in  favor  of 
the  Wagner-Murray-Dingell  bill  and  against 
the  Taft  bill. 

It  is  cheering  to  note'^'  that  Senator 
Smith  received  only  one  reply  —  from  the 
governor  of  Utah — favoring  S.  1320.  Twenty- 
five  governors  supported  S.  545,  eight  had 
no  preference,  five  were  not  in  favor  of 
either,  and  nine  had  not  replied.  Later  a 
telegram  from  Utah's  governor  made  it 
clear  that  there  had  been  a  misunderstand- 
ing, and  that  the  lone  vote  for  the  Wagner- 
Murray-Dingell  bill  was  withdrawn. 

Glory  to  our  governors ! 


1.    Hearings  before  Senate   liinnnittee 
Suljeoniniittee   on    Health. 


Ml    I.a.biir   and    llealtli. 


FEES  FOR  INSURANCE 
EXAMINATIONS 

It  is  a  matter  of  common  knowledge — and 
common  complaint — that  the  cost  of  virtually 
everything  has  advanced  tremendously  with- 
in recent  years.  There  is  one  exception  to 
this  rule.  That  is  the  fee  paid  by  life  insur- 
ance companies  for  medical  examinations. 
This  has  been  "frozen"  at  $5.00  from  the 
time  when  the  memory  of  medical  men  run- 
neth not  to  the  contrary. 

When  most  policies  written  were  for  $1000 
or  $2000,  the  responsibility  placed  on  the 
examiner  was  not  nearly  as  great  as  it  is 
now,  when  the  value  of  the  average  policy 
is  many  times  that  figure.  At  least  one  vet- 
eran physician  has  recently  resigned  as  ex- 
aminer for  a  number  of  companies  because 
he  found  that  the  time  required  and  the  re- 
sponsibility involved  were  out  of  all  propor- 
tion to  the  fee  paid.   Since  he  had  established 


a  good  reputation  as  an  examiner,  the  agents 
knew  that  his  reports  were  seldom  ques- 
tioned. For  that  reason,  he  was  asked  to 
make  the  examinations  for  policies  of  $10,- 
000  to  $100,000  or  more,  while  examinations 
for  smaller  policies  were  given  to  younger 
men.  The  same  fees  were  paid  for  all  exam- 
inations, although  the  examination  of  appli- 
cants for  the  larger  policies  required  more 
time  and  entailed  much  more  responsibility. 
The  greatly  lengthened  life  span  now  pre- 
vailing should  add  to  the  already  large  sur- 
pluses of  the  old  line  insurance  companies. 
Why  should  not  part  of  this  surplus  be  used 
to  pay  the  medical  examiner  what  his  serv- 
ices are  worth? 


MULTIPLE  SPECIALIZATION 

A  doctor  who  attended  the  Interim  Session 
of  the  American  Medical  Association  in 
Cleveland  was  idly  glancing  over  the  Classi- 
fied Advertising  Directory  of  that  city,  when 
his  attention  was  caught  by  the  section  de- 
voted to  physicians.  Following  their  names, 
oftice  addresses,  and  telephone  numbers,  most 
doctors  had  dignified  announcements,  such 
as  "General  Practice,"  "Obstetrics  and  Gyne- 
cology," "Orthopedics,"  "Pediatrics,"  and 
so  forth.  Some  used  plainer  terms,  such  as 
"Diseases  of  Children,"  "Skin  Diseases," 
"Diseases  of  the  Bones  and  Joints."  One 
physician's  announcement,  however,  gave 
birth  to  a  new  idea  about  specialization: 

"Skin.  Blood,  Allergy  and  Tonsil  Diseases 
"Pre-Marriage  Blood  Tests  and  Certificates" 

Evidently  this  man  did  not  believe  in  put- 
ting all  his  eggs  in  one  basket.  It  is  hard 
to  decide  whether  he  is  advocating  a  some- 
what limited  general  practice  or  multiple 
specialization.  At  least  he  is  including  a 
wide  range  of  interests,  and  need  turn  away 
few  potential  customers.  The  fields  of  derm- 
atology, hematology,  and  allergy  cover  a 
good  deal  of  territory.  Tonsil  diseases  might 
well  take  in  the  upper  respiratory  infections, 
which  are  supposed  to  constitute  more  than 
60  per  cent  of  the  general  practitioner's 
work ;  and  the  door  is  left  open  for  tonsillec- 
tomies also.  The  matrimonial  market  has 
been  quite  active  for  some  time,  and  there  is 
no  indication  of  a  decline.  Altogether  this 
doctor  should  do  fairly  well  for  himself.  We 
wish  him  well  in  his  experiment  in  multiple 
specialization. 
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Clinic opathologic  Coiiferemce 


Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

A  66-year-olcl  white  engineer  was  seen 
at  the  Private  Diagnostic  Clinic  of  the  Bow- 
man Gray  School  of  Medicine  on  January  20, 
1942.  His  complaint  at  that  time  was  weak- 
ness in  the  legs  and  back  for  five  or  six 
weeks.  He  said  that  he  had  wakened  on  the 
morning  of  December  8,  1941,  with  marked 
weakness  of  both  arms  and  legs  which  grad- 
!  ually  subsided  with  activity.  This  same  series 
'  of  events  was  repeated  each  day  for  three 
days,  and  then  the  patient  was  hospitalized 
for  a  short  period.  After  being  discharged 
he  spent  about  four  weeks  in  bed  at  home 
manifesting  marked  weakness  of  his  legs, 
mental  confusion,  vomiting,  and  generalized 
weakness.  He  was  referred  to  the  Private 
Diagnostic  Clinic  because  of  persistent  weak- 
ness of  the  left  leg  which  was  causing  diffi- 
culty in  walking. 

The  patient's  father  had  died  of  carcinoma 

of  the  prostate  at  the  age  of  68  years,  and 

one  brother  and  one  sister  had  angina.  The 

patient's  own  past  history  was  entirely  neg- 

,  ative  for  any  previous  serious  illness.    A  re- 

j  view  of  systems  was  non-contributory. 

Physical  examination  revealed  a  blood 
pressura  of  158  systolic,  102  diastolic.  The 
patient  talked  irrelevantly.  Examination  of 
the  heart  showed  some  enlargement,  a  blow- 
ing systolic  murmur  at  the  apex,  a  loud  aortic 
second  sound,  and  numerous  extrasystoles. 
Neurologic  examination  showed  motor  weak- 
ness on  the  left  side,  with  hyperactive  tendon 
reflexes  and  a  Babinski  sign  on  that  side. 

The  electrocardiogram  showed  numerous 
premature  ventricular  extrasystoles,  diphasic 
Ti  and  T4,  and  left  axis  deviation;  it  was 
interpreted  as  indicative  of  myocardial  dis- 
ease. The  blood  Kahn  was  negative.  The 
clinical  impression  was  coronary  arterio- 
sclerosis with  probably  an  old  infarction  of 
the  myocardium  and  emboli  to  the  brain  from 
a  thrombus  in  the  left  ventricle. 
,  The  patient  was  next  seen  on  September 
I  1,  1947,  when  he  was  admitted  to  the  North 
Carolina  Baptist  Hospital.  Since  he  was  not 
accompanied  by  any  member  of  the  family 
and  since  there  was  no  note  from  the  local 
doctor,  few  details  could  be  obtained  concern- 
ing his  course  since  his  last  visit.    The  his- 


tory obtained  on  admission  was  that  he  had 
suddenly  collapsed  ten  or  fifteen  days  pre- 
viously, and  had  been  in  a  comatose  state 
since  that  time.  Later  his  son  stated  that  he 
had  had  a  "heart  attack"  on  August  21,  1947, 
and  another  such  episode  on  August  26,  1947. 
About  a  week  before  that  time  he  had  had 
two  episodes  of  weakness  similar  to  those 
described  on  his  first  visit  in  1942. 

On  physical  examination  the  temperature 
was  found  to  be  98.6  F.,  pulse  40,  respiration 
20,  blood  pressure  130  systolic,  90  dia.stolic. 
The  patient  was  comatose  and  dehydrated 
and  his  breath  had  a  foul  uremic  odor.  The 
eyegrounds  were  not  visualized  The  heart 
was  questionably  enlarged,  and  there  was  a 
grade  1  systolic  murmur  at  the  apex.  A  third 
heart  sound  was  heard  at  the  apex  which  was 
synchronous  with  jugular  pulsation.  The 
rhythm  was  described  as  being  abnormal  and 
irregular,  and  a  bigeminal  pulse  was  also 
described.  Moist  rales  were  heard  in  both 
lung  bases,  and  the  liver  edge  was  palpable 
two  fingers'  breadth  below  the  costal  margin. 
Neurologic  examination  showed  ptosis  of 
the  right  eyelid,  with  slight  facial  weakness 
on  that  side.  The  tongue  was  deviated  to  the 
left  and  the  gag  reflex  was  absent.  The  cor- 
neal and  abdominal  reflexes  were  absent,  and 
there  was  absence  of  tendon  jerks  on  the 
right  side.  They  were  present  on  the  left 
side,  however,  and  the  Babinski  sign  was 
present  bilaterally. 

The  hemoglobin  was  14  Gm.,  the  red  cell 
count  5,500,000,  the  white  cell  count  6,850. 
The  nonprotein  nitrogen  was  37  mg.  per  100 
cc.  The  electrocardiogram  showed  premature 
ventricular  beats  with  bigeminal  rhythm,  left 
axis  deviation,  and  intraventricular  block. 
The  abnormalities  in  the  electrocardiogram 
were  interpreted  as  indicating  myocardial 
disease.  A  lumbar  puncture  done  shortly 
after  the  patient's  admission  to  the  hospital 
revealed  a  clear  spinal  fluid  under  no  in- 
creased pressure.  The  dynamics  were  nor- 
mal and  the  Pandy  test  was  negative,  but 
there  were  469  red  cells  per  cubic  millimeter. 
The  spinal  fl.uid  protein  was  40  mg.  per  100 
cc,  and  the  Kahn  was  negative. 

The  patient's  blood  pressure  varied  be- 
tween 103  and  160  systolic  and  between  70 
and  90  diastolic,  with  marked  fluctuations. 
During  the  first  two  days  his  temperature 
did  not  rise  above  99,  but  on  the  third  day 
it  began  to  rise  quite  steadily.    During  the 
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last  twenty-four  hours  it  varied  between 
104.2  and  101.4  F.  The  patient's  respiration 
was  Cheyne-Stokes  in  character  practically 
all  the  time.  The  patient  never  showed  any 
tendency  to  improve,  and  began  to  bring  up 
thick,  purulent  sputum.  His  breath  had  a 
particularly  foul  odor,  which  was  easily  no- 
ticeable upon  entering  the  room.  On  the 
third  hospital  day  an  indwelling  catheter  was 
put  in  place,  but  was  removed  on  the  same 
day  because  of  marked  bleeding  from  the 
catheter.  He  was  given  1,000  to  3,000  cc. 
of  parenteral  fluids  daily,  and  was  given  10 
cc.  of  aminophylline  intravenously  on  two 
occasions.  The  patient  expired  at  2  :20  a.m. 
on  September  17,  1947.  The  final  clinical  im- 
pression was  cerebral  vascular  accident  and 
terminal  pneumonitis. 

Discussion 

Dr.  George  T.  Harrell:  In  summary,  this 
is  the  story  of  an  elderly  professional  man 
who  finally  died  in  an  acute  exacerbation 
of  an  illness  which  had  lasted  at  least  five 
and  a  half  years.  The  family  history  of  car- 
cinoma cind  angina  is  interesting,  since  these 
two  conditions  have  a  hereditary  tendency. 
The  patient's  marital  history  is  not  de- 
scribed, and  his  past  history  was  entirely 
negative. 

The  present  illness  afl'ected  the  neurologic 
and  cardiovascular  systems.  The  respira- 
tory symptoms  were  terminal.  The  sudden- 
ness of  the  onset,  during  sleep,  in  1941,  and 
the  collapse  in  1947  focus  attention  first  on 
the  neurologic  system.  Weakness  was  most 
marked  in  the  left  leg,  and  was  accompanied 
by  mental  confusion  and  vomiting. 

Anatomically,  if  the  man  were  right- 
handed,  the  initial  lesion  affected  the  right 
frontal  cortex,  and  since  the  leg  was  es- 
pecially involved  the  lesion  must  have  been 
high  up  toward  the  midline  near  the  sagittal 
sinus.  Unfortunately  we  have  no  information 
on  the  subsequent  course  of  the  patient :  it 
would  be  of  interest  to  know  if  the  paralytic 
manifestations  entirely  disappeared,  and 
whether  or  not  he  had  any  change  in  per- 
sonality or  decrease  in  mental  capacity.  In 
any  event,  with  the  second  acute  episode  he 
again  had  several  spells  of  weakness,  separ- 
ated by  intervals  of  days  and  culminating  in 
collapse  and  coma.  Physical  findings  at  this 
time  suggested  a  lesion  of  the  upper  motor 
neurons  on  the  left ;  the  lesion  could  have 


been  in  the  frontal  cortex,  or  lower,  in  the 
region  of  the  internal  capsule. 

No  symptoms  related  to  the  cardiovascular 
sy.stem  were  described  at  the  time  of  the  first 
visit,  and  the  details  of  the  episodes  of  weak- 
ness on  his  second  visit  are  not  given.  How- 
ever, physical  examination  in  1941  showed  a 
blood  pressure  of  158  systolic  and  102  dias- 
tolic, enlargement  of  the  heart,  a  loud  aortic 
second  sound — indicating  that  hypertension 
had  been  present  for  some  time — ,  extra- 
systoles,  and  a  blowing  systolic  murmur.  The  ' 
electrocardiographic  findings  favor  diffuse 
myocardial  disease  rather  than  a  localized 
infarction. 

On  the  patient's  second  visit  the  blood 
pressure  was  lower,  the  pulse  was  quite  slow, 
and  an  interesting  physical  finding  was  heard 
— a  third  heart  sound  synchronous  with 
iugular  pulsation  and  undoubtedly  originat- 
ing from  auricular  contraction.  The  rhythm 
was  again  irregular,  with  a  bigeminal  pulse. 
The  slow  rate  suggests  a  comiilete  heart 
block,  but  this  rarely  occurs  with  irregular 
rhythm  and  bigeminy.  The  rales  in  the  chest 
and  the  palpable  liver  edge  could  be  evidence 
of  cardiac  decompensation ;  a  note  as  to  full- 
ness of  the  veins  and  the  presence  of  per- 
ipheral edema  would  support  this  impression. 
The  electrocardiogram  again  indicated  a  dis- 
turbance of  rhythm,  left  axis  deviation,  and 
slight  intraventricular  block,  all  of  which 
suggested  diffuse  myocardial  disease  rather 
than  a  localized  infarction. 

The  evidence  for  disease  of  the  respiratory 
tract  is  confined  to  the  physical  examination. 
Elderly  persons  who  are  kept  in  bed.  es- 
pecially if  they  have  congestive  failure,  in- 
evitably develop  pneumonia  which  is  usually 
the  immediate  cause  of  death.  The  fact  that 
the  temperature  was  normal  on  admission, 
but  rose  steadily,  indicates  that  the  pneu- 
monia developed  in  the  hospital  while  the 
patient  was  under  observation. 

EtioJogicalhj  the  primary  disease  process 
could  have  been  a  neoplasm  or  a  vascular 
disturbance.  Since  the  initial  symptoms  were 
cerebral,  one  would  think  first  of  a  brain 
tumor"\  A  lesion  which  involved  both  frontal 
areas,  starting  on  the  right  and  five  years 
later  affecting  the  left,  would  suggest  an 
anterior  meningioma,  or  an  infiltrating  tu- 
mor which  crossed  the  midline.    The  sudden 

1.    Cn)    X.nffzisrer.   H.   C.    nnrl   Bnlrlrev.   E.    B. :   Cnncer  nf   the 
Xenons    System.    J. A.M. A.    I.'!0:!ifi-in3    crnn.    KO    inis. 
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episodes  of  weakness  could  be  accounted  for 
by  hemorrhage.  The  tumors  which  frequent- 
ly lead  to  hemorrhage  are  usually  rapid- 
growing  and  fatal  in  six  months  or  less. 
Meningiomas  frequently  are  found  anterior- 
ly, arising  from  the  connective  tissue  of  the 
sagittal  sinus.  The  age  of  the  patient  is  con- 
sistent with  this  tumor,  but  meningiomas 
are  more  frequent  in  women  than  in  men. 
Since  they  compress  rather  than  infiltrate 
the  brain  tissue,  meningiomas  cause  irrita- 
tive phenomena  characterized  by  localized 
epileptic  (Jacksonian)  attacks;  none  are  de- 
scribed in  this  patient.  Since  they  tend  to 
calcify  or  to  erode  the  skull,  the  tumors  may 
be  seen  on  x-ray  films  of  the  skull ;  none  are 
described  in  this  case. 

What  would  be  the  most  likely  location  of 
a  primary  tumor  giving  rise  to  a  single  me- 
tastasis to  the  brain?  No  history  of  weight 
loss  is  described  which  would  be  compatible 
with  cancer.  The  most  common  site  of  can- 
cer in  men  is  the  stomach ;  no  gastrointestinal 
symptoms  are  described  and  the  patient  had 
no  anemiia.  Tumors  in  the  intestine  usually 
erode  the  mucosa,  causing  the  daily  loss  of 
small  amounts  of  blood  and  producing  ane- 
mia. Tumors  of  the  kidney  may  metastasize 
to  the  brain,  but  they  usually  leave  evidence 
in  the  lungs;  no  x-ray  of  the  chest  is  de- 
scribed in  this  case.  Metastatic  tumors  of 
the  lung  do  not  usually  become  secondarily 
infected  to  the  degree  suggested  by  the  spu- 
tum and  temperature  in  this  patient.  Fur- 
thermore, tumors  of  the  kidney  are  charac- 
terized by  bleeding  and  by  anemia.  The 
bleeding  from  the  urinary  tract  followed  the 
insertion  of  an  indwelling  catheter  and  must 
have  been  traumatic  in  character  Broncho- 
genic carcinoma  may  have  a  long  course  with 
few  sym.ptoms.  Since  the  mucosa  of  the 
bronchus  often  does  not  ulcerate,  the  tumors 
may  not  bleed  and  the  patient  may  go  for 
months  with  no  anemia.  Common  sites  of 
metastasis  are  the  brain  and  the  adrenals ; 
the  total  duration  of  this  patient's  illness 
would  seem  too  long  for  a  bronchogenic  car- 
cinoma with  cerebral  metastases,  however. 
Furthermore,  it  is  difficult  to  imagine  either 
a  primary  or  a  metastatic  brain  tumor  per- 
sisting for  five  years  without  causing  head- 
ache or  other  symptoms  and  signs. 

It  is  interesting  that  both  tumors  and 
infections  metastasize  from  the  lung  to  the 
brain   with    some    frequency.    Undoubtedly, 


some  unrecognized  anatomic  mechanism  con- 
cerned with  the  angle  at  which  the  carotid 
arteries  leave  the  aorta  is  responsible.  The 
fact  that  the  cerebral  symptoms  in  this  pa- 
tient preceded  the  signs  of  pneumonia,  how- 
ever, makes  metastatic  brain  abscess  un- 
likely. 

The  purulent  character  of  the  sputum  and 
the  foul  odor  suggest  that  fusospirochetes 
had  secondarily  infected  the  congested  lungs. 
The  foul  odor  appears  to  have  been  mis- 
interpreted as  due  to  uremia,  rather  than 
infection ;  a  uremic  odor  is  pungent  rather 
than  foul.  When  proteolytic  organisms,  such 
as  fusos]3irochetes  from  the  mouth,  enter  an 
obstructed  area  in  the  lungs,  tissue  is  de- 
stroyed and  a  foul  odor  results.  Carcinoma 
of  the  bronchus  may  create  such  an  ob- 
structed area  by  encroaching  on  the  lumen. 
Other  causes  of  foul  sputum  are  bronchiec- 
tasis and  amoebic  abscess,  following  rupture 
of  an  amoebic  liver  abscess  through  the  dia- 
phragm ;  no  history  suggesting  either  of 
these  conditions  is  given,  however. 

The  weight  of  evidence  supports  a  vas- 
cular origin  for  the  patient's  symptoms.  Was 
the  primary  lesion  in  the  heart?  It  is  known 
that  coronary  thromboses  lead  to  myocardial 
infarction  and  the  formation  of  mural 
thrombi.  Mural  thrombi  in  the  left  ventricle 
may  be  dislodged,  and,  following  the  same 
route  as  metastasizing  tumor  or  abscess,  they 
go  with  some  frequency  to  the  brain  as  cere- 
bral emboli'-\  Cerebral  emboli  usually  follow 
infarction  within  forty  days,  though  most 
commonly  they  occur  within  ten  days  after 
the  acute  cardiac  lesion'^'.  No  symptoms  sug- 
gesting infarction  preceded  the  onset  of  the 
patient's  neurologic  symptoms  in  1941.  The 
episodes  in  1947  occurred  at  about  the  proper 
time  following  his  two  heart  attacks.  It  is 
difficult,  however,  to  conceive  that  a  patient 
who  has  had  an  infarct  of  sufficient  severity 
to  lead  to  cerebral  emboli  could  survive  five 
and  a  half  years  with  no  cardiac  symptoms 
in  the  interval.  Furthermore,  the  electro- 
cardiographic findings  were  more  compatible 
with  diffuse  myocardial  fibrosis  than  with  a 
localized  lesion  such  as  infarction. 

The  weight  of  evidence,  therefore,  indi- 
cates that  the  cerebral  lesions  originated  in 

•2.  Biumer.  G. :  Ttie  Importance  of  Embolism  n^  n  Complica- 
tion of  Cardiac  Infarction,  Ann.  Int.  Med.  11:109-304 
(Sept.l   1(137. 

.■!.  Nay.  R.  M.  and  Barne.'j.  A.  R.:  Incidence  of  Embolic  or 
Thrombotic  Procef.'ses  Dnrinc:  the  Immediate  Conva'e.^icence 
from  Acute  Mvooardial  Infarction.  .\m.  Heart  J.  .S0:Gj-7G 
(.hilv)    lOI.-i. 
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the  vessels  of  the  brain.  The  patient  is 
known  to  have  had  artei-iosclerosis ;  arterio- 
sclerotic cerebral  vessels  may  either  plug  up 
with  a  clot  or  blow  out  with  a  hemorrhage. 
The  finding  of  clear  spinal  fluid  with  no  in- 
creased pressure  favors  thrombosis.  Multiple 
cerebral  thrombi  may  occur  over  a  period  of 
many  years.  The  natural  history  of  this 
process  is  well  described  by  Alvarez'".  Some 
of  the  symptoms  usually  seen  in  such  cases 
— change  in  personality  and  inability  to  work 
— are  lacking  in  this  patient.  Syphilis  is  a 
frequent  factor  predisposing  to  cerebral 
thrombus,  but  the  clinical  picture  is  not  that 
of  syphilis  and  the  blood  and  spinal  fluid 
Kahn  tests  Avere  negative.  Miliary  cerebral 
aneurysms  can  lead  to  multiple  cerebral  ac- 
cidents, but  aneurysms  are  congenital  anom- 
alies which  are  usually  manifest  in  the 
second  and  third  decades  of  life. 

It  would  appear,  therefore,  that  we  have 
followed  the  natural  history  of  a  generalized 
degenerative  vascular  disease  manifested 
over  a  period  of  years  by  cerebral  and  car- 
diac symptoms  with  dramatic  episodes  due 
to  complicating  intravascular  clots. 

D)-.  HurrdVs  Diagnoi<ef: 

1.  Genei'alized  arteriosclerosis  with  hy- 
pertension. 

2.  Coronary  arteriosclerosis  with  myo- 
cardial fibrosis,  arrhythmia,  diminished  car- 
diac reserve,  and  congestive  failure. 

3.  Cerebral  arteriosclerosis  with  multiple 
fresh  and  old  cerebral  thrombi  in  the  right 
and  left  frontal  cortices  and  probably  else- 
where. 

4.  Hypostatic  bilateral  bronchial  pneu- 
monia, secondary  to  congestion  and  aspira- 
tion of  mouth  organisms,  mixed  flora,  pre- 
dominantly fusospirochetes. 

5.  Ulceration  of  the  bladder,  traumatic, 
from  insertion  of  a  catheter. 

A)iatoi)iic  Discussion 
Dr.  Robert  P.  Morehead:  Autopsy  in  this 
case  revealed  severe  generalized  arterio- 
sclerosis with  cardiac  hypertrophy  and  dif- 
fuse myocardial  fibrosis.  The  coronary  ar- 
teries were  markedly  sclerotic,  and  their 
lumina  were  almost  completely  occluded  at 
many  points.  A  similar  picture  was  pre- 
sented by  the  cerebral  arteries.  The  kidneys 
were   finely   granular,    and   the   microscopic 

I.  Alvarez.  W.  C:  Cerebral  Arteriosclerosis  with  .Small.  Coni- 
nmnly  Unrecrgnized  .\poplexies,  Geriatrics  i:180-2ir.  (May 
.Tune)    lOlij. 


changes  were  those  typically  encountered  in 
advanced  benign  arteriolonephrosclerosis. 
Throughout  the  brain  multiple  areas  of  en- 
cephalomalacia  with  cyst  formation  were 
present,  the  largest  being  located  on  the 
medial  surface  of  the  frontal  lobe  superior 
to  the  corpus  callosum.  Beginning  in  the 
frontal  pole  the  cyst  extended  posteriorly 
for  a  distance  of  approximately  7  cm. 

The  left  pleural  cavity  contained  200  cc. 
of  purulent  exudate,  and  there  was  broncho- 
pneumonia of  the  right  lower  and  left  upper 
and  lower  lobes  of  the  lungs.  In  the  lower 
lobe  of  the  left  lung  multiple  communicating 
abscesses  were  encountered. 

Anatomic   Diacjnoses 

1.  GeneraUzcd  arteriosclerosis,  severe. 

2.  Cardiac  hypertrophy. 

3.  Myocardial  fibrosis. 

4.  Benign   arteriolonephrosclerosis. 

5.  Multiple  areas  of  encephalomalacia 
H-ith  cyst  formation. 
Bronchopneumonia    of   the   lower   lobe 
of  the  right  lung  and  both  lobes  of  the 
left  lung. 

Multiple  abscesses  of  the  lower  lobe  of 
the  left  lung. 
Hemorrhagic  cystitis. 


6. 

7. 

8. 


MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL  B. 
Raleigh 

Insane  persons:  The  acts  of  two 
])hi/sicians  i)i  making  an  affidavit 
that  a  person's  mental  condition  nris 
such  as  to  warrant  admission  to  a 
mental  hospital  did  not  constitute  an 
"adjudication"  or  legal  declaration  of 
his  i)isa)iity. 

In  this  case  the  records  show  that  a  man 
was  committed  to  a  mental  hospital  on  July 
12,  1938.  The  procedure  of  commitment  was 
according  to  the  law  prescribed  and  was  reg- 
ular in  every  detail.  On  July  19,  1938,  a 
daughter  instituted  proceedings  to  have  a 
guardian  appointed,  alleging  that  her 
father's  mental  condition  was  such  that  he 
might  become  the  victim  of  designing  per- 
sons, and  dissipate  his  property.  His  prop- 
erty at  the  time  consisted  of  two  dairy  farms 
valued  at  $25,000,  and  cash  and  other  assets 
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valued  at  $17,763.  According  to  the  usual 
procedure  for  the  appointment  of  a  guard- 
ian for  a  person  confined  in  a  mental  hos- 
pital, the  superintendent  of  the  institution 
furni.'hes  a  certificate  of  need  to  the  clerk  or 
the  probate  judge.  The  officer  having  charge 
of  such  matters  then  has  the  power  to  ap- 
point a  guardian.  In  this  case  the  respondent 
filed  an  answer  denying  the  allegations  made 
b\-  his  daughter  and  demanded  a  trial  by 
.jury. 

At  the  trial  in  the  lower  court,  the  judge 
was  of  the  opinion  that  the  commitment  of 
the  respondent  acted  as  a  court  injunction 
or  cautionary  court  order  which  prevented 
the  patient  from  signing  business  papers  and 
agreements,  and  even  rendered  him  incap- 
able of  testifying  in  his  own  behalf.  Upon 
the  basis  of  all  the  evidence  the  lower  court 
ordered  the  appointment  of  a  guardian, 
whereupon  the  patient's  attorneys  appealed 
to  the  Supreme  Court,  entering  exceptions 
to  the  above  opinion  as  well  as  to  other  al- 
leged errors. 

The  Supreme  Court  held  that  the  proced- 
ure of  commitment  did  not  in  any  way  act 
as  an  adjudication  or  legal  declaration  of 
the  respondent's  insanity.  The  legal  commit- 
ment of  a  patient  authorizes  the  hospital  to 
accept  and  to  detain  him  as  long  as  it  is 
necessary,  unless  he  is  released  otherwise 
according  to  law. 

The  Supreme  Court  specifically  held  that 
the  procedure  of  commitment  only  justified 
the  hospital  in  receiving  the  patient  and  ad- 
judicated nothing  as  to  his  ability  to  conduct 
his  own  business  affairs.  As  was  noted  above, 
the  statutes  provide  a  special  procedure  for 
the  appointment  of  a  guardian  .sepai-ate  and 
distinct  from  the  act  of  authorizing  admis- 
sion. The  patient  may  elect  not  to  contest  the 
appointment  of  a  guardian,  but  if  he  objects 
he  has  the  right  to  have  the  issues  deter- 
mined by  a  court  with  or  without  a  jury. 
When  the  question  of  a  guardian  for  a  per- 
son not  confined  to  a  mental  institution 
arises,  determination  by  a  special  court  pro- 
cedure is  the  only  method  provided. 

The  above  decision  simply  means  that  the 
procedure  of  commitment  undertakes  to  dis- 
;5ose  of  one  problem  in  connection  with  a 
mentally  disordered  person — -that  of  hos- 
pitalization. Despite  this  fact,  one  who 
seeks  to  transact  business  with  a  person  who 
has  suflfered  from  a  psychosis  does  so  at  his 


peril.  Contracts  and  business  dealings  with 
the  insane  are  voidable.  Although  the  courts 
are  interested  in  the  condition  of  the  person 
suspected  of  insanity  at  the  time  the  business 
dealing  was  consummated,  the  history  of  a 
previous  psychotic  episode  is  always  sup- 
poi'tive  evidence  both  medically  and  legally 
in  case  of  future  attacks. 

North  Carolina  law  for  some  reason  as- 
sumes that  certain  rights  may  be  jeopardized 
by  commitment  and  provides  for  a  hearing 
before  the  clerk  of  court  to  determine  the 
sanity  of  a  person  who  has  been  discharged 
from  a  hospital  for  mental  disease.  The 
knowledge  that  such  a  hearing  was  held 
would  no  doubt  make  one  less  hesitant  about 
entering  into  a  business  relationship  with  a 
person  previously  committed  and  confined 
to  an  institution.  Since  the  mental  illness 
might  recur  immediately  after  the  hearing, 
however,  the  hearing  would  be  of  little  help 
in  adjudicating  the  validity  of  a  transaction 
made  subsequently.  (Supreme  Court  of  Penn- 
sylvania, Feb.,  1940.  Atlantic  Reporter, 
second  series,  vol.  11,  p.  677) 


PUBLIC  RELATIONS 


THE  PUBLIC  AND  THE  MEDICAL 
PROFESSION 

With  the  possible  exception  of  the  Chris- 
tian ministry,  there  is  not,  I  think,  a  higher 
calling  among  men  than  that  of  the  medical 
doctor.  The  clergyman  is  supposed  to  diag- 
nose and  prescribe  for  ailments  of  the  soul, 
and  the  one  who  cannot  do  just  that  should 
take  stock  of  himself.  The  medical  doctor 
diagnoses  and  prescribes  for  bodily  ills.  To- 
gether, the  minister  and  the  doctor  exercise 
a  definite  custodial  care  over  humanity  from 
the  cradle  to  the  grave,  each  helping  to  bring 
the  individual  into  a  more  abundant  life — 
here  and  hereafter. 

No  attempt  will  be  made  to  become  tech- 
nical in  this  brief  discussion  of  what  should 
be  the  layman's  attitude  toward  the  doctor. 
Certainly  there  will  be  an  absence  of  medical 
terms,  for  the  very  obvious  reason  that  I  am 
in  no  way  familiar  with  such  terms. 

But  is  the  medical  profession  technical  in 
its  dealings  with  the  layman  as  was  once  the 
case?  To  all  appearances,  the  profession  is 
emerging  from  the  maze  of  technicalities 
which  formerly  resulted  in  an  aloofness  on 
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the  part  of  the  uninformed  layman.  Time 
was  when  the  doctor,  having  arrived  at  the 
patient's  bedside  by  horse  and  buggy,  would 
put  on  a  grave  expression  as  he  applied  the 
stethoscope,  inserted  the  fever  thermometer 
under  the  tongue,  looked  at  the  whites  of  the 
eyes,  and  felt  the  pulse.  "Umph-humph,"  he 
would  say,  with  a  far-off  look  in  his  eyes. 
Then  he  would  take  pencil  and  pad,  write  a 
prescription  in  Latin,  give  certain  directions 
which  must  be  followed,  and  depart,  to  re- 
turn later  in  the  day,  tomorrow,  or  perhaps 
in  a  few  days,  as  the  condition  of  the  patient 
might  require. 

This  gave  the  sick  person  and  members  of 
his  household  a  sort  of  fear  of  the  doctor,  as 
if  he  knew  more  than  he  was  willing  to  tell 
about  the  patient's  condition,  or  perhaps,  his 
nearness  to  death. 

Time  was  when  a  doctor  would  no  more 
have  addressed  a  group  of  laymen,  in  their 
own  language,  than  a  preacher  would  have 
delivered  a  sermon  at  a  football  game.  But 
now  both  the  doctor  and  the  preacher  are 
becoming  more  practical. 

There  has  been,  for  some  years  now,  a 
growing  tendency  on  the  part  of  the  doctor 
to  meet  the  layman  on  terms  of  the  latter's 
understanding;  to  throw  aside  secrecy  and 
formality,  and  to  substitute  plain  American 
talk  for  Latin  prescriptions.  That  is  as  it 
should  be. 

In  the  promotion  of  this  growing  spirit  of 
understanding  between  doctor  and  layman, 
public  health,  no  doubt,  has  played  an  impor- 
tant role.  Working  with  both  in  the  field  of 
preventive  medicine,  this  already  existing 
and  well  established  governmental  agency — 
both  the  State  Health  Department  and  the 
United  States  Public  Health  Service — may 
be  considered  a  "liaison  officer"  between  the 
doctor  and  the  average  citizen.  The  obliga- 
tion resting  on  public  health  is  not  only  to 
afford  mass  protection,  but  to  educate  the 
public  to  the  importance  of  good  medical  care 
— through  the  private  practitioner  where  the 
patient  is  able  to  pay,  and  at  public  expense 
if  the  patient  is  indigent. 

Mass  protection  against  certain  communi- 
cable diseases  is,  of  course,  a  benefit  that  is 
extended  to  all,  without  charge,  because  no 
population  that  is  half  sick  and  half  well  can 
be  100  per  cent  efficient.  Moreover,  communi- 
cable diseases  can  be  transmitted  from 
pauper  to  prince,  and  vice  versa.    Therefore 


it  is  the  business  of  government,  now  so 
recognized  by  all,  to  set  up  and  maintain  con- 
ditions conducive  to  the  good  health  of  all — 
by  means  of  immunization,  sanitation,  and 
other  measures  carried  on  at  public  expense. 
Disease  knows  no  barriers.  It  does  not  re- 
spect territorial  lines.  Especially  is  this  true 
in  this  day  of  rapid  transportation;  when  the 
remotest  parts  of  the  earth  are  within  a  com- 
paratively few  hours'  flying  time  from  any 
part  of  the  United  States.  Communicable 
diseases  heretofore  unknown  in  this  country 
exist  in  these  remote  sections,  and  caji  be 
imported  from  them.  Therefore,  it  is  neces- 
sary that  our  people  not  only  become  im- 
munized against  all  preventable  diseases,  but 
also  remain  on  guard  against  those  ailinents 
about  which,  at  present,  we  know  little,  but 
which  could  easily  be  transmitted  to  us  from 
distant  parts  of  the  world. 

Hence,  the  importance  of  mass  protection. 

Aside  from  those  communicable  diseases 
against  which  means  of  immunization  have 
been  discovered,  however,  thousands  of  per- 
sons die  every  year  in  North  Carolina  and 
other  states  as  the  result  of  the  chronic  or 
degenerative  diseases  of  middle  and  late  life, 
against  which  the  chief  protection  is  early 
diagnosis. 

While  it  is  recognized  that  doctors  con- 
sider it  unethical  to  advertise — certainly  as 
individuals — it  would  appear  to  be  perfectly 
proper  for  the  medical  profession  to  estab- 
lish and  maintain  relations  with  the  lay  pub- 
lic, in  order  to  let  the  people  know  just  what 
it  has  to  offer  in  the  way  of  early  diagnosis 
and  other  preventive  measures. 

In  1942,  the  House  of  Delegates  of  the 
American  Medical  Association  voted  its  ap- 
proval of  the  extension  service  of  local  health 
departments  throughout  the  United  States., 
In  September,  1945,  the  official  Journal  of 
the  Association  declared  editorially :  "Until 
the  most  remote  American  family  has  access 
to  accepted  modern  public  health  services, 
the  nation's  health  will  not  be  properly 
served.  Expansion  of  public  health  activity, 
long  advocated  and  pioneered  by  the  medical 
profession,  is  a  more  sound  and  logical  step 
toward  improving  the  nation's  health  than 
many  grandiose  plans  for  medical  care." 

Public  health,  in  its  role  of  "liaison  officer" 
between  the  laity  and  the  medical  profession,  i 
can  and  should  serve  a  still  larger  purpose  '. 
than  it  has  ever  served  before.    The  medical 
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profession,  on  the  other  hand,  should  seek 
still  wider  contacts  with  the  public,  through 
public  health  personnel.  Public  health  is  the 
child  of  organized  medicine.  No  North  Caro- 
lina doctor  who  has  studied  the  history  of  his 
profession  in  this  state  is  ignorant  of  the 
vision  which  was  caught  and  held,  more  than 
seventy  years  ago,  by  Dr.  Thomas  Fanning 
Wood  of  Wilmington.  That  vision  was  trans- 
lated into  legislation  which  created,  in  1877, 
the  State  Board  of  Health,  which  for  a  while 
was  the  State  Medical  Society.  Later,  the 
form  of  organization  was  changed,  and  the 
duties  of  the  Board  of  Health  were  delegated 
to  a  board  composed  of  members  of  the  medi- 
cal and  allied  professions,  elected  by  the 
State  Medical  Society  and  appointed  by  the 
governor. 

Here  are  some  interesting  facts,  from 
which  might  be  gathered  many  suggestions 
as  to  hov,'  the  public  and  the  medical  profes- 
sion may  work  together  more  closely  in  the 
promotion  of  the  general  health  of  the 
people : 

In  1921,  the  ten  leading  causes  of  death  in 
North  Carolina  were,  in  this  order :  heart 
diseases,  tuberculosis,  apoplexy,  nephritis, 
pneumonia  and  influenza,  diarrhea  and  enter- 
itis, prematurity,  non-vehicular  accidents, 
pregnancy,  and  senility. 

In  1946,  the  ten  leading  causes  of  death  in 
our  state  were  listed  in  this  order :  diseases 
of  the  heai't,  apoplexy,  nephritis,  cancer, 
pneumonia  and  influenza,  prematurity,  non- 
vehicular  accidents,  tuberculosis,  motor  ve- 
hicle accidents,  and  diabetes. 

Compare  the  two  lists  and  note  the 
changes.  Tuberculosis,  for  example,  dropped 
from  second  to  eighth  place.  Cancer,  not  in 
the  first  list,  was  fourth  in  the  second. 

Why  the  decline  in  tuberculosis?  Because 
we  did  something  about  it — and  we  are  go- 
ing to  do  more.  Two  things  are  important 
in  our  fight  against  the  Great  White  Plague. 
We  must  separate  the  infectious  from  the 
non-infectious  patients,  and  we  must  use 
every  means  at  our  command  to  detect  cases 
in  their  early  stages,  in  order  that  the  dis- 
ease may  be  arrested  and  cured.  In  the  mass 
surveys  being  made  under  the  supervision 
of  the  State  Board  of  Health,  appi'oximately 
a  quarter  of  a  million  chest  pictures  had  been 
made  through  December,  1947.  The  number 
of  lives  that  will  be  saved  as  a  result,  no  one 
can  say.   Those  patients  found  to  be  infected 


are  referred  to  their  family  physicians. 

There  is  a  group  of  diseases,  however, 
against  which  we  have  not  made  the  progress 
that  we  have  against  tuberculosis.  We  have 
prolonged  life  by  immunizing  against  pre- 
ventable communicable  diseases,  many  of 
which  occur  among  small  children.  But  many 
of  the  dangers  that  still  confront  our  citi- 
zens of  middle  and  late  life  remain  to  be 
reckoned  with.  We  have  referred  to  these 
generally;  let  us  be  more  specific.  Of  the 
15,482  deaths  which  occurred  in  North  Caro- 
lina during  the  first  half  of  1947,  8,196,  or 
mo)-e  than  half,  were  attributed  to  four 
causes:  diseases  of  the  heart,  3,779;  intra- 
cranial vascular  lesions,  1,736;  nephritis, 
1,390;  and  cancer,  1,291.  Being  a  layman, 
I  hesitate  to  make  sugge.stions  about  the 
handling  or  treatment  of  human  ailments, 
but  there  are  certain  observations  which 
even  a  layman  may  make  with  impunity. 

The  above  figures,  it  would  appear  to  the 
most  casual  observer,  emphasize  the  impor- 
tance of  periodic  check-ups  by  a  qualified 
medical  doctor. 

The  matter  of  education  to  the  importance 
of  a  closer  relationship  between  the  doctor 
and  the  layman  has  two  sides.  The  layman 
should  be  informed  as  to  the  importance  of 
seeking  the  services  of  the  doctor;  and  the 
doctor  should  impart  to  the  layman  the  infor- 
mation so  necessary  to  his  well-being. 

It  has  been  pointed  out  that  one  of  the 
chief  functions  of  public  health  is  to  refer 
those  in  need  of  treatment  to  the  family  phy- 
sician. Indigent  patients,  of  course,  should 
be  taken  care  of  at  public  expense.  But  those 
able  to  pay  should  be  referred  to  the  private 
practitioner,  because  we  have  been  wise 
enough,  so  far,  to  steer  shy  of  socialized  med- 
icine, contract  practice,  and  other  radical 
policies  which  not  only  undermine  free  enter- 
prise but  encourage  the  appearance  of  politi- 
cal preferment  on  the  scene.  The  medical 
profession  should  be  kept  as  free  from  poli- 
tics as  the  Christian  ministry. 

W^hat  can  the  doctor  do  to  educate  the 
people  to  the  value  of  the  services  he  can 
render,  without  advertising  himself  in  the 
accepted  sense  of  that  term?  That  is  a 
matter  for  the  doctor  to  work  out.  And  it  is 
being  worked  out,  by  means  of  educational 
programs,  conducted  through  publications 
and  over  the  radio.  It  is  to  be  hoped  that 
these  programs  will  be  continued  and  broad- 
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ened  in  their  scope,  until  every  citizen  of 
every  age  will  know  that  his  physical  well- 
being  lies  in  the  hands  of  the  qualified  medi- 
cal doctor.  When  education  as  to  the  value 
of  medical  assistance,  in  time  to  prevent  as 
well  as  to  cure,  becomes  universal,  we  may 
expect  a  reduction  in  sickness  and  death  that 
will  exceed  our  fondest  expectations. 

Governor  R.  Gregg  Cherry 
Raleigh 
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CHEST  X-ray  surveys  are  now  being  carried  on  in 
many  parts  of  the  country  or  are  being-  planned 
for  the  "near  future.  The  primary  object  of  such 
surveys  is  to  find  cases  of  pulmonarv  tuberculosis 
while  they  are  still  in  the  early  asymptomatic  stage 
of  the  disease.  However,  it  has  been  common  ex- 
perience everywhere  that  other  intrathoracic  lesions 
are  discovered  also  by  this  procedure.  Tn  such  cases 
the  private  physician  must  correlate  the  X-ray  re- 
ports, the  laboratory  findings  and  the  clinical  pic- 
ture in  order  to  arrive  at  a  diagnosis. 

THE    VALUE    OF    CHEST    X-RAY    SURVEY    IN 

THE   DIAGNOSIS   OF    CARDIOVASCULAR 

DISEASE 

A  chest  X-ray  survey  may  be  of  considerable 
value  in  the  discovery  of  heart  disease  in  addition 
to  abnormal  pulmonary  conditions.  There  are  various 
cardiac  lesions  which  may  cause  changes  in  the 
contour  of  the  cardiac  silhouette  or  in  the  promi- 
nence of  the  great  vessels.  It  is  true  that  individuals 
with  a  serious  heart  disease  such  as  aiteriosclerosis 
of  the  coronary  arteries  may  have  entirely  normal 
cardiac  shadows  in  the  X-ray  film.  Certain  cardiac 
abnormalities  which  are  detected  by  other  forms  of 
radiologic  examination  may  not  be  apparent  on  the 
posterior-anterior  view  obtained  in  the  routine  chest 
film.  Although  it  must  be  admitted  that  the  X-ray 
survey  cannot  be  100  per  cent  effective  in  detecting- 
individuals  with  cardiovascular  disease,  it  may  be 
a  very  useful  device. 

Enlargement  of  the  left  ventricle  may  be  detected 
by  the  chest  X-ray  and  may  be  due  tn  any  one  of 
the  following  causes:  hypertensive  heart  disease, 
arteriosclerotic  heart  disease,  chronic  rheumatic  val- 
vular heart  disease  with  aortic  stenosis  and/or  in- 
sufficiency, luetic  aortic  insufficiency  and  other  less 
common  cardiac  lesions.  Localized  enlargement  of 
the  lower  left  cardiac  border  may  be  found  in  aneu- 
rysm of  the  left  ventricle  following  corrnary  throm- 
bosis with  myocardial  infarction.  Right  ventricular 
enlargement  may  be  manifested  by  an  increase  of 
the  heart  shadow  to  the  right  of  the  midline.  Com- 
monly, however,  moderate  or  even  marked  enlarge- 
ment of  the  right  ventricle  may  cause  an  increase  in 
the  heart  shadow  to  the  left.  The  posttrior-anterior 
projection  does  not  always,  therefore,  in  itself  give 
adequate  information  as  to  which  chamber  of  the 
heart  is  enlarged. 


An  increased  prominence  of  the  pulmonary  trunk 
and  pulmonary  artery  shadow  on  the  superior  por- 
tion of  the  left  heart  border  may  be  found  in  mitral  : 
stenosis,  interauricular  septal  defect,  patent  ductus 
arteriosus,  pulmonary  arteriosclerosis,'  chronic  cor  I 
pulmonale  and  thyrotoxicosis.  It  may  also  lie  present 
when  the  left  side  of  the  heart  has  decompensated 
as  in  hypertensive  heart  disease. 

Relatively  diffuse  cardiac  enlargement  may  occur 
in  myxedema,  thiamine  deficiency,  anemia  and  myo-  | 
carditis.    In  myxedema,  the  cardiac  contour  may  be 
globular. 

Pericardial  effusion  may  lie  manifested  by  cardiac 
enlargement  to  both  right  and  left  with  fairly  con- 
vex lower  heart  borders.  Chronic  constrictive  peri- 
carditis may  be  suggested  by  deposits  of  calcium 
seen  in  the  cardiac  shadow.  Distention  of  the  vena 
cava  may  be  caused  by  constrictive  pericarditis 
and  may  be  detected  on  the  routine  chest  film. 

Abnormalities  in  the  thoracic  aorta  may  be  found 
in  a  survey.  Arteriosclerotic  or  syphilitic  aneurysm 
of  the  aorta  may  present  a  striking-  X-ray  appear- 
ance. Lesser  degrees  of  tortuosity  and  ectasia  may 
commonly  be  seen  in  adults  of  the  older  age  groups. 
Deposits  of  calcium  may  be  seen  in  the  aortic  knob. 
Decreased  prominence  or  absence  of  the  aortic  knob 
may  suggest  coarctation  of  the  aorta.  This  is  es- 
pecially true  if  scalloping  of  the  rib  margins  and 
left  ventricular  enlargement  are  present.  Abnormal- 
ities in  the  origin  or  course  of  the  aortic  arch  may 
also  be  found. 

Congenital  cardiac  lesions  may  be  detected  also 
in  a  survey.  The  tetralogy  of  Fallot  may  be  sug- 
gested by  the  combination  of  the  peculiar  boot- 
shaped  heart  plus  the  anemic  appearing  lungs. 
Interventricular  septal  defects  may  cause  enlarge- 
ment of  both  the  left  and  the  right  venti-icle.  Dextro- 
cardia will  be  evident  by  the  striking  X-ray  appear- 
ance of  the  chest.  Other  congenital  cardiac  lesions 
have  been  mentioned   above. 

It  is  essential  that  those  individuals  whose  routine 
X-ray  films  show  cardiovascular  abnormalities  be 
referred  to  their  physicians  for  further  studies. 
Only  liy  obtaining  a  careful  history  and  physical 
examination  and  by  making  judicious  use  of  the 
electioeardiogram,  other  forms  of  radiologic  exami- 
nations, and  other  laboratory  procedures  can  an 
exact  diagnosis  be  arrived  at  and  proper  manage- 
ment instituted.  It  is  possible  that  some  completely 
curable  cardiac  lesions  may  be  discovered  by  the 
survey.  The  health  of  other  individuals  with  cardiac 
disease  may  lie  preserved  by  regulating  activity  to 
an  optimum  level  and  by  applying  appropriate  thera- 
peutic measures. 

The  value  of  a  survey  to  the  health  of  a  com- 
munity is  impossible  to  estimate.  It  will  depend  in 
large  measure  on  how  well  the  physicians  of  the 
community  perform  the  task  of  arriving  at  an  exact 
diagnosis  and  advising-  appropriate  therapy. 

The  Value  of  Chest  X-ray  Survey  in  the  Diagnosis 
of  Cardiovascular  Disease,  George  N.  Aagaard,  M.D., 
The  .lournal-Lancet.  .lune,   1947. 


The  Schering  Award  for  1948  Announced 
The  interesting  and  vitally  important  subject  of 
"The  Role  of  Hormones  in  the  Maintenance  of  Preg- 
nancy" is  the  basis  for  the  Schering  Award  for  1948. 
For  the  three  best  manuscripts  submitted  by  under- 
graduate students  of  American  and  Canadian  medi- 
cal schools  on  such  a  designated  phase  of  endocrin- 
ologv,  the  Schering  Award  annually  offers  cash 
prizes  of  $500,  $300,  and  $200.  The  Schering  Award 
is  sponsored  by  the  Schering  Corporation  of  Bloom- 
field,  New  Jersey. 
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Minutes  of 
Executive  Committee  Meeting 

December   14,   1947 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  at  11  a.m.  on 
Sunday,  December  14,  1947,  in  the  Hotel  Sir  Walter, 
Raleigh,  with  the  following  members  present: 

Officers: 

Dr.  J.   F.  Robertson,   president,   Wilming'ton 
Dr.  J.  G.  Raby,  second  vice  president.  Tarboro 
Dr.  Roscoe  D.  McMillan,  secretary-treasurer.  Red 
Springs 

Councilors: 

Dr.  Zack  D.  Owens,  First  District,  Elizabeth  City 
Dr.  John  C.  Tayloe,  Second  District,  Washington 
Dr.  Newsom  P.  Battle,  Fourth  District,  Rocky 

Mount 
Dr.  M.  D.  Hill,  Sixth  District.  Raleigh 
Di-.  James  H.  McNeill,  Eighth  District.  North 

Wilkesboro 
Dr.  Irving  E.  Shafer,  Ninth  District,  Salisbury 

Others  present: 

Dr.  T.  Leslie  Lee,  Kinston 

Dr.  Verne  S.  Caviness.  Raleigh 

Dr.  Frank  R.  Lock,  Winston-Salem 

Dr.  Fred  C.  Hubbard,  North  Wilkesboro 

Dr.  George  L.  Carrington,  Burlington 

Dr.  A.  B.  Choate.  Charlotte 

Dr.  John  R.  Bender,  Winston-Salem 

Dr.  Ivan  M.  Procter,  Raleigh 

Dr.  David  A.  Young,  Raleigh 

Mr.  J.  T.  Barnes,  executive  secretary.  Raleigh 

After  the  meeting  was  called  to  order  by  Presi- 
dent Robertson,  all  present  rose  and  stood  in  sil°nc° 
for  a  moment,  out  of  resnect  to  the  late  president. 
Dr.  Sharpe.  Secretarv  ]\IcMillan  then  read  the  trib- 
ute to  Dr.  Sharpe  which  was  written  by  Dr.  Brock- 
ton Lyon  and  published  in  the  December  issue  of  the 
North  Carolina  Medical  Journal.  The  following  mo- 
tion was  put  to  vote  and  adopted: 

"RESOLVED  that  the  Executive  Committee  of  th° 
Medical  Society  of  the  State  of  North  Carolina  di- 
rect its  secretary  to  draw  vip  suitable  resolutions  con- 
cerning the  death  of  Dr.  Frank  A.  Sharne,  the  nre'^i- 
dent  of  the  Societv.  and  that  the  resolution  which 
has  just  been  read  bv  the  secretai-j'  be  adopted  P" 
the  expression  of  the  Executive  Committee  and 
snread  upon  the  minutes  thereof,  that  it  be  pub- 
lished in  the  North  Carolina  Medical  Jonrnnl  and 
that  a  copy  be  sent  to  the  widow  of  Di'.  Sharne." 

P)'esident  Robertson  suggested  that  tne  Bv-L^ws 
of  the  Society  should  be  changed  so  that  the  firot 
vice  president,  rather  than  the  president-elect,  would 
succeed  to  the  presidency  in  the  event  of  the  presi- 
dent's death.  He  asked  the  members  present  to  con- 
sider the  advisability  of  making  such  a  change  at 
the  next  meeting  of  the  Society. 

President  Robeitson  then  called  on  Dr.  Frank  R. 
Lock,  chairman  of  the  Committee  on  Maternal  Wel- 
fare, who  submitted  the  following  report: 

Report  of  the  Committee  on  Maternal  Welfare 

The  Maternal  Welfare  Committee  has  continued 
an  active  program  to  encourage  better  maternal 
care  in  North  Carolina.  The  committee  has  had  two 
meetings  since  the  last  report  was  made  at  the  state 
medical  convention,  and  a  third  meeting  is  to  be 
held  this  afternoon.  The  committee  has  continued 
the  maternal  mortality  survey  which  was  begun  in 


August,  1946.  Two  hundred  and  sixty-seven  maternal 
deaths  have  been  investigated.  Complete  informa- 
tion has  been  obtained  for  practically  all  of  the 
cases.  In  each  instance,  the  physician  who  attended 
the  patient  has  been  sent  a  copy  of  the  committee's 
analysis  cf  the  cause  of  death,  and,  in  addition,  a 
brief  discussion  of  the  factor  which  was  considered 
in-imarily  at  fault  in  the  case  of  preventable  deaths. 
A  fine  spirit  of  cooperation  has  been  exhibited  by 
the  physicians  of  the  state,  and  there  are  only 
three  who  have  not  given  the  committee  informa- 
tion about  the  patient's  last  illness  and  medical 
management. 

The  committee  has  continued  to  prepare  a  section 
for  the  North  Carolina  Medical  Journal  each  month; 
and  in  recent  months,  we  have  used  brief  case  re- 
ports to  illustrate  the  errors  in  medical  manage- 
ment which  are  frequent  causes  of  unnecessary  ma- 
ternal deaths.  We  feel  that  the  doctors  in  North 
Carolina  are  more  interested  in  maternal  welfare 
than  they  were  at  the  time  our  study  was  be^'un, 
and  that  by  virtue  of  this  alone  the  committee  has 
been   successful. 

We  must,  in  addition,  reach  the  public  and  our  hos- 
pitals for  the  program  to  be  successful.  The  North 
Carolina  Hospital  Association  is  anxious  to  work 
with  us.  They  are  now  ready  1o  send  a  copy  of  the 
last  article  prepared  by  the  committee  to  each  hos- 
pital in  North  Carolina.  This  article  discusses  one 
phase  of  the  hospital's  responsibility  in  the  care 
of  obstetric  patients.  They  would  like  for  the  com- 
mittee to  prepare  other  articles  concerning  similar 
problems  for  distribution  to  the  hospitals  within  the 
state.  Our  committee  would  like  to  have  the  aiDProval 
of  the  Executive  Committee  before  we  enter  this 
progiam. 

Fortv  per  cent  of  our  maternal  deaths  resulted  di- 
rectly from  ignorance  or  neglect  upon  the  nart  of 
the  patient  or  her  family.  In  these  cases,  the  pa- 
tients failed  to  seek  medical  care  or  to  follow  the 
advice  which  was  given  them.  In  the  majority,  the 
patient  was  either  uneducated  or  illiterate.  We  feel 
that  an  educational  campaign  to  reach  them  must  be 
broadcast  by  the  radio  stations  of  the  state.  It  is  not 
likely  that  printed  matter  would  reach  them. 

If  the  Executive  Committee  approves  of  a  nro- 
a-ram  of  public  education,  the  Maternal  AVelfare 
Committee  can  arrange  for  a  series  of  radio  pvo- 
a'rams  to  be  broadcast  from  each  of  the  stations  in 
North  Carolina.  The  subject  of  the  broadcasts  wo'ild 
be  based  on  a  specific  problem  which  has  been  de- 
termined by  the  maternal  mortality  study.  This  pro- 
eram  can  also  be  arranged  through  the  Novth  C"vo- 
lina  Hospital  Association,  the  North  Carolina  Hos- 
pital Saving  Association  and  similar  agencies  at  no 
cost  to  the  State  Society,  except  the  usual  expense 
of  the  ^laternal  Welfare  Committee. 

Some  of  the  newspapers  of  the  state  have  learne'l 
of  the  work  of  the  Maternal  Welfare  Committpo  ^^d 
are  interested  in  publishing  accurate  g'ener'^l  infor- 
mation as  a  public  service.  We  have  not  given  anv 
information  to  them,  but  we  feel  that  it  would  be  of 
value  to  give  selected  material  to  the  newspapers 
in  order  to  further  the  program  of  public  education. 
We  would  like  the  approval  or  disapproval  of  the 
Executive  Committee  on  this  point. 

Respectfully   submitted, 
FRANK  R.  LOCK,  M.D..  Chairman 
Committee  on  Maternal  Welfare 
.   .   .  Dr.  Lock  was   commended  for  the   excellent 
work  of  his  committee,  and  the  following  resolution 
was  adopted: 

"RESOLVED  that  the  Executive  Committee  ap- 
prove the  suggestions  of  the  Committee  on  j\la- 
ternal  Welfare  for  the  furtherance  cf  that  com- 
mittee's work  by  cooperating  with  the  North  Caro- 
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lina  Hospital  Association  and  liy  inaugurating  a 
program  of  radio  broadcasts." 

A  motion  to  increase  the  appropriation  of  Dr. 
Lock's  committee  to  take  care  of  the  full  cost  of 
its  budget  was  made  by  Dr.  Tayloe,  seconded  by  Dr. 
Shafer,  and  passed.  Dr.  Lock  then  asked  for  an 
expression  of  opinion  on  the  matter  of  giving  out 
information  to  the  newspapers.  Dr.  McNeill  sug- 
gested, that  all  publicity  go  out  through  the  Public 
Relations  Committee. 

President  Robertson  called  on  Dr.  T.  Leslie  Lee, 
chairman  of  the  Cancer  Committee,  who  submitted 
the  following  report: 

Report   of   the   Cancer   Committee 

The  scope  of  this  committee  includes  three  distinct 
phasec: 

1.  The  direction  of  cancer  control  for  the  Medical 
Society  of  the  State  of  North  Carolina  in  this 
state. 

2.  To  act  in  cooperation  with  the  State  Health  De- 
partment in  the  administration  of  the  Cancer 
Act. 

3.  To  act  as  the  Executive  Committee  of  the 
North  Carolina  Division  of  the  American  Can- 
cer Society. 

These  three  duties  consume  an  enormous  amount 
of  time  and  an  untold  amount  of  correspondence. 
Two  meetings  have  been  held  so  far  this  year — one 
on  September  21,  the  other  on  December  7.  The 
first  meeting  was  attended  by  more  than  two  thirds 
of  the  committee,  and  the  last  meeting  was  attended 
by  all  but  one  member.  This,  your  chairman  thinks, 
is  an  excellent  record.  It  tends  to  show  the  interest 
of  the  profession  in  that  great  killer.  Cancer.  Your 
chairman  and  the  committee  feel  that  North  Caro- 
lina is  indeed  fortunate  in  having  such  close  co- 
oneration  in  cancer  control  among  the  State  Board 
of  Health,  the  Medical  Society  of  the  State  of  North 
Carolina,  and  the  North  Carolina  Division  of  the 
American  Cancer  Society.  All  three  organizations 
are  cooperating  to  the  utmost  in  carrying  out  this 
program 

North  Carolina  is  most  fortunate  in  having  at 
the  head  of  the  Noi-th  Carolina  Division  of  the 
American  Cancer  Society  such  an  excellent  woman 
as  Mrs.  George  E.  Marshall  of  Mount  Airy,  State 
Commander.  Mrs.  Marshall  is  most  cooperative  and 
is  insistent  that  the  program  in  this  state  be  run  in 
absolute  cooperation  with  organized  medicine.  I  feel 
that  a  letter  from  this  body  commending  her  upon 
her  work  would  not  be  amiss. 

At  the  first  meeting  of  the  committee  the  follow- 
ing qviestions  were  discussed: 

The  question  of  the  employment  of  a  Director 
of  Cancer  Control  within  the  State  Board  of 
Health  in  North  Carolina.  As  you  will  no  doubt 
remember,  this  was  provided  for  in  the  Cancer 
Act  passed  by  the  Legislature.  So  far  the  combined 
efforts  of  the  Cancer  Committee  and  the  State 
Board  of  Health  have  failed  to  bring  forth  a  di- 
rector. This  failure  is  due  in  no  small  part  to  the 
inability  of  the  State  Board  of  Health  to  pay  an 
adequate  salary  for  a  man  of  the  caliber  desired, 
and  to  the  scarcity  of  physicians.  We  are  still 
working  on  this  matter  and  hope  to  have  it  solved 
within  the  not  too  distant  future. 

Tile  question  of  the  establisment  within  the 
State  Board  of  Health  of  a  Department  of  Cytol- 
ogy was  also  discussed.  It  would  be  the  purpose 
of  this  deoartment  to  make  available  to  all  physi- 
cians in  North  Carolina  on  a  free  basis  the  inter- 
pretation of  the  recently  developed  and  popular- 
ized Papanicolaou  smear.  This  matter  was  tabled 
for  further  consideration  and  for  consultation  with 


the  State  Board  of  Health. 

The  budget  of  the  North  Carolina  Division  of  j 
the  American  Cancer  Society  was  I'sad,  discussed  , 
and  approved.  The  Committee  passed  on  the  em- 
ployment of  a  public  relations  firm — Mathis,  IMur. 
phy,  and  Bondurant — to  handle  the  public  relations 
of  the  North  Carolina  Division  of  the  American 
Cancer  Society. 

As  the  chaiiman  was  unable  to   attend  the  re- 
gional   meeting   of   the    American    Cancer   Society 
held    in    Miami,    Florida,    in    November,    Dr.    Ivan 
Procter   was   appointed   in   his   place.   Dr.   Procter 
attended    this    meeting    and    brought    back    many 
valuable  suggestions  on  cancer  contiol. 
The  chairman  attended  the  annual  meeting  of  the 
American   Cancer   Society  in   New  York   during  the 
middle  of  November.   I  am   extremely  happy  to  re- 
port that  the   American   Cancer   Society  is  now  or- 
ganized on  a  firm  and  lasting  basis.  They  have  ex- 
cellent men  at  the  head  of  its  various  divisions.  Its 
work  is  guided  by  a  board  of  directors  comoosed  of 
the  most  prominent  business  men  and  physicians  in 
the  United  States.  Our  own  Dr.  Wingate  Johnson  is 
a  member  of  the  National  Board  of  Diiectors.  Their 
program  of  education,  research,  and  service  is  now 
going  forward  in  a  most  satisfactory  manner. 

The  following  matters  were  discussed  at  the  second 
meeting  of  the  committee: 

Dr.  Carl  V.  Reynolds,  the  State  Health  Officer, 
was  present,  and  discussed  further  the  emnlov- 
ment  of  a  Director  of  Cancer  Control  in  North 
Carolina.  He  stated  his  inability  to  secure  such  a 
director,  but  said  that  he  had  secured  Dr.  Ivan 
Procter  of  Raleigh,  now  inactive  in  the  practice  of 
medicine  because  of  illness,  to  make  a  survey  of 
the  needs  and  methods  required  for  cr.ncer  control 
within  North  Carolina.  The  purpose  of  this  survey 
would  be  to  have  such  information  at  hand  when 
a  director  is  employed.  It  was  the  thought  that 
this  would  save  an  enormous  amount  of  time.  This 
matter  was  approved. 

^lany  questions  regarding  the  administration  of 
the  North  Carolina  Division  of  the  American  Can- 
cer Society  were  discussed.  A  copy  of  the  minutes 
will  be  forwarded  to  the  president  and  secretary 
as  soon  as  these  are  available.  .A  new  constitution 
and  bv-laws  of  the  North  Carolina  Division  of  the 
.American  Cancer  Society  were  adonted.  In  these 
bv-laws  the  Cancer  Committee  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  is  given  re- 
sponsibility for  the  policies,  activities,  finances, 
and  other  matters  pertaining  to  the  North  Cai'o- 
lina  Division  of  the  American  Cancer  Society. 

The  committee  voted  to  reauest  the  Executive 
Committee  of  the  ^Medical  Society  of  the  State  of 
North  Carolina,  through  its  secretary,  to  send  out 
a  form  letter  in  the  very  near  future  and  ask 
every  county  society  to  have  at  least  one  paper  on 
cancer  during  the  month  of  April. 

It  also  voted  to  ask  the  approval  of  the  Execu- 
tive Committee  in  asking  the  Board  of  Editors  of 
the  State  Medical  Journal  to  devote  the  April  issue 
of  the  Journal  to  cancer. 

It  voted  to  ask  the  president  of  the  Medical  So- 
ciety ot  the  State  of  North  Carolina  to  appoint 
a  Speakers'  Bureau  on  cancer,  which  speakers 
would  be  available  to  any  county  medical  society 
at  any  time. 

In  cooperation  with  the  American  Cancer  So- 
ciety it  was  voted  to  put  on  two  refresher  courses 
in  cancer  during  the  coming  year,  one  of  these 
courses  probably  to  be  held  at  Bowman  Gray  and 
one  at  Duke.  Various  phases  of  cancer  would  be 
covered  by  eminent  physicians  in  this  particular 
field.   Expenses   of   such   refresher  courses   would 
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be  borne  by  tbe  medical  school  and  by  the  North 

Carolina  Division  of  the  American  Cancer  Society. 

The  committee  would  like  specific  approval  of  the 

Executive  Committee  of  the  Medical  Society  of  the 

State  of  North  Carolina  on  the  following:  questions: 

The  request  to  ask  each  county  society  to  de- 
vote at  least  one  program  during  the  month  of 
April  to  cancer. 

The  request  to  the  editorial  board  of  the  North 
Carolina  Medical  .Journal  that  the  April  issue  be 
devoted  to  cancer. 

The  appointment  by  the  president  of  the  So- 
ciety of  a  speakers'  bureau  on  cancer. 

That  the  Society  send  Mrs.  George  E.  Marshall 
a  letter  of  commendation  for  her  fine  work  in  can- 
cer control  and  for  her  fine  cooperation  with  or- 
ganized medicine. 

That  the  Cancer  Committee  be  allowed  space 
for  an  exhibit  at  the  1948  annual  meeting  in  Pine- 
hurst. 

Approval    of   the    establishment    of   a    cytology 
laboratory  in  the  State  Board  of  Health. 
Respectfullv   submitted. 
THOMAS  LESLIE  LEE, 
Chairman 

.  .  .  Upon  motion  by  Dr.  McNeill,  seconded  bv  Dr. 
Hill,  the  recommendations  of  the  Cancer  Coi'>imittee 
were  approved.  Dr.  McNeill  stated  that  the  Kiwanis 
Club  in  North  Wilkesboro  was  interested  in  R'etting 
a  film,  financed  bv  the  American  Cancer  Societv. 
I  showing  the  essentials  for  setting  up  a  cancer-deter, 
tion  center.  He  asked  for  an  expression  from  the 
Executive  Committee  as  to  whether  this  would  be 
considered  ethical  and  feasible.  A  motion  by  Dr. 
Tavloe  that  the  project  be  approved  was  seconded 
and  carried. 

In  the  absence  of  Dr.  Winkler,  chairman  of  the 
Industrial  Health  Committee.  Secretarv  McMillan 
read  the  following  recommendations  from  this  com- 
mittee: 

1.  "That  the  North  Carolina  State  jMedical  Asso- 
ciation urge  its  members  to  report  known  ca'^^s 
of  industrial  diseases  to  the  local  health  de- 
partments." 

2.  "That  the  North  Carolina  State  iMedical  Asso. 
ciation  urge  the  medical  schools  of  the  state 
to  broaden  their  programs  for  undereradua+° 
and  postgraduate  teaching  of  industrial 
health." 

.3.  "That  the  North  Carolina  State  Medical  Asso- 
ciation include  in  its  future  scientific  programs 
a  svmposium  on  industrial  health  or  invite  a 
nationally  known  speaker  to  present  a  subiect 
of  interest  to  the  general  practitioner  on  in- 
dusti'ial  health." 

4.  "That  the  North  Carolina  State  Medici  A=so- 
ciation  recommend  to  the  county  medical  so- 
cieties to  appoint  committees  on  industrial 
health  to  work  with  the  State  Committee  on 
Industrial  Health." 

5.  "That  the  North  Carolina  State  Medical  Asso- 
ciation urge  industrv  to  require  a  pre-emnlov- 
ment  physical  examination  includins-  an  x-rav 
of  the  chest,  since  it  is  the  opinion  of  the  com- 
mittee that  no  examination  of  the  chest  is 
complete  without  an  x-rav  and  that  periodic 
health  examinations  include  an  x-rav  of  the 
chest." 

G.  "That  the  North  Carolina  State  Medical  Asso- 
ciation urge  industry  to  make  provision  for 
employing  the  physically  handicapped  individ- 
uals, provided  they  are  not  infectious  to  anv- 
one." 

7.  "That  county  medical  societies  appoint  com- 
mittees  for   the   purpose    of   cooperating   with 


the  Workmen's  Compensation  Commission  in 
reviewing  medical  testimony  in  cases  in  which 
questionable  testimony  is  given." 
8.  "That  the  editor  of  the  Journal  of  the  North 
Carolina  State  Medical  Association  be  re- 
quested to  devote  an  issue  of  the  .Journal  each 
year  to  industrial  health." 

The  first,  second,  fourth,  fifth,  and  sixth  recom- 
mendations were  approved;  the  third,  seventh,  and 
eighth,  disapproved.  It  was  suggested  that  if  any 
section  chairmen  desired  to  present  a  symposium 
on  industrial  health  at  the  State  Society  meeting,  it 
would  be  agreeable.  Dr.  JIcNeill  suggested  that  in- 
stead of  devoting  an  entire  issue  of  the  .Journal  to 
the  subject  of  industrial  health,  one  or  two  pages 
in  each  issue  be  given  to  the  subject.  These  sug- 
gestions met  with  no  objection. 

The  report  of  the  Insurance  Committee  was  read 
I>y  Dr.  Caviness  in  the  absence  of  the  chairman, 
Dr.  Papineau: 

Report  of  Insurance   Committee 

A  meeting  of  the  Insurance  Committee  of  the 
N.  C.  State  Medical  Society  was  held  in  Raleigh 
October  2.  1947.  Every  member  of  this  committee 
was  present  except  Dr.  D.  J.  Rose  of  Goldsboro. 

After  a  lengthy  discussion,  the  committee  was 
unanimous  in  its  opinion  that  the  Insurance  Com- 
missioner of  this  state  is  better  qualified  to  pass  on 
the  qualifications  of  an  insurance  company  than  this 
committee.  Accordingly  it  was  moved  that  the  In- 
surance Committee  recommend  to  the  Executive 
Committee  of  the  N.  C.  State  JMedical  Society  that 
the  policy  of  the  society  be  made  not  to  give  en- 
dorsements to  any  insurance  company. 

It  was  further  recommended  that  no  endorsements 
should  be  considered  to  any  program  that  is  not  fav- 
orable and  available  to  all  members  of  the  N.  C. 
State  Medical  Society. 

The  committee  urges  all  physicians  to  make  a 
careful  study  of  all  phases  of  any  policy  before 
accepting  it. 

ALBAN  PAPINEAU,  M.D. 
Chairman,  Insurance  Committee 

...  A  motion  to  adopt  the  report  was  seconded 
and  carried. 

Dr.  Hubbard,  chairman  of  the  Committee  on  Rural 
Health  and  Medical  Care,  discussed  the  rural  health 
education  program  to  be  conducted  by  the  Good 
Health  Association  and  the  State  Medical  Society. 
The  following  outline  of  this  program  was  filed: 

Rural  Health   Education  Program 

Tentative  dates:  To  be  carried  on  throughout  the 
year. 

Plan:  An  intensive  state-wide  educational  cam- 
naign  designed  to  indoctrinate  rural  people  with 
their  medical  care  and  health  problems,  and  to  en- 
list their  active  support  for  a  comprehensive  pro- 
gram of  improvement. 

Procedure:  Program  would  be  conducted  by  the 
Good  Health  Association  and  the  State  Medical  So- 
ciety, with  the  cooperation  of  dozens  of  state  agen- 
cies. The  Rural  Health  Committee  of  the  Medical 
Society,  of  which  Dr.  Hubbard  of  North  Wilkes- 
boro is  chairman,  would  represent  the  Society  in  its 
relations  with  the  Good  Health  Association.  The 
Medical  Society  would  sponsor  the  program  and  the 
Good  Health  Association  conduct  it  at  the  Society's 
request. 

A  Rural  Health  Education  Committee  would  be 
formed  to  cooperate  with  the  Good  Health  Associa- 
tion and  the  Medical  Society  in  carrying  out  this 
education  progT'am.  The  membership  of  this  com- 
mittee, as  suggested  by  the  Rural  Health  Committee 
of  the  INIedical  Societv  and  the  execvitive  director  of 
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the  Good  Health  Association,  would  he  as  follows: 

Dr.  Fred  Hubbard,  Medical  Society:  Dr.  Harry  L. 
Brockmann,  North  Carolina  Hospital  Association; 
Mr.  Harry  B.  Caldwell,  State  Grange;  Mr.  R.  Flake 
Shaw,  Farm  Bureau;  Mr.  J.  G.  K.  McCluie,  Farmers 
Federation;  Dr.  Clarence  Foe,  Progressive  Farmer; 
Miss  Ethel  Parker,  State  Board  of  Agriculture;  Dr. 
Carl  V.  Reynolds,  State  Board  of  Health;  Miss  Edna 
Heinzerling,  Nurses'  Association;  Thomas  Pearsall, 
Farm  Leader;  Mrs.  E.  B.  Hunter,  P.T.A.;  Dr.  Ellen 
Winston,  State  Board  of  Welfare;  Dr.  I.  G.  Greer, 
N.  C.  Good  Health  Association,  Inc.;  Dr.  W.  M. 
Coppridge,  Medical  Care  Commission;  and  Dr.  F.  D. 
Eluford,  A  &  T  College. 

The  program  would  open  immediately  with  pre- 
liminary work  for  a  two-day  North  Carolina  Rural 
Health  Conference,  this  conference  to  be  held  in  .Jan- 
uary at  the  University  in  Chapel  Hill.  It  would  be 
co-sponsored  by  the  Medical  Society,  the  Good  Health 
Association,  the  Agricultural  Extension  Service  of 
State  College,  and  the  University  School  of  Public 
Health.  The  reason  for  the  conference  would  be  to 
appraise  rural  health  needs  in  North  Carolina  and 
to  discuss  ways  and  means  to  answer  these  needs, 
thereby  assuring  greater  health  opportunities  to 
rural  people.  To  this  end  the  various  farm  orR'ani- 
zations  and  other  groups  interested  in  rural  North 
Carolina  would  be  invited  to  participate  in  the  con- 
ference and  to  help  underwrite  the  expenses  incident 
thereto. 

The  conference  would  include  one  or  inore  lunch- 
eons and  a  dinner  session,  at  which  well  known  farm, 
medical   and   health   authorities   would   speak. 

The  program  for  the  two-day  meet  would  feature 
discussion  sessions,  conferences,  and  addresses  by 
experts  on  such  subjects  as  Bringing  and  Holding 
Physicians  in  Rural  Areas,  Extension  and  Improve- 
ment of  Public  Health  Facilities  in  Rural  Areas 
Progress  of  the  North  Carolina  Good  Health  Pro- 
gram, Nursing  Needs  of  Rural  Communities.  Fi- 
nancing Personal  Health,  Hospital  Facilities  and 
Community  Clinics  in  Rural  Areas.  Non-Profit  Hos- 
nital  Insurance,  Health  Programs  in  Rural  Schools, 
the  Negro  Health  Problem,  and  others. 

Following  the  conference,  a  rural  health  commit- 
tee would  be  formed  in  each  county  throughout  the 
state.  Serving  on  these  rural  health  committees 
would  be  the  county  chairmen  and  co-chairmen  of 
the  Good  Health  Association,  the  president  (or  his 
appointee)  of  the  county  medical  societv,  one  or 
more  prominent  farmers  of  the  county,  the  county 
health  officer,  and  local  i-epresentatives  of  the  farm 
and  health  agencies  sponsoring  the  annual  confer- 
ence. 

These  local  committees  would  be  expected  to  con- 
duct periodic  meetings,  at  which  the  various  prob- 
lems of  medical  care  and  health  protection  in  the 
county  would  be  discussed  and  remedial  action 
planned.  These  meetings  would  be  open  to  rural 
residents  from  the  county,  and  from  any  adjacent 
counties  which  might  be  concerned.  Speakej's  for 
such  occasions  would  be  either  local  leaders  with  a 
special  knowledge  of  the  subject  in  question,  or 
doctor  representatives  from  a  special  Rural  Health 
Sneakers'  Bureau  to  be  organized  by  the  State 
Medical   Society. 

The  Rural  Health  Education  Committee,  in  coop- 
eration with  the  Good  Health  Association,  the  State 
Medical  Society,  the  Agricultural  Extension  Service, 
the  Rural  Sociology  Department  at  State  College, 
the  University  School  of  Public  Health,  and  other 
agencies,  would  prepare  and  issue  a  Speakers'  Man- 
ual, which  could  be  used  as  a  reference  gukle  for 
doctors  agreeing  to  serve  with  the  Speakers'  Bureau. 
This  manual  would  contain  up-to-date  data  on  health 


resources  and  needs  in  all  counties  of  the  state,  plus 
overall  facts  and  figures  for  the  state  as  a  whole 
and  comparisons  with  other  states. 

In  addition  to  ananging  the  periodic  discussion' 
meetings,  the  county  councils  would  be  expected  to 
give  local  assistance  to  the  Good  Health  Association 
and  the  Medical  Society  from  time  to  time  on  such 
special  promotions  as  Good  Health  Week,  Hospital 
Insurance  Week,  Nurse  Recruitment,  public  opinion 
polls,  and  the  distribution  of  health  litei'ature. 

Purpose:  (1)  To  raise  the  standard=-  of  medical 
care  and  health  protection  in  rural  areas  by  ac- 
quainting rural  people  with  their  needs  and  helping 
them   to  bring  about  improvements. 

(2)  To  try  to  get  the  people  to  avail  themselves 
more  fully  of  existing  health  services  and  facilities. 

Cooperating  Agencies:  State  Medical  Society, 
State  College,  North  Carolina  Medical  Care  Com- 
mission, State  Department  of  Public  Instruction, 
State  Board  of  Health,  State  Nurses'  ."Association, 
North  Carolina  League  of  Nursing  Education,  State 
Grange,  Farm  Bureau,  Farmers  Cooperative  Ex- 
change, Cotton  Cooperative,  State  Board  of  Agricul- 
ture, North  Carolina  Social  Hygiene  Society,  North 
Carolina  Federation  of  Home  Demonstration  Clubs, 
State  Board  of  Welfare,  State  Hospital  .\ssociation 
Duke  University  School  of  Medicine,  LTniversitv  of 
North  Carolina  School  of  Medicine,  Bowman  Gray 
School  of  Medicine,  North  Carolina  Tuberculosis  As- 
sociation, North  Carolina  League  for  Crippled  Chil- 
dren, State  Cancer  Society,  Duke  Endowment,  State 
Board  of  Medical  Examiners,  North  Carolina  Pharm- 
aceutical Association,  4-H  Clubs,  North  Carolina 
Congress  of  Parents  and  Teachers,  Hospital  Saving 
Association,  Hospital  Care  Association,  American 
Lea-ion,  American  Legion  Auxiliary,  AMVETS, 
VFW.  and  other  veterans'  organizations.  Progres- 
sive Farmer  magazine,  C.I.O.,  A.F.  of  L.,  North  Car- 
olina Council  of  Churches,  State  Dental  Association, 
North  Carolina  Nutrition  Association.  North  Caro- 
lina Federation  of  Women's  Clubs,  Rotarv,  Kiwanis, 
.Jaycees  and  other  civic  grouns.  North  Garolina  As- 
sociation of  Public  Welfare  Superintendents.  Farm- 
ers Fsderation,  State  Education  Association,  North 
Carolina  Farm  and  Farm  Women's  Convention,  State 
Dairy  Products  Association,  and  others. 

Remarks:  The  Medical  Societv  is  deeply  inter- 
ested in  this  project.  It  is  felt  that  this  plan  pre- 
sents the  Good  Health  Association  wi+h  an  opnor- 
tnnity  to  render  a  great  service  to  rural  North  Car- 
olina. 

.  .  .  After  some  discussion.  Dr.  Hill  moved  that 
the  Society  appropriate  between  $300  and  $.500  to- 
ward the  rural  health  program  for  a  one-year  trial 
period.  Tlie  motion  was  seconded  by  Dr.  Shafer  and 
carried. 

Dr.  John  R.  Bender,  secretary  of  the  Forsyth 
County  Medical  Society,  who  had  been  delegated  to 
establish  a  state  chapter  of  the  American  Academy 
of  General  Practice  in  North  Carolina,  gave  a  state- 
ment concerning  the  organization  and  purposes  of 
the  Academy'",  and  requested  the  Executive  Com- 
mittee's approval  of  a  state  chapter.  This  approval 
was  granted. 

Dr.  George  Carrington  then  told  of  the  progi-ess 
being  made  toward  a  merger  of  the  Hospital  Sav- 
ing Association  and  the  Hospital  Care  Association. 
No  action  was  taken  on  this  matter. 

The  report  of  the  committee  to  work  in  conjunc- 
tion with  the  Hospital  Saving  Association  to  famil- 
iarize the  doctors  of  the  state  with  the  requirements 
of  the  Veterans  Administration  was  read  bv  Dr. 
J.  H.  McNeill: 


1.  These  are  to  he  fouiicl  in  tlie  eilitori.ll,  '-The  Oeiier.il 
rrnititioner  Tins  His  Iiininis."  \nrtli  rnvoliiia  M.  .1.  8: 
12,1    CTulv)    1017. 
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Interval   Report   of   the    Committee    to    Collaborate 

with  the  Hospital  Saving  Association  on  the 

Home  Care  for  Veterans 

There  wex-e  meetings  in  Washington,  D.  C,  on 
September  14  and  in  Chicago  on  November  6,  in 
whieli  most  of  tlie  thirty-eiglit  states  who  have 
home-care  programs  for  veterans  were  represented. 
Your  chairman  was  present  at  the  meeting  in  Wash- 
ington, and  Mr.  E.  B.  Crawford  of  tlie  Hospital  Sav- 
ing Association  was  at  the  meeting  in  Chicago,  and 
I  believe  also  that  our  new  executive  secretary  was 
present  at  the  meeting  in  Chicago.  One  very  sig- 
nificant thing  was  noted  by  the  people  who  attended 
these  meetings — namely,  that  it  was  clearly  shown 
in  the  discussion  that  all  the  thirty-eight  states 
who  are  working  on  this  program  are  experiencing 
the  same  difficulties  and  have  the  same  viewpoint  as 
does  your  committee.  This  within  itself  was  some 
comfort  to  us  and  enabled  us  better  to  appreciate 
the  overall  picture  and  pointed  very  definitely  to  the 
fact  that  if  anything  is  ever  to  be  accomplished  with 
the  Veterans  Administration  all  of  these  thirty- 
eight  states  will  have  to  act  largely  as  a  unit  in 
exerting  their  influence. 

In  addition  to  these  meetings  referred  to  above, 
iprivate  conferences  have  been  held  with  Dr.  J.  C. 
Harding  in  General  Hawley's  office  in  Washington 
and  with  Dr.  Erp  from  the  Richmond  office  and  Dr. 
Weirick  from  Winston-Salem.  Very  frank  discus- 
sions ensued.  One  of  the  primary  purposes  of  these 
conferences  was  to  cut  the  red  tape  to  a  minimum 
Some  progress  has  been  made  along  these  lines; 
for  example,  in  IMichigan  and  Massachusetts,  very 
much  more  simplified  forms  for  requisitions  and  re- 
ports havL'  been  worked  out  and  are  now  in  process 
of  trial  in  both  of  these  states.  The  Veterans  Admin- 
istration has  assured  us  that  if  these  forms  are 
practicable  they  will  be  finally  approved  within  the 
next  month  or  two  and  North  Carolina  will  be  al- 
lowed to  use  them  as  well.  This  will  certainly  rep- 
resent one  definite  step  toward  uniformity  and 
should  help  to  simplify  the  paper  work  and  speed 
up  the  process  of  authorization. 
I  Your  committee  definitely  approves  of  the  home- 
care  program  for  service-connected  disabilities,  but 
opposes  very  vigorously  the  building  cf  large  vet- 
erans hospitals  and  clinics  throughout  the  country, 
which  will  unquestionably  be  used  ultimately  for  the 
care  of  non-servico-connected  disabilities.  We  also 
feel  that  the  various  veterans'  organizations  should 
lie  made  aware  of  what  the  home-care  program 
means,  and  also  what  it  would  mean  to  have  the 
large  veterans  hospitals  for  a  regimented  program 
of  medical  care  for  the  veteran.  We  feel  that  the 
same  amount  of  money  that  it  would  take  to  build 
these  large  hospitals  could  be  expended  much  more 
profitably  to  the  vetei-an  by  enlarging  and  improv- 
ing existing  medical  and  hospital  facilities  in  the 
veteran's  own  community. 

As  was  pointed  out  in  the  report  to  the  House  of 
Delegates  in  May  of  this  year,  we  felt  that  many 
of  the  obstacles  encountered  in  attempting  to  work 
this  program  were  due  to  the  old-time  veteran  ad- 
ministrator  who    probably    deep    down    in    his    own 
heart  wished  to  see  this  program  fail.  We  have  re- 
cently been  informed  that  the  regional  medical  offi- 
j  cer  of  North  Carolina  has  resigned  as  cf  January  1, 
1 1948.  We  have  talked  with  Dr.  Harding  in  Washing- 
j  ton  by  telephone,  and  he  has  assured  us  that  either 
he  personally  or  Dr.  Erp  from  the  district  office  in 
Richmond  will  come  to  North  Carolina  and  discuss 
vnth.  the  committee  the  type  of  man  who  is  to  be 
j  the  new  chief  medical  officer  for  this  district.   We 
j  are  very  anxious  that  the  Veterans  Administration 
appoint  a  man  who  would   have   a  broader   under- 
standing and  sympathy  with  the  principles   of  the 


home-caie  program  and  with  whom  we  might  ex- 
pect a  more  cooperative  relationship.  We  will  exert 
our  best  efi'orts  to  see  that  this  is  accomplished. 

Finally,  as  soon  as  the  time  is  appropriate  in  the 
light  of  things  which  are  now  unsettled — for  ex- 
ample, the  appointment  of  this  new  medical  officer, 
our  conference  with  Dr.  Harding  concerning  this, 
and  the  adoption  of  the  shortened  forms  by  the 
Vetei-ans  Administration — we  will  attempt  to  make 
a  rather  detailed  statement  for  the  .Journal.  In  this 
statement  we  will  try  to  explain  who  is  eligible  for 
this  type  of  care,  under  what  circumstances  he  is 
eligible,  and  many  other  details  which  we  all  need 
to  know  to  perfect  its  function. 

Respectfully  submitted, 

E.  I.  BUGG,  M.D. 

ALEXANDER  WEBB,  Jr.,  M.D. 

J.  H.  McNeill,  ji.d. 

J.  B.  STEVENS,  M.D. 
E.  McG.  HEDGPETH,  M.D., 
Chairman 
.  .  .  Upon  motion,  duly  seconded  and  carried,  the 
report  was  accepted. 

Secretaiy  MciMillan  gave  the  report  of  Dr.  V.  K. 
Hart's  committee  to  review  the  matter  of  hospital 
and  medical-service  insurance: 

Report  of  Dr.  Hart's  Committee 

We  first  tried  to  select  a  representative  committee, 
not  only  of  the  various  specialties  but  of  the  vari- 
ous sections  of  the  state.  This  committee  was  finally 
selected  as  follows:  neurosurgery.  Dr.  Barnes  Wood- 
hall;  urology,  Dr.  John  S.  Rhodes;  obstetrics  and 
gynecology.  Dr.  R.  A.  White;  orthopedics.  Dr.  J.  E. 
Jacobs;  ophthalmology,  Dr.  Horace  G.  Strickland; 
internal  medicine.  Dr.  Paul  Whitaker;  pediatrics,  Dr. 
J.  Buren  Sidbury;  radiology.  Dr.  Corbett  E.  Howard; 
dermatology.  Dr.  David  VVelton;  general  practice, 
Dr.  J.  Street  Brewer;  plastic  surgery,  Dr.  Kenneth 
L.  Pickrell;  surgery,  Dr.  H.  H.  Bradshaw. 

These  men  were  asked  then  to  make  up  tantative 
fee  schedules  with  the  idea  of  a  top  family  income 
of  $3,000.00.  Then,  on  November  1  and  2,  we  had 
our  first  general  committee  meeting  at  Sedgefield 
Inn.  I  am  glad  to  state  that  there  was  a  100  per 
cent  attendance.  Furthermore,  we  had  both  Mr. 
Herndon  and  Mr.  Crawford,  from  the  Hospital  Care 
and  Hospital  Saving  Associations  to  consult  with  us. 

I  don't  believe  I  ever  worked  with  a  group  of  men 
who  came  better  prepared  for  the  meeting  or  who 
were  more  sincere  and  earnest  to  serve  not  only 
their  colleagues  but  the  low-income  group.  A  com- 
plete record  of  the  meeting  was  made  and  the  com- 
plete minutes  will  be  sent  to  you  under  separate 
cover  at  a  later  date. 

General  rules  of  procedure  were  adopted.  A  top 
surgical  fee  was  set;  likewise  a  top  medical  fee. 
Then,  each  fee  schedule  was  considered  separately 
and  thrown  open  for  general  discussion.  Modifica- 
tions were  made  as  the  committee  deemed  them 
necessary. 

Finally,  these  recommendations  were  turned  over 
to  IMr.  Crawford  and  Mr.  Herndon  for  further  study 
and  analysis. 

At  a  later  date,  I  hope  to  reassemble  this  com- 
mittee with  representatives  of  the  Blue  Cross,  who 
can  then  tell  us  two  things:  first,  what  it  would  cost 
to  set  up  the  proposed  program;  second,  whether 
the  proposed  fees  mean  too  high  an  insurance  prem- 
ium. If  so,  we  may  have  to  make  fuither  changes. 
V.  K.  HART,  M.D. 

.  .  .  This  report  was  accepted. 

Secretary  McMillan  then  read  the  following  letter 
from  Dr.  Donald  Koonce,  chairman  of  the  Committee 
on  Public  Relations. 
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December  9,  1947 
Dr.  James  F.  Robertson,  President 
The  Medical  Society  of  the  State  of  North  Carolina 
Wilmington,  North  Carolina 
Dear  Mr.  President: 

I  very  much  regret  that  I  will  be  unable  to  attend 
the  meeting  of  the  Executive  Committee  of  the 
North  Carolina  JMedical  Society  in  Raleigh  on  Sun- 
day, December  14.  However,  I  would  like  to  take 
this  means  to  make  a  request  for  the  Public  Rela- 
tions Committee,  of  which  I  am  chairman. 

Since  the  meeting  seems  to  have  a  very  full 
agenda,  I  will  make  no  effort  to  make  a  report  on 
this  committee's  function  to  date,  but  we  stand  ready 
to  make  a  report  at  any  time  you  so  desire.  The 
matter  I  would  like  to  bring  to  the  attention  of  the 
Executive  Committee  at  the  present  time  is  the 
question  of  funds  for  carrying  on  our  high  school 
contest.  At  the  present  time,  our  committee  only  has 
the  following  authorization:  To  spend  up  to  S600.00 
for  a  scholarship  to  be  awarded  as  a  prize  for  the 
best  essay  or  declamation  by  a  high  school  student 
on  a  subject  selected  by  the  committee  pertaining  to 
public  relations. 

This  authorization  does  not  take  care  of  any  ex- 
penses of  this  contest.  The  Committee  requested  no 
such  authorization  at  our  last  meeting  because  we 
frankly  did  not  realize  what  this  undertaking  meant. 
Dr.  Stuart  Gaul  of  Charlotte  has  very  kindly  agreed 
to  take  charge  of  the  project  and  has  already  made 
considerable  progress.  It  has  been  decided  that  an 
essay  contest  would  be  more  practical  than  a  decla- 
mation contest — first,  because  more  would  partici- 
pate; second,  because  it  would  be  more  expensive 
and  considerably  more  difficult  to  arrange  for  a  local 
declamation  contest  followed  by  sectional  ones,  and 
finally  by  a  state  contest  for  sectional  winners.  There 
are  2000  schools  to  whom  notices  and  instructions 
must  be  sent  and  117  county  superintendents.  There 
must  be  pamphlets  of  information  prepared  by  the 
State  Educational  Bureau  but  at  our  expense.  Dr. 
Gaul  estimates  that  the  mailing  and  the  mimeo- 
graphing of  our  first  notices  and  instructions  would 
amount  to  around  $105.00.  There  will,  of  course,  be 
other  expenses  of  a  similar  nature. 

I  would  like  for  the  Executive  Committee  to 
authorize  my  committee  to  expend  the  necessary 
sums  for  mailing  and  advertising  in  this  high  school 
contest,  the  individual  expenditures  being  subject  to 
the  approval  of  the  pi-esident  and  the  secretary- 
treasurer. 

I  realize  that  the  Society  is  being  called  on  for 
considerable  financial  expenditures,  but  without  this 
additional  expenditure  we  cannot  hold  our  planned 
contest.  In  view  of  what  I  have  been  able  to  read, 
if  the  Public  Relations  Committee  of  the  North  Car- 
olina Medical  Society  only  spends  between  $800.00 
and  $1000.00  this  year  for  its  entire  program  it  will 
undoubtedly  be  the  lowest  expenditure  of  any  State 
Medical  Society  in  the  country.  It  is  just  a  question 
of  time  before  our  Society  will  have  to  act  similarly 
to  a  great  many  of  the  other  societies  and  set  aside 
a  definite  and  considerable  sum  annually  for  the 
function  of  a  Public  Relations  Department.  How  this 
can  be  done  on  the  present  income  of  the  Society  in 
addition  to  the  many  present  expenditures  by  the 
treasury  I  frankly  do  not  know.  I,  personally,  do 
not  believe  that  this  Society  can  continue  to  func- 
tion in  its  past  efficient  manner  on  the  present  in- 
come. Our  Society  has  become  "big  business,"  and 
to  manage  "big  business"  it  takes  money.  The  only 
way  of  increasing  our  income  is  to  increase  the  an- 
nual dues. 

Sincerely  yours, 

DONALD  B.  KOONCE,  Chairman 
Public    Relations    Committee 


...  A  motion  by  Dr.  Shafer  to  apropriate  the 
necessary  additional  funds  for  the  Puldic  Relations 
Committee's  essay  contest  was  seconded  and  carried. 

At  the  suggestion  of  Secretary  McMillan,  the  Ex- 
ecutive Committee  voted  to  allocate  money  to  Presi- 
dent Robertson  for  his  expenses  during  the  re- 
mainder of  President  Sharpe's  unexpired  term,  and 
to  take  funds  out  of  the  general  treasury  to  make 
up  any  deficit  incurred  at  the  Pinehurst  meeting. 
Dr.  Raby  moved  that  the  secretary  send  to  each 
county  society  president  or  secretary  a  statement 
of  the  income  of  the  Society  and  of  the  expected 
expenditures  of  the  Society  for  another  year.  This 
motion  was  passed,  and  the  meeting  adjourned  at 
3:15  p.m. 

postgraduate  course  in  thoracic 
Diseases 

The  American  Trudeau  Society,  in  cooperation 
with  the  Duke  University  School  of  Medicine  and 
the  University  of  North  Carolina  School  of  Medicine, 
is  sponsoring  a  postgraduate  course  in  thoracic  dis- 
eases at  Durham  and  Chapel  Hill,  March  22-27. 
North  Carolina  physicians  who  are  participating  in 
the  course  include  Drs.  B.  Black-Schaft'er,  Wiley  D. 
Forbus,  Oscar  C.  Hansen-Pruss,  Deryl  Hart,  J.  E. 
Markee,  E.  E.  Menefee,  Jr.,  Elbert  L.  Persons,  David 
T.  Smith,  Eugene  A.  Stead,  and  J.  C.  Trent  of  the 
Duke  University  School  of  Medicine;  Drs.  Howard 
H.  Bradshaw,  C.  C.  Carpenter,  George  T.  Harrell, 
and  Wingate  M.  Johnson  of  the  Bowman  Gray 
School  of  Medicine;  Drs.  J.  H.  Ferguson,  William 
deB.  MacNider,  and  A.  T.  Miller  of  the  University 
of  North  Carolina  School  of  Medicine;  Dr.  Luther 
Kelly  of  Charlotte;  Dr.  J.  D.  ilurphy  of  Oteen;  Drs. 
William  M.  Peck  and  Henry  Stuart  Willis  of  the 
North  Carolina  Sanatorium;  Dr.  Paul  Ringer  of 
Asheville;  and  Dr.  Claiborne  T.  Smith  of  Rocky 
Mount. 


NEWS  Notes  from  the  North  Carolina 

TUBERCULOSIS   ASSOCIATION 

Four  Negro  schools  of  North  Carolina  have  won 
honors  in  the  1947  Negro  Essay  Contest,  conducted 
throughout  the  United  States  by  the  National  Tuber- 
culosis Association.  The  tenth  grade  of  Carver  High 
School,  Kannapolis,  won  first  prize  for  a  paper  on 
a  tuberculosis  survey.  The  Chemistry  Club  of  Wash- 
ington High  School,  Raleigh,  was  awarded  second 
prize  in  the  class  project.  Honorable  mentions  in  thej 
high  school  and  college  groups  respectively  were 
awarded  to  ilarjorie  M.  Barnes,  Allen  High  School, 
Asheville,  and  Loreno  Yolande  Mebane,  Agricultural 
and  Technical  College,  Greensboro. 

Dr.  Charles  E.  Light,  director  of  health  education 
of  the  National  Tuberculosis  Association  for  the 
past  five  years,  has  resigned  that  position  to  join 
the  medical  division  of  Merck  and  Co.,  Inc.  Miss 
Vivian  V.  Drenckhahn  has  been  appointed  acting 
director. 


TRI-ST.\TE   MEDIC.4L   ASSOCIATION 

The  forty-ninth  annual  meeting  of  the  Tri-State 
:\Iedical  Association  of  the  Carolinas  and  Virginia 
was  held  in  Charleston,  February  9  and  10.  .Among 
those  participating  in  the  program  were  Drs.  Edward 
R.  Hipp,  John  A.  Brabson,  Raymond  Thompson, 
Oren  Moore,  and  R.  Douglas  Neal  of  Charlotte;  Dr. 
R.  B.  Davis  of  Greensboro;  Dr.  Fred  R.  Klenner  of 
Reidsville;  Dr.  Karl  Schaffle  of  Asheville;  and  Dr., 
J.  Lamar  Callaway  of  Durham. 
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State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners  will  hold 
its  next  meeting  for  the  purpose  of  interviewing 
applicants  for  licensure  by  endorsement  in  Pinehurst 
on  May  4. 

North  Carolina  Social  Hygiene  Day 

North  Carolina  Social  Hygiene  Day,  sponsored  by 
the  health  divisions  of  the  Charlotte  Community 
Council  and  the  North  Carolina  Social  Hygiene  So- 
ciety, was  observed  in  Charlotte  on  February  10. 
Dr.  M.  B.  Bethel  of  Charlotte  presided  over  the  after- 
noon session,  which  included  discussions  by  Drs.  Carl 
V.  Reynolds,  R.  E.  Fox,  Fred  G.  Pegg,  Ralph  B. 
Hogan,  John  J.  Wright,  W.  P.  Richardson,  and  W.  F. 
Snow,  board  chairman  of  the  American  Social  Hy- 
giene Association.  Dr.  J.  R.  Heller,  Jr.,  chief  of  the 
venereal  disease  control  unit  of  the  United  States 
Public  Health  Service,  was  the  principal  speaker  at 
the  dinner  session.  Following  Dr.  Heller's  speech, 
Dr.  Snow  awarded  Dr.  Reynolds  an  honorary  life 
membership  in  the  American  Social  Hygiene  Asso- 
ciation. 


Third  District  Medical  Society 

The  Third  District  Medical  Society  met  in  Garland 
on  February  6,  with  approximately  sixty-flve  in 
attendance.  Papers  were  presented  by  Drs.  William 
M.  Nicholson,  Eugene  A.  Stead,  Jr.,  C.  C.  Erickson, 
and  W.  C.  Sealey,  all  of  the  Duke  University  School 
of  Medicine.  Dr.  Amos  N.  Johnson  of  Garland  is 
president  of  the  society. 


Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  met  at  the 
State  Hospital  in  Morganton  on  February  17.  Dr. 
Lloyd  J.  Thompson  of  Winston-Salem  spoke  on 
"Modern  Treatment  in  Psychiatry,"  and  remarks 
were  made  by  Dr.  David  A.  Y'oung  of  Raleigh. 


Edgecombe-Nash  Counties  Medical 
Society 

Hypertrophic  pyloric  stenosis  was  discussed  by 
Dr.  J.  G.  Raby  and  Dr.  E.  L.  Roberson  at  the  Janu- 
ary meeting  of  the  Edgecombe-Nash  Counties  Medi- 
cal Society,  held  in  Rocky  Mount  on  January  14.  A 
public  relations  committee  was  appointed  to  light 
socialized  medicine.  Members  of  the  committee  are 
Drs.  C.  T.  Smith,  J.  G.  Raby,  Kenneth  Wright,  and 
C.  W.  Bailey.  A  cancer  detection  committee,  con- 
sisting of  Drs.  William  Smithie,  E.  S.  Boice,  and 
A.  L.  Daughtridge,  was  also  appointed. 


Guilford  County  Medical  Society 

Dr.  Westbrook  Murphy  of  Asheville  was  guest 
speaker  at  the  February  meeting  of  the  Guilford 
County  ;\ledical  Society.  His  subject  was  '"Recent 
Work  of  the  National  Physicians  Committee." 

The  society  is  sponsoring  a  postgraduate  course 
in  medicine,  consisting  of  a  series  of  seven  pro- 
grams, to  be  held  at  weekly  intervals  in  Greensboro 
and  High  Point.  The  first  program  will  be  on  March 
3,  the  last  on  April  18. 

Physicians  who  have  recently  moved  to  Greens- 
boro include  Drs.  Julius  Theodore  Davis,  Ralph  Cal- 
lahan Lake,  Eulis  Robert  Troxler,  and  Donald  Con- 
rad Schweizer.  Dr.  Joseph  Lindsay  Cook,  a  former 
member  of  the  society  who  had  been  out  of  the 
county  for  the  past  few  years,  was  reinstated  as  a 
member. 


Halifax  County  Medical  Society 


The  Halifax  County  Medical  Society  held  its  reg- 
ular monthly  meeting  in  Roanoke  Rapids  on  Janu- 
ary 16.  The  scientific  program  was  conducted  by  the 
staff  of  the  Roanoke  Rapids  Hospital. 


Warren  County  Medical  Society 

At  the  January  meeting  of  the  Warren  County 
Medical  Society,  held  in  Warrenton  on  January  15, 
the  following  officers  were  elected  for  1948:  Presi- 
dent, Dr.  C.  H.  Peete,  succeeding  Dr.  G.  H.  Macon; 
vice  president.  Dr.  Frank  P.  Hunter;  second  vice 
president.  Dr.  William  D.  Rodgers;  secretary  and 
treasurer,  Dr.  H.  H.  Foster.  Drs.  H.  H.  Foster  and 
G.  H.  Macon  were  named  delegates  to  the  State  Med- 
ical Society,  with  Drs.  William  D.  Rodgers  and  C.  H. 
Peete  as  alternates. 

At  a  previous  meeting  the  society  unanimously 
endorsed  the  proposed  hospital  for  Warren  County. 


Greensboro  Academy  of  Medicine 

The  Greensboro  Academy  of  Medicine  is  planning 
a  symposium  on  the  afternoon  and  evening  of  March 
18. 


Institute  for  Hospital  Administrators 

The  second  Southern  Institute  for  Hospital  Ad- 
ministrators will  be  held  March  22-27  on  the  campus 
of  Duke  University.  Registration  is  open  to  admin- 
istrators and  assistant  administrators  of  approved 
hospitals.  Harold  C.  Mickey,  superintendent  of  Duke 
University  Hospital,  is  director  of  the  institute. 


Roanoke-Chowan  Hospital 

The  Roanoke-Chowan  Hospital  in  Ahoskie,  the 
first  hospital  in  the  state  to  receive  grants  of  fed- 
eral and  state  aid,  was  completed  this  month.  Dr. 
George  Wadsworth  will  be  chief  surgeon  for  the 
hospital. 


Charlotte  Mental  Hygiene  Clinic 

Dr.  William  Magruder  of  Starkville,  Mississippi, 
who  was  formerly  on  the  house  staff  of  Duke  Hos- 
pital, has  accepted  an  interim  appointment  as  attend- 
ing psychiatrist  of  the  Charlotte  Mental  Hvgiene 
Clinic  until  July  1.  Dr.  R.  Burke  Suitt  is  director  of 
the  clinic,  and  Dr.  Charles  H.  Gay  is  president  of  the 
board  of  trustees  of  the  Mental  Hygiene  Society, 
which  operates  the  clinic. 


American  Physical  Therapy  Association 
Carolina  Chapter 

The  Carolina  Chapter  of  the  American  Physical 
Therapy  Association  offers  advisory  service  for  the 
placement  of  physical  therapists  in  North  and  South 
Carolina. 

Frequently  qualified  physical  therapists  request 
information  on  physical  therapy  vacancies  in  this 
area.  If  any  organization,  hospital,  or  physician 
wishes  assistance  in  securing  this  personnel,  please 
write  Mary  C.  Singleton,  Relations  Chairman,  Caro- 
lina Chapter,  Duke  Hospital,  Durham  North  Caro- 
lina. Kindly  describe  the  position  and  state  the  neces- 
sary qualifications. 


News  Notes 


Dr.  .Anna  M.  Gove  of  Greensboro  died  of  a  cerebral 
hemorrhage  on  January  28. 
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National  Tuberculosis  Association 
Fellowships 

Establishment  of  a  numbei'  of  teaching  and  re- 
search fellowships  in  the  field  of  tuberculosis  by  the 
National  Tuberculosis  Association  has  been  an- 
nounced by  Dr.  Esmond  R.  Long,  director  of  the 
NTA's  Division  of  Research. 

Annual  stipends  for  the  fellowships  will  range 
from  $2,400  to  $3,200.  Provision  will  also  be  made 
for  laboratory  fees  and  incidental  expenses  of  like 
character.  The  fellowships  will  be  limited  to  grad- 
uates of  American  schools  for  teaching  and  investi- 
gation in  the  United  States.  While  preference  will 
be  given  to  applicants  with  a  Doctor  of  Philosophy 
or  Doctor  of  Medicine  degree,  fellowships  will  not 
be  restricted  to  the  holders  of  these  degrees.  Appli- 
cations will  be  considered  in  the  fields  of  pathology 
and  bacteriology,  clinical  medicine,  epidemiology  and 
social  and  statistical  research.  Applicants  may  elect 
the  institutions  in  which  they  wish  to  study. 

Persons  interested  in  obtaining  a  fellowship  should 
write  to  Dr.  James  E.  Perkins,  managing  director. 
National  Tuberculosis  Association,  1790  Broadway, 
New  York  19,  N.  Y.,  for  further  information. 


American  Board  of  Ophthalmology 

Practical   Examinations — 1918 

Baltimore,  May  20-25 
Chicago,    October   6-9 
Written    qualifying   tests    will    be    held    annually, 
probably   in   January   of   each  year.   Applicants   for 
the  January,   1949,  written  qualifying  test  must  be 
filed  with  the  secretary  before  July  1,  1948. 
Executive   office:    Cape   Cottage,   Maine. 


Postgraduate  Course  in 
Electrocardiography 

May  17  to  21,  1948 

Emory  University  School  of  Medicine  announces 
a  five-day  intensive  course  presenting  a  comprehen- 
sive survey  of  electrocardiography.  Emphasis  will 
be  placed  on  the  clinical  interpretation  of  the  electro- 
cardiogram in  the  light  of  modern  excitation  the- 
ories and  the  newer  techniques  in  electrocardi- 
ography. The  uses  and  interpretation  of  multiple 
chest  leads,  unipolar  leads,  the  ventricular  gradient 
and  variation  in  normal  patterns  will  be  stressed. 

In  addition  to  the  Emory  University  Faculty,  guest 
speakers  who  will  participate  in  the  program  are: 

Dr.  George  Burch,  Tulane  University 

Captain  Ashton  N.  Graybiel,  Medical  Corps, 
U.S.N. 

Registration  Fee— $40.00 

Jlake  application  to: 

Director,  Postgraduate  Education,  Emory  LTniver- 
sitv  School  of  Medicine,  36  Butler  St.,  S.E".,  Atlanta 
3,  Ga. 


American  Hospital  Association 

The  two  institutes  on  hospital  dietary  depart- 
ments scheduled  for  April  by  the  American  Hospital 
Association  will  be  held  in  Buck  Hill  Falls.  Pa., 
April  19-23,  and  in  Kansas  City,  :\Io.,  April  12-13. 
Emphasizing  the  place  of  the  dietary  department 
in  the  total  hospital  service  offered  to  the  community, 
both  institutes  are  designed  to  help  administrators 
work  closely  with  their  dietitians  in  establishing 
sound  and  efficient  departmental  organization  wifh 
resultant  attractive,  well-planned  patient  meals. 


News  Notes  from  the  Office  of  the 
Surgeon  General 

Positions  Available  in  Army  Hospitals  Overseas 

The  U.  S.  Army  IMedical  Department  announces 
the  availability  of  opportunities  for  advanced  train- 
ing and  experience  in  the  various  special  fields  of 
medicine  and  surgery  in  overseas  Army  hospitals. 
These  hospitals  are  registered  with  the  American 
Medical  Association,  and  this  training  may  be  ac- 
ceptable by  the  specialty  board  as  part  of  the  period 
usually  required  to  be  spent  in  limited  practice  and 
experience  prior  to  admission  for  examination.  In- 
terested members  of  the  medical  profession  who 
have  completed  the  formal  training  requirements 
for  certification  in  one  of  the  special  fields  are 
eligible  to  apply  for  these  positions. 

Eligible  physicians  are  invited  to  communicate 
with  The  Surgeon  General,  U.  S.  Army,  Washing- 
ton 25,  D.  C,  for  further  information. 


il 


Veterans  Administration 

Dr.  Paul  B.  Magnuson,  nationally-known  ortho- 
pedic surgeon  and  closely  identified  with  the  re- 
organization of  medical  care  in  Veterans  Adminis- 
tration hospitals,  has  been  named  chief  medical  di- 
rector for  VA  by  Carl  R.  Gray,  Jr.,  administrator. 

Dr.  Magnuson,  former  professor  of  surgery  and 
chairman  of  the  Department  of  Bone  and  Joint  Sur- 
gery at  Northwestern  University  iledical  School, 
Chicago,  succeeds  Dr.  Paul  R.  Hawley,  who  resigned 
January  1  as  medical  chief  and  who  now  is  serving 
Mr.  Gray  as  special  assistant  and  advisor  on  medi- 
cal problems. 


DOCTOR  wanted 

In  the  town  of  Pinetops,  population  1,200. 
Edgecombe  County,  located  in  a  prosperous, 
tobacco-farming  section  serving  a  community 
of  .5.000  to  6,000.  Has  been  served  by  two 
physicians  during  last  twenty  years.  Both 
now  totally  disabled.  Hospital  facilities  within 
a  distance  of  t«elve  miles.  Town  has  prescrip- 
tion druggist.  A  very  good  location  for  one 
doing  general  practice.  Anyone  interested 
should  write  Mr.  S.  B.  Kittrell,  Bank  of  Pine- 
tops,   Pinetops,  North   Carolina. 


location    WANTED 

Experienced,  well  trained  eye,  ear,  nose,  and 
throat  man  desires  location  in  North  Carolina. 
Not  looking  for  any  salaried  position.  Would 
prefer  either  to  take  over  the  offices  of  someone 
retiring  or  to  become  associated  with  some 
well  established  ethical  group.  Health  excel- 
lent, habits  temperate,  does  not  drink.  Member 
of  Episcopal  Church.  Able  to  pay  cash  for 
any  obligations  taken  on.  Would  require  some 
two  or  three  months  to  dispose  of  real  estate 
holdings  in   present  location. 

Address   "W" 
Post  Office  Box  4.56. 
Winston-Salem.  N.  C. 
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AUXILIARY 


HYGEIA 


Hijc/cia.  the  health  magazine  published  by 
the  American  IMedical  Association,  solves 
the  physician's  problem  of  placing-  a  medical 
subject  suitably  before  a  lay  audience.  Sound 
health  for  mind  and  body  is  constantly  fea- 
tured. 

Hiigeia  has  always  been  of  special  interest 
to  mothers  of  young  children,  as  it  contains 
a  wealth  of  information  on  health  habits, 
food  and  its  preparation,  emotional  and  be- 
havior problems,  and  aids  for  sex  education 
of  the  child.  It  enlightens  people  regarding 
the  need  of  early  diagnosis  and  treatment, 
the  value  of  periodic  health  examinations,  and 
the  dangers  of  quackery  and  self -medication  ; 
but  it  never  suggests  that  the  magazine  itself 
replaces  the  need  of  a  physician's  services. 

Every  physician  and  dentist  should  take 
advantage  of  the  special  reduced  rates  of- 
fered to  them.  The  regular  price  of  Hijgeia 
is  $2.50  for  one  year,  $6.00  for  three  years. 
The  special  price  is  $1.25  for  one  year,  $3.00 


for  three  years.  These  rates  also  apply  to 
doctors'  and  dentists'  wives,  and  to  any  gift 
subscriptions  they  may  wish  to  place. 

The  merits  of  Hijgeia  speak  for  themselves 
to  anyone  who  is  acquainted  with  the  maga- 
zine. Send  in  your  subscription  now,  either 
to  your  county  Hygeia  chairman  or  direct  to 
your  State  Chairman. 

ilRS.  Taylor  Vernon 
State  Hijgeia  Chairman 
Morganton 


tjjJ    ror.Ony,   JNervous,   Ketarded   (jhildrcn   £j(J 

Year  round  private  home  and  school  for 
girls  and  boys  of  any  age  on  pleasant  150 
acre  farm  near  Charlottesville. 

Individual  training  and  care,  expert 
teachers.  Limited  enrollment,  amusements, 
special  diets,  medical  care  if  necessary. 
Entrance  made  at  any  time.  Write  for 
Booklet. 

Mrs.  J.  Eascom  Thompson,  Principal 


^ 


THE  THOMPSON 
HOMESTEAD  SCHOOL 

Free  Union,  Virginia 


^ 


Westbrook  Sanatorium  % 

ESTABLISHED    igi  I 

RICHMOND,    VIRGINIA 

For  the  Treatment  of  NERVOUS  and  MENTAL  DIS- 
ORDERS and  Addictions  to  ALCOHOL  and  DRUGS 

STAFF:  Jas.  K.  H\ll.  Dept.  for  Men         Paul  V.  .\NDfjfsoN,  Dcpt.  for  Women 
ASSOCIATES:   Ernest    H.    Alderman,    M.D.,    Rex    Blankinship,    M.D.,    John   R. 
Saunders,  M.D.,  Tliomas  E.  Painter,  M.D. 

a:     ' ' !i:z„  toF^^^m^rmm^mamm 
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Developed  to  meet  the  needs  of  the  physician  in 
infant  feeding.  Baker's  Modified  Milk  is  a  complete 
food  which  will  simplify  your  infant-feeding  prob- 
lems, as  it  has  for  thousands  of  other  doctors. 

You  -will  find  too.  that  mothers  and  "OB"  depart- 
ment personnel  who  have  had  experience  in  feeding 
Baker's  Modified  Milk  are  pleased  when  vou  pre- 
scribe it.  That's  because  Baker's  is  so  effective  and 
so  easy  to  prepare.  For  normal  feeding  strength, 
liquid  Baker's  is  just  diluted  with  equal  parts  of 
water,  previouslv  boiled. 

Among  the  many  reasons  for  the  fast-growing  pref- 
erence for  Baker's  Modified  Milk  are: 


BAKER'S 


"lODIFIED  m"^^ ' 


fHODIFIED  miLK  '^\ 


LIQUID 


POWDER 

Baker's  Modified  Milk  is 
supplied  both  in  liquid  and 
powder  form  which  con 
be    fed    interchangeably. 


•  Baker's  MrtdifieJ  Milk 
is  niatle  from  tiiherciilin- 
tesled  cows'*  milk  in  which 
most  of  the  fat  has  been 
replaced  by  animal  and 
ve};etable  oilw  w\\\\  the  ad- 
dition of  lactone,  dextrose, 
gelatin,  iron  aninioniitui 
citrate,  vitamins  A,  Bt,and 
D.  Not  less  than  100  units 
of  vitamin  D  per  recon- 
stittited  quart. 


•  Baker's   Arodified   Milk   is  a  complete  infant   food   that  closely  conforms  to 
human  milk  .  .  . 

•  ...  is  well  tolerated  hy  hoth  premature  and  full-term  infants  .  .  . 

•  .  .  .  may  be  used  either  complemental  to  or  entirely  in  place  of  human  milk  .  ,  . 

•  ,  .  .  may  be  prescribed  at  any  period  —  at  birth  or  when  mother's  milk  fails  .  .  . 

•  ...  is  helpful  in  correcting  regur<j;italion,  constipation,  loose  or  too-frequent 
stools  .  .  . 

•  .  .  .  requires  no  changing  of  formula — as  baby  grows  older,  just  increase  the 
quantity  of  feeding  .  .  . 

•  .  .  .  reduces  the  possibility  of  error — only  one  simple  operalii>n:  dilute  with 
water,  previously  boiled  .  .  . 

Just  leave  instructions  at  the  hospital.  The  ohstelrical  supervisor  will  be 
glad  to  put  your  bottle-fed  infants  on  Baker's. 


BAKER'S     MODIFIED     MILK 

THE  BAKER  LABORATORIES,  INC.,  CLEVELAND,  OHIO  DIVISION  OFFICES:  SAN  FRANCISCO,  LOS  ANGELES  and  DENVER 
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Fundamentals  of  Neurology.  By  Ernest 
Gardner,  M.D.,  Assistant  Professor  of  Anat- 
omy, Wayne  University  College  of  Medi- 
cine, Detroit,  IWichigan.  336  pages,  with  133 
illustrations.  Price,  $4.75.  Philadelphia  and 
London:   W.   B.    Saunders   Company,    1947. 

This  is  an  excellent  short,  simple  book  which  dis- 
cusses the  anatomy  and  physiology  of  the  nervous 
system.  It  probably  represents  the  minimum  of  ma- 
terial that  a  physician  should  have  at  his  disposal  on 
these  subjects.  For  that  reason  it  may  be  of  value 
for  one  who  wishes  to  review  quickly  and  briefly  the 
nervous  system  without  becoming  involved  in  the 
detail  of  the  longer  texts. 

In  the  preface  the  author  alludes  to  "nurses, 
physiotherapists  and  occupation  thei'apists."  From 
his  detailed  definitions  of  such  terms  as  "sagittal 
and  coronal  planes,"  "anatomy,"  "lesion,"  and 
"physiology"  it  is  obvious  that  he  directed  the  book 
primarily  to  these  groups  rather  than  to  physicians, 
although  the  book  has  been  advertised  for  the  use 
of  physicians.  Neurologic  diseases  are  not  discussed. 

The  author  is  to  be  commended  for  including  at 
the  end  of  each  chapter  the  names  of  several  pioneer 
neurologists,  anatomists,  or  physiologists,  and  giv- 
ing in  a  sentence  or  two  their  main  contributions. 
There  is  also  a  short  bibliography  with  each  chapter, 
and  frequently  a  comment  about  the  reference.  This 
latter  would  be  of  great  help  to  a  busy  student  or 
practitioner  in  finding  references  in  which  he  is  most 
interested.  It  is  hoped  that  this  practice  will  be  ex- 
tended, especially  by  writers  of  textbooks. 


Fundamentals  of  Psychiatry.  Bv  Edward  A. 
Strecker,  M.D.,  Sc.D.,  LL.D.,  Litt.D.,  F.A. 
C.P.,  Professor  of  Psychiatry,  University  of 
Pennsylvania.  Ed.  4.  325  pages.  Price,  $4.00. 
Philadelphia:  J.  B.  Lippincott  Company, 
1947. 

The  three  preceding  editions  of  this  book  have 
demonstrated  its  popularity  and  its  value.  The  edi- 
tion which  was  printed  in  England  during  World 
War  II  was  a  godsend  to  medical  officers  of  all  allied 
armies.  This  fourth  edition  will  continue  to  be  a 
small  Bible  for  the  general  practitioner  and  special- 
ists in  other  fields.  No  better  authority  can  be 
asked  at  this  time. 

Its  necessary  brevity  is  the  main  fault  that  one 
can  find  with  the  book.  Dr.  Strecker  has  done  a  truly 
remarkable  job  in  condensing  so  much  material  into 
325  small  pages.  As  one  reads  the  various  topics, 
however,  there  is  always  the  wish  that  Dr.  Strecker 
would  say  more.  Certainly  there  is  not  enough  detail 
to  warrant  the  recommendation  of  the  book  as  a 
fundamental  textbook  or  reference  book  for  medical 
students  or  for  doctors  in  training  for  the  specialty 
of  psychiatry. 

Omissions  of  certain  facts  had  to  occur  in  such  a 
condensation.  For  example,  in  the  discussion  of  the 
treatment  of  paresis,  no  mention  is  made  of  the  use 
of  penicillin,  although  a  page  and  a  half  is  devoted 
to  malarial  treatment. 

The  grouping  of  psychoneuroses  in  a  chapter  with 
functional  psychoses  following  schizophrenia  and 
paranoid  conditions  seems  unfortunate.  Psychoneu- 
soses  need  to  be  distinguished  from  psychoses  and 
deserve  a  chapter  by  themselves.  Many  psychiatrists, 
too,  would  not  agree  with  the  joint  consideration  of 


neurasthenia  and  anxiety  reactions,  with  only  eleven 
lines  given  to  the  symptoms  of  anxiety  neuroses. 
This  is  a  very  important  subject  for  all  doctors  of 
medicine.  Also,  one  wishes  that  more  could  have  been 
included  under  the  discussion  of  psychosomatic  medi- 
cine. 

Although  the  book  does  suffer  because  of  its 
brevity,  it  is  an  authoritative  source  and  will  serve 
well  the  busy  general  practitioner  and  specialists 
in  branches  of  medicine  other  than  psychiatry.  For 
students  and  workers  in  fields  related  to  psychiatry 
it  is  an  excellent  introductory  or  reference  book. 


Gilford's    Textbook    of    Ophthalmologv.    By 

Francis  H.  Adler,  M.D.,  Professor  of  Oph- 
thalmology, University  of  Pennsylvania 
Medical  School.  Ed.  4.  512  pages,  w'ith  310 
illustrations.  Price,  $6.00.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1947. 

Dr.  Adler  has  made  available  to  the  general  prac- 
titioner and  student  a  most  excellent  and  readily 
comprehensible  review  of  the  common  and  impor- 
tant ophthalmologic  problems.  The  book  is  aimed 
at  those  readers  who  do  not  have  extensive  knowl- 
edge of  ophthalmology,  and  it  is  admirably  suited 
to  their  needs. 

Like  Dr.  Adler's  other  writings,  this  book  is  written 
in  a  thoroughly  simple  and  lucid  style.  The  discus- 
sions of  the  physiologic  fundamentals  both  in  nor- 
mal functioning  and  in  ocular  disorders  are  clearer 
and  more  accurate  than  those  in  the  larger,  more 
detailed  ophthalmologic  texts.  The  section  on  ocular 
motility  and  binocular  vision  is  as  simple  and  read- 
able a  presentation  of  this  difficult  subject  as  any 
this  reviewer  has  seen. 

Other  particularly  excellent  sections  are  those  on 
ocular  disorders  associated  with  central  nervous  sys- 
tem disease  and  oculai'  manifestations  of  general 
disease.  Even  the  ophthalmologist  will  find  these 
portions  extremely  helpful  as  a  concise  outline  of 
the  important  features  of  these  subjects. 

The  listing  of  therapeutic  agents  is  especially  val- 
uable, since  it  weeds  out  many  virtually  useless  but 
almost  traditional  drugs  used  about  the  eye,  and  lists 
the  drug  houses  from  which  the  more  useful  prep- 
arations can  be  obtained. 

Not  the  least  attractive  features  of  this  book  are 
its  new  format,  clear  print,  good  illustrations,  and 
convenient  size.  In  the  opinion  of  this  reviewer,  it 
is  certainly  the  most  valuable  and  readable  of  the 
small  textbooks  of  ophthalmology,  and  it  is  heartily 
recommended. 


Modern  Cosmeticologv.  By  Ralph  G.  Harry, 
F.R.I.C,  Certificate  of  the  Royal  Institute 
of  Chemistry  in  the  Chemistry  and  Micro- 
scopy of  Foods,  Drugs  and  Waters,  Pharma- 
cognosy, Pharmacology  and  Therapeutics. 
Head  of  the  Cosmetics  Department,  Beech- 
am  Research  Laboratories,  Ltd.  Ed.  3.  515 
pages,  9  plates  in  color,  30  illustrations. 
Price,  $12.00.  Brooklyn,  N.  Y.:  Chemical 
Publishing   Company,  Inc.,   1947. 

The  author  has  made  an  attempt  to  breach  fhe 
gap  between  dermatology  and  cosmeticology  in  a 
work  which  is  primarily  intended  for  the  manufac- 
turing trade.  Dermatologic  principles  and  considera- 
tions are  mentioned  with  respect  to  each  of  a  wide 
variety  of  cosmetics  and  so-called  "beauty  aids" 
which  are  generally  available  to  the  public  without 
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prescription.  Some  of  the  topics  covered  in  consider- 
able detail  have  to  do  with  lipsticks,  hair  tonics  and 
lotions,  face  powders,  permanent  waving  solutions, 
manicure  preparations,  acne  medications,  and  eye 
lotions. 

There  are  brief  chapters  on  the  anatomy  and 
physiology  of  the  skin,  hair,  nails,  and  teeth.  It  is 
unfortunate  that  the  colored  plates  are  not  up  to 
standard,  as  they  do  not  show  detail.  A  comprehen- 
sive discussion  of  the  chemistry  of  various  emulsion 
type  bases,  vanishing  cream  bases,  lubricants,  and 
other  vehicles  of  value  to  the  dermatologist  is  pre- 
sented. There  is  an  interesting  section  entitled  "Cos- 
metic Facts  and  Fallacies,"  in  which  such  fallacies 
as  the  belief  that  "crow's  feet"  can  be  eradicated 
by  face  creams  and  that  certain  agents  act  as  "skin 
foods"  are  discussed. 

This  book  should  prove  of  value  to  all  dermatolo- 
gists as  an  encyclopedia  of  the  constituents  of  cos- 
metic preparations.  In  a  like  manner  it  may  also 
be  of  value  to  the  allergist  in  his  study  of  specific 
allergenic  components  of  cosmetic   preparations. 


3n  ilrmortam 

WILLIAM  D.  JAMES,  M.D. 

In  the  passing  of  Dr.  William  D.  James  the  Rich- 
mond County  Medical  Society  and  the  fraternity  at 
large  lost  a  valuable  addition.  The  loss  of  this  com- 
petent surgeon  was  peculiarly  personal  to  a  host 
of  people  whom  Dr.  James  had  befriended  by  his 
skillful  touch  and  patient  ministry. 

"Wally"  James  was  endowed  by  his  Creator  with 
many  sterling  qualities  which  he  cultivated  and  en- 
larged. His  genial  disposition,  his  "habit  of  making 
friends,"  his  athletic  prowess  in  college  days  and  in 
summer  semi-pro  baseball  gave  him  a  touch  that 
stood  him  in  good  stead  when  the  impiii'ting  of  his 
spirit  to  patients  proved  helpful  in  supplementing 
his  skillful  use  of  the  operating  room  technique. 

Dr.  James  was  a  native  of  Laurinburg,  where  he 
attended  school  in  his  early  days.  He  was  a  student 
at  the  famous  Horner  Military  Academy  in  Oxford, 
and  then  entered  the  University  of  North  Carolina, 
where  he  began  preparation  for  his  career  as  a  sur- 
geon. He  graduated  from  Jefferson  Medical  College 
in  Philadelphia,  and  after  internship  in  a  New  York 
hospital  returned  to  his  native  home  to  embark  upon 
a  practice  that  carried  his  name  and  skill  into  homes 
all  over  this  section. 

After  erecting  a  hospital  building  in  Laurinburg 
and  practicing  there  for  five  years,  he  moved  to 
Hamlet,  where  he  was  o\\Tier  and  chief  surgeon  of 
a  large  hospital,  the  second  one  erected  by  his 
widening  practice.  Mainly  the  Seaboaid  shops  at- 
tracted the  doctor  to  the  enterprising  town  in  which 
he  lived  for  thirty-two  years,  and  where  he  died. 
He  was  official  surgeon  for  the  Seaboard  Air  Line 
Railway. 

Dr.  James  was  an  active  member  of  the  Richmond 
County  Medical  Society,  having  served  faithfully 
and  well  in  several  official  capacities.  His  help  in 
consultation  and  practice  will  ever  be  remembered 
by  the  brothers  in  the  profession.  He  was  a  pioneer 
in  the  field  of  cancer  and  was  one  of  the  first  to 
use  x-ray  and  radium  for  the  treatment  of  this  dis- 
ease. He  was  called  on  to  conduct  cancer  clinics  in 
North  Carolina  and  neighboring  states,  under  the 
guidance  of  the  State  Medical  Society.  In  1927  he 
was  awarded  second  prize  by  the  American  Medical 
Association  for  his   outstanding  cancer  exhibit.   He 


acted   as   secretary   of  the   State   Board   of   Medical 
Examiners   from   1938   to   1944. 

With  the  impact  of  the  spirit  of  the  foregoing, 
and  much  else  that  cannot  be  put  down  on  paper, 
but  which  can  only  be  caught  Ijy  the  contagion  of 
the  good  man's  personality,  be  it  resolved  by  the 
Richmond  County  Medical  Society  that: 

First :  We  have  lost  a  valued  friend  and  associate. 

Second:  We  extend  to  his  wife,  daughters  and  son 
and  other  loved  ones  our  sincere  sympathy,  remind- 
ing them  that  "well  roars  the  storm  to  those  who 
hear  a  deeper  voice  beyond  the  storm." 

Third:  Copies  of  these  resolutions  be  sent  to  Mrs, 
James,  the  press  of  the  towais  sei'ving  our  Society, 
and  to  the  Medical  Journal. 

Resolutions   Committee: 

T.  E.  HENRY,  M.D..  Chairman 
R.    B.    GARRISON,    M.D. 
Z.  F.  LONG,  M.D. 


ELLIS    H.    SPAINHOUR,    M.D. 

Dr.  Ellis  H.  Spainhour  was  born  in  Forsyth 
County  on  August  5,  1871.  He  was  graduated  from 
the  Baltimore  Medical  College  in  1898,  and  joined 
the  State  Medical  Society  the  same  year.  Virtually 
all  the  rest  of  his  life  was  spent  in  the  general 
practice  of  medicine  in  Winston-Salem. 

In  July,  1946,  Dr.  Spainhour  suffered  a  coronary 
occlusion.  His  heart  never  entirely  recovered  its 
normal  function,  although  he  did  some  office  practice 
before  his  death  from  congestive  failure  on  Decem- 
ber 17,  1947.  He  is  survived  by  one  sister,  Mrs.  L.  E. 
Hauser,  of  Pinnacle.  He  was  never  married. 

Dr.  Spainhour  was  a  member  of  the  Calvary 
Moravian  Church,  and  for  many  years  taught  a 
class  in  its  Sunday  School.  He  was  a  Mason  and  a 
member  of  the  Odd  Fellows. 

Dr.   Spainhour's   greatest   contribution   to   medical  ! 
progress  in  Winston-Salem  was  made  when  he  took  , 
the  leading  part   in   a  movement  to   build  the   first  J 
unit  of  the   City  Memorial   Hospital   on  its  present  ; 
site,  to  replace  the  frame  building,  which  accommo- 
dated only  eighteen  patients,  on  Brookstown  .Avenue. 
By  funds   provided   for   in  the   will  of  the   late   Mr.  , 
R.  J.  Reynolds,  and  added  to  by  his  widow,  this  unit  j 
was   later   enlarged   to   its   present   size.    For   many 
years  Dr.  Spainhour  was  a  member  of  the  visiting 
staff  of  the  City  Memorial  Hospital. 

Dr.  Spainhour  was  one  of  those  quiet,  modest  men 
who  never  sought  the  limelight,  but  who  had  the 
genuine  respect  of  everyone  who  knew  him.  He  was 
ethical  and  honorable  in  his  dealings  with  his  col- 
leagues and  with  his  patients.  One  of  the  greatest 
tributes  that  could  be  paid  any  doctor — or  any  man 
— came  from  one  of  his  colleagues,  who  said  that 
he  had  never  heard  Dr.  Spainhour  say  an  unkind 
thing  about  anybody. 

In  the  passing  of  Dr.  Spainhour  the  Forsyth 
County  Medical  Society  has  lost  a  faitliful.  loyal, 
and  respected  member,  and  the  city  of  Winston- 
Salem  has  lost  a  good  citizen. 

The  obituary  committee  of  the  Forsyth  County 
Medical  Society  recommends  that  a  copy  of  this 
memorial  be  spread  upon  the  minutes  of  the  Society, 
that  a  copy  be  sent  to  the  North  Carolina  Medical 
Journal,  and  that  a  copy  be  sent  to  Dr.  Spainhour's 
sister. 

JOSEPH  F.  BELTON,  M.D. 
VANN   M.   LONG,   M.D. 
WINGATE  M.  JOHNSON,  M.D. 
Committee   on   Obituaries 
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UNILATERAL  RUPTURE  OF  CERVICAL  DISC 

Guy  L.  Odom,  M.D. 

and 

Frederic  V.  Kristoff,  M.D. 

Durham 


Unilateral  rupture  of  a  cervical  disc  is 
analogous  in  many  respects  to  rupture  of  an 
intervertebral  disc  in  the  lumbar  region.  It 
has  been  found  to  be  the  cause  of  a  number 
of  unexplained  cases  of  pain  in  the  upper 
extremity,  which  were  previously  referred 
to  as  cervical  arthritis  or  neuritis,  just  as 
the  lumbar  protrusions  have  explained  many 
cases  of  sciatica.  In  both  locations  there  is 
pressure  on  a  spinal  nerve  root,  which  in 
one  case  produces  pain  in  the  lower  extrem- 
ity, and  in  the  other  instance  produces  pain 
in  the  upper  extremity.  Both  conditions  pro- 
duce the  same  type  of  mechanical  and  neuro- 
logic changes,  except  in  cases  where  there  is 
a  massive  protrusion.  Because  of  the  differ- 
ence in  the  anatomy  of  the  spinal  canal  in 
the  two  regions,  a  massive  or  medial  pro- 
trusion in  the  cervical  region  involves  the 
spinal  cord,  whereas  in  the  lumbar  region 
the  Cauda  equina  is  affected. 

Until  recent  years  the  occasional  reports 
of  ruptured  cervical  disc  which  appeared  in 
the  literature  were  all  cases  of  cord  com- 
pression. In  1943,  Semmes  and  Murphey'i' 
reported  4  cases  of  compression  of  the 
seventh  cervical  root  by  a  laterally  ruptured 
disc  between  the  sixth  and  seventh  cervical 
vertebrae.     Since   then   other   reports   have 
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appeared'-'.  In  each  series  the  symptoms  and 
signs  have  been  very  similar,  and  a  definite 
syndrome  has  been  established  which  is  as 
classical  as  the  one  due  to  a  ruptured  disc  in 
the  lumbar  region.  It  consists  of  stiffness 
of  the  neck,  pain  radiating  into  the  scapula 
or  pectoral  region  and  down  the  lateral 
aspect  of  the  arm  and  forearm,  with  par- 
esthesia or  pain  in  the  thumb,  index  finger, 
or  middle  finger.  The  pain  is  aggravated  by 
movement  of  the  neck  or  factors  which  in- 
crease intraspinal  pressure.  There  may  be 
motor  weakness,  sensory  impairment  and  re- 
flex changes  in  the  involved  extremity. 

Location 

Rupture  of  a  cervical  disc  occurs  most  fre- 
quently at  the  fifth  and  sixth  cervical  inter- 
spaces, which  are  the  ones  subjected  to  the 
greatest  degree  of  stress  or  movement.  In 
our  series  of  26  cases'^'  (table  1)  there  were 
21  protrusions  at  the  sixth  interspace,  4  at 
the  fifth,  and  1  at  the  seventh.  In  the  cervi- 
cal region  the  nerve  roots  make  their  exit 
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from  the  spinal  canal  above  their  correspond- 
ing vertebrae ;  therefore,  if  there  is  a  pro- 
trusion between  the  sixth  and  seventh  cervi- 
cal vertebrae,  the  seventh  cervical  nerve 
root  is  the  one  which  will  be  compressed. 
Thus  it  can  be  seen  that  the  cervical  roots 
most  commonly  involved  are  the  sixth  and 
seventh.  These  points  are  mentioned  be- 
cause it  is  occasionally  possible  to  localize 
the  lesion  by  the  distribution  of  pain  and 
the  specific  findings  on  examination. 

History  and  Symptoms 

Although  a  history  of  trauma  may  be  ob- 
tained, the  majority  of  patients  cannot  re- 
call receiving  an  injury.  The  first  symp- 
toms are  stiflfness  and  pain  in  the  neck  (wry 
neck),  which  may  come  on  suddenly  and 
occur  in  bouts.  Later  the  pain  radiates  be- 
neath the  scapula  or  into  the  side  of  the  chest, 
and  then  over  the  shoulder  and  down  into 
the  arm  or  forearm  and  at  times  into  the 
hand  and  fingers.  The  pain  frequentlv  stops 
just  above  the  wrist,  and  paresthesias  may 
be  felt  in  the  thumb  or  fingers.  Since  the 
pain  is  aggravated  by  movement  of  the  neck, 
the  head  and  neck  are  usually  held  in  one 
position  (fig.  1).  The  pain  is  also  made 
worse  by  conditions  which  increase  intra- 
spinal pressure,  but  not  as  frequently  or  to 
the  same  extent  as  in  rupture  of  a  lumbar 
disc. 

Pressv.re  on  the  root  of  the  sixth  cervical 
nerve  produces  pain  or  paresthesia  in  the 
thumb  and  occasionally  in  the  thumb  and 
second  finger,  whereas  pressure  on  the 
seventh  cervical  root  aflfects  the  second  and 
third  fingers,  and  occasionally  the  thumb. 

Neurologic  Signs 

The  p.reas  of  impaired  sensation  (as  dem- 
onstrated by  pinprick)  may  vary  from  a 
small  triangle  over  the  dorsum  of  the  hand 
between  the  first  and  second  metacarpal 
bones  to  a  fairly  wide  band  extending  along 
the  lateral  aspect  of  the  arm  and  forearm, 
to  the  lateral  aspect  of  the  dorsum  of  the 
hand,  and  into  the  thumb,  index,  and  middle 
fingers  (fig.  2).  Eighteen  of  our  26  patients 
had  definite  sensory  changes.  In  patients  with 
involvement  of  the  seventh  cervical  nerve 
root,  the  sensory  changes  always  affected  the 
index  finger,  with  equal  involvement  of  the 
thumb  and  third  finger.  In  the  2  patients 
with  involvement  of  the  sixth  root  who  had 


Fig.  1.  The  head  is  held  towards  the  side  of  the 
lesion.  This  patient  had  a  ruptured  disc  between 
the  sixth   and   seventh   cervical   vertebrae. 

sensory  changes,  the  thumb  and  second  fin- 
ger were  both  afi'ected   (fig.  3). 

Motor  iceakness,  if  present,  most  frequent- 
ly affects  the  biceps  or  triceps.  Weakness  of 
the  biceps  indicates  involvement  of  the  sixth 
cervical  root,  and  weakness  of  the  triceps, 
involvement  of  the  seventh  cervical  root. 
Rupture  of  a  disc  at  either  the  fifth  or  sixth 
cervical  interspace  may  also  decrease  the 
motor  strength  of  the  deltoid  muscle.  Occa- 
sionally compression  of  a  single  root  may 
produce  diflfuse  motor  weakness  of  the  arm. 
If  compression  of  the  seventh  cervical  root 
involves  more  than  one  muscle,  the  triceps 
will  be  the  most  seriously  aflfected.  In  our 
series  of  26  cases,  motor  weakness  of  one 
or  more  muscles  was  elicited  in  22. 

When  reflex  changes  are  present,  they  are 
also    helpful    in    localizing    the    protrusion. 


Fig.  2.  The  area  of  hypesthesia  due  to  compres- 
sion of  the  seventh  cervical  root  by  a  ruptured 
disc  between  the  sixth  and  seventh  cervical  ver- 
tebrae. The  second  and  third  fingers  are  also 
involved  in  most  cases. 
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Fig.  3.  The  area  of  hypesthesia  due  to  compres- 
sion of  the  sixth  cervical  root  by  a  ruptured  disc 
between  the  fifth   and  sixth   cervical  vertebrae. 


Suppression  or  absence  of  the  biceps  reflex 
indicates  involvement  of  the  sixth  cervical 
nerve  root,  and  decrease  or  absence  of  the 
triceps  reflex,  involvement  of  the  seventh 
cervical  root. 

In  cases  of  ruptured  cervical  disc,  pres- 
sure on  the  spinous  process  of  one  of  the 
lower  cervical  vertebrae  will  almost  always 
reproduce  the  arm  pain.  Hyperextension  of 
the  neck  may  also  aggravate  the  pain.  An- 
other test  which  often  elicits  the  pain  is 
flexing  the  neck  towards  the  side  of  the 
lesion  and  exerting  downward  pressure  on 
the  top  cf  the  head.  If  these  three  maneuvers 
are  positive,  the  diagnosis  of  a  ruptured  cer- 
vical disc  is  almo-st  certain.  They  are  ex- 
tremely helpful  in  ruling  out  such  lesions  as 
the  scalenus  anticus  syndrome  and  cervical 
ribs. 

X-Ray  Findings 

X-rays  of  the  cervical  spine  should  be 
taken  in  antero-posterior,  lateral,  and  ob- 
lique positions.  These  may  reveal  certain 
findings  that  are  indicative  of  a  ruptured 
disc,  although  not  diagnostic.  These  changes 
are  loss  of  the  normal  curvature,  narrowing 
of  the  involved  interspace,  and  spur  forma- 


Fig.  4.  An  x-ray  of  the  cervical  spine  showing 
loss  of  normal  curvature,  narrowing  between 
the  fifth  and  sixth  cervical  vertebrae,  and  slight 
spur  formation. 


Fig.  .5.  An  oblique  view  of  the  cervical  spine, 
showing  a  bony  spur  projecting  into  the  inter- 
vertebral foramen  between  the  sixth  and  seventh 
cervical  vertebrae. 


Maifh,   1>»48 


CERVICAL  DISC— ODOM  AND  KRISTOFF 


121 


Fig.7 


Fig.   6.    A   Pantopaque  study   showing   defect   between  the  sixth  and   seventh  cervical   vertebrae   on 
the  left  due  to  lateral  protrusion  of  the  disc. 

Fig.  7.    Appearance  at  operation  of  a  lateral  ruptured  cervical  disc  and  nerve  root. 


tioii  from  the  edge  of  the  vertebra  at  the 
involved  disc  (fig.  4).  At  times  the  oblique 
views  will  reveal  a  small  osteophyte  project- 
ing into  the  intervertebral  foramen  (fig.  5). 
A  Pantopaque  examination  is  extremely  help- 
ful in  the  diagnosis  and  localization  of  the 
protrusion.  This  procedure  should  be  carried 
out  with  6  cc.  of  the  oil.  Care  must  be  taken 
to  keep  the  head  and  neck  hyperextended  to 
prevent  the  oil  from  running  into  the  cranial 
cavity  while  it  is  being  pooled  in  the  cervical 
region.  Because  the  disc  protrudes  far  lat- 
erally, only  a  very  small  defect  may  be  seen, 
such  as  non-filling  of  the  nerve  root  (fig.  6). 
We  feel  that  this  procedure  should  always 
be  carried  out  if  there  is  any  doubt  about 
the  diagnosis. 

T)'eatment 
All  patients  with  unilateral  ruptured  cer- 
vical discs  should  be  given  a  trial  on  con- 
servative therapy.  This  should  include  bed- 
rest, diathermy,  and  halter  traction.  If  the 
patient  fails  to  obtain  relief  from  halter 
traction,  or  if  the  pain  returns  when  activi- 


ties are  increased,  then  the  protruded  disc 
should  bo  removed.  This  operation  is  done 
through  a  partial  unilateral  hemilaminec- 
tomy  of  the  adjacent  lamina,  at  the  site  of 
the  protrusion  (fig.  7).  The  operative  results 
have  been  excellent  in  our  series,  and  in  al- 
most every  case  there  is  immediate  relief  of 
the  pain. 

Discussion 

Dr.  Robert  Graves  (Durham):  Dr.  Odom  has  given 
us  an  extremely  clear  and  precise  description  of 
this  syndrome.  The  majority  of  cases  of  pain  in  an 
upper  extremity  are  due  to  simple  fibrositis  or 
bursitis,  and  these  patients  usually  get  well  with 
a  heating  pad  or  some  simple  home  remedy.  Other 
cases  in  which  the  pain  persists,  however,  fall  into 
a  group  presenting  more  diagnostic  difficulties.  One 
condition  to  be  considered  in  such  cases  is  certainly 
unilateral  rupture  of  a  cervical  disc. 

I  think  that  the  syndrome  perhaps  most  difficult 
to  differentiate  from  a  ruptured  cervical  disc  is 
what  we  call  sometimes  a  cervical  brachial  myelitis, 
neuritis,  or  medullitis.  The  most  important  point  in 
the  differential  diagnosis  of  this  condition  is  the 
fact  that  it  usually  involves  two  or  more  secondary 
cords  of  the  brachial  plexus,  rather  than  one  or  two 
primary  cords. 

To  give  you  one  illustration,  a  patient  came  in 
with  a  story  of  sudden  pain  in  his  neck  and  shoulder, 
radiating  dovm  his  arm.  Within  the  next  week,  he 
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developed  weakness  of  the  trapezius,  the  latissimus 
dorsi  and  the  triceps.  These  muscles  are  supplied  by 
the  third,  fourth,  fifth,  and  sixth  cervical  motor 
roots;  it  would  be  almost  impossible  to  get  that 
picture  with  a  ruptured  cervical  disc.  It  is  my  opinion 
that  when  more  than  two  cervical  roots — either  sen- 
sory or  motor — are  involved,  the  chances  are  that 
we  are  dealing  with  what  we  usually  call  brachial 
neuritis,  and  not  with  a  herniated  cervical  disc. 


THE  THORACOLUMBAR  SYNDROME 

AS  A  COMMON  CAUSE  OF 

BACKACHE 

J.  E.  Jacobs,  M.D. 
Charlotte 

Although  articles  on  the  differential  diag- 
nosis and  treatment  of  low  back  pain  rarely 
include  the  thoracolumbar  syndrome  among 
the  possible  causes,  it  is  my  belief  that  irri- 
tation of  the  thoracolumbar  region,  with  its 
associated  neuralgia,  is  a  common  basis  for 
low  backache.  The  rather  high  incidence 
(10  to  15  per  cent)  of  this  syndrome  in  our 
cases  of  low  back  pain  makes  me  feel  that 
this  problem  should  be  more  thoroughly 
understood  and  widely  discussed.  I  have 
found  it  to  be  the  responsible  factor  in  sev- 
eral female  patients  who,  after  the  usual 
conservative  orthopedic  care,  pelvic  surgery, 
appendectomy,  and  urologic  investigation, 
continued  to  complain  of  back  and  "hip" 
ache.  In  the  army  I  was  astounded  at  the 
frequency  of  this  syndrome,  both  on  our 
orthopedic  service  and  in  soldiers  whom  I 
saw  in  consultation  on  urologic  and  general 
surgical  services. 

The  literature  on  this  syndrome  is  not  pro- 
fuse, and  the  subject  is  seldom  mentioned 
in  medical  school  lectures.  One  of  the  early 
references  to  the  subject  is  found  in  an 
article  by  Carnett  on  "Intercostal  Neural- 
gia"'^'. In  his  article,  "The  Viscerospinal 
Syndrome,"'-'  Ussher  discusses  the  stibject 
from  the  standpoint  of  the  internist.  This 
article  offers  much  food  for  thought.  The  re- 
cent book  on  "Segmental  Neuralgia  in  Pain- 
ful Syndromes"  by  Judovich  and  Bates'""'  is 
excellent. 


Read  before  the  Section  on  Sur^rery.  Meflical  Society  of  the 
State  of  Xorth  Carolina,  \"irffinia  Beach.  ^'irgilIia,  May  1 1. 
1017. 

1.  Carnett.  ,1.  B.:  Intercostal  Neuralgia  as  a  Cause  of  Ab- 
dominal Pain  Tenderness,  Surg:.,  Gvnec.  &  Obst.  42:025- 
032   (May)    1926. 

2.  Ussher,  N.  T.:  The  Viscerospinal  Syndrome.  Ann.  Int. 
Med.    13:211.17-2090    (May)    1940. 

3.  .ludovidi,  B.  D,  and  Bates.  W. :  Segmental  Neuralgia  in 
Painful  Syndromes,  ed.  2,  Philadelphia.  F.  A,  Davis  Co., 
1910. 


Au'itoinu  of  the  Thorucuhnnboy  Region 
Bones 

Study  of  the  bony  structure  of  this  region 
discloses  a  significant  fact'^'.  The  thoracolum- 
bar articulation  occurs  in  the  sagittal  plane, 
whereas  the  articulation  between  the 
eleventh  and  twelfth  thoracic  vertebrae  is  in 
the  coronal  plane.  The  twelfth  thoracic  ver- 
tebra can  thus  be  identified  by  its  asymmetri- 
cal facets — the  superior  articulai-  processes 
facing  forward,  the  inferior  laterad.  In  the 
lumbosacral  area  the  mechanical  a.symmetry 
has  been  stressed  as  an  etiologic  factor  in 
low  backache.  Such  articulations  mechanic- 
ally are  not  sound,  and  inasmuch  as  the  su- 
perior articulation  is  protected  by  the  more 
or  less  fixed  rib  cage,  the  inferior  articulation 
(the  thoracolumbar  junction)  receives  the 
greatest  strain. 

The  intervertebral  foramen  and  the  inter- 
vertebral disc  are  not  of  the  same  importance 
in  the  production  of  pain  in  this  area  as  they 
are  at  the  lumbosacral  area,  although  the 
interveriebral  foramen  for  the  twelfth  thor- 
acic nerve  is  smaller  than  any  of  its  con- 
tiguous ones'"".  I  have  been  unable  to  demon- 
strate by  myelogram  any  evidence  of  a  rup- 
tured intervertebral  disc  in  cases  of  thora- 
columbar syndrome. 

The  twelfth  rib  articulates  with  the  verte- 
bral body  by  a  single  facet  and  has  no  artic- 
ulation on  the  transverse  process.  Gold- 
thwait""  stressed  the  point  that  the  twelfth 
rib  has  no  interarticular  ligaments  and  is 
capable  of  movement  in  all  directions,  so  that 
when  the  other  ribs  are  elevated  it  is  de- 
pressed by  action  of  the  diaphragm.  This 
depression  has  been  shown  to  give  rise  to  a 
neuralgia  involving  the  twelfth  thoracic 
nerve. 

The  normal  contour  of  the  spine  is  such 
that  the  twelth  thoracic  vertebra  lies  at  the 
junction  of  the  thoracic  kyphosis  and  the 
lumbar  lordosis.  Any  scoliosis  almost  invari- 
ably involves  this  area.  Such  a  leverage  area, 
where  the  fixed  dorsal  spine  joins  the  more 
movable  lumbar  spine,  must  be  subjected  to 
unusual  strain,  as  is  evidenced  by  the  high 
incidence  of  compression  fractures  of  the 
twelfth  thoracic  vertebra'''.    The  lumbar  en- 

1.    (iraj-,   H. :   Anatomy  of  the  Human   Body,  edited  by  W.  H. 

Lewis,   ed.   22,   Philadelphia.   Lea  and   Febiger.   1930.  p.   99. 
.-,,    Grav(l).   p.   111. 
0.    Goldthwait.  .1.   E,:   The  Rib  Joints,   New  England  J.   Med. 

223:508-3-3     (Oct.    10)     1910. 
7.    Watson-Jone.s',    K.:    Fractures    and    Joint    Injuries,    ed.    3. 

Edinburgh,   E.   S,    Livingstone,    1913.   v.    1.   p.   301. 


. 


Alaivh,   1U48 


THORACOLUMBAR  SYNDROME— JACOBS 


123 


largement  of  the  cord  at  the  thoracolumbar 
area  makes  the  housing  relatively  smaller 
here.  The  fact  that  the  transverse  processes 
are  shorter  in  the  upper  lumbar  area  means 
that  less  protection  is  afforded  the  spine  in 
this  area.  The  muscle  masses  attached  to  the 
ihum  and  femur  below  and  to  the  rib  cage 
and  thoracic  vertebrae  above  therefore  give 
a  powerful  leverage  action  at  the  thora- 
columbar area. 

Ligaments  and  fascia 

The  ligaments  at  the  thoracolumbar  junc- 
tion do  not  offer  the  protection  that  the  mas- 
sive ones  at  the  lumbosacral  joint  do.  The 
lumbodorsal  fascia  is  an  investing  membrane 
which  covers  the  deep  muscles  of  the  back'^'. 
It  is  frequently  affected  by  tibrositis. 

Nerves 

The  twelfth  thoracic  nerve  is  attached  to 
the  spinal  cord  by  two  roots — anterior  and 
posterior.  The  latter  is  characterized  by  the 
presence  of  a  spinal  ganglion.  The  twelfth 
thoracic  nerve  comes  off  the  cord  at  about 
the  level  of  the  tenth  thoracic  vertebra,  so 
that  an  intraspinal  lesion  affecting  it  must 
be  sought  at  a  distance  of  at  least  two  verte- 
brae above.  The  sympathetic  trunk  supplies 
a  branch  (gray  ramus  communicans)  from 
its  ganglion  to  the  twelfth  thoracic  nerve, 
and  in  turn  receives  a  branch  (white  ramus 
communicans)    from  this  same  nerve. 

The  spinal  nerves  split  into  a  posterior 
division  and  an  anterior  division.  The  form- 
er supph  muscles  and  skin  of  the  posterior 
trunk.  In  the  case  of  the  twelfth  thoracic 
nerve,  the  medial  branch  of  the  posterior 
division  descends  along  the  spinous  processes 
of  the  lumbar  vertebrae,  occasionally  supply- 
ing the  skin  in  the  midline  in  the  region  of 
the  fourth  and  fifth  lumbar  spinous  pro- 
cesses. The  lateral  branch  of  the  posterior 
division,  after  sending  a  filament  mediad 
along  the  crest  of  the  ilium,  passes  down- 
ward through  the  skin  of  the  buttocks"". 

The  anterior  division  of  the  twelfth  thora- 
cic nerve  supplies  the  anterolateral  part  of 
the  lower  trunk — a  fact  which  readily  ex- 
plains reference  of  pain  to  the  lower  abdomen. 
The  lateral  cutaneous  branch  of  the  anterior 
division  enters  the  skin  just  about  an  inch 
above  the  middle  of  the  crest  of  the  ilium. 
It   does   not    divide    into    anterior    and    pos- 

s.    Gray(4),   p.   394. 

9.    Grav(4).  p.  919.  tij;.   SCI9  and  810. 


Fig.   1.  Twelfth  thoracic  and  first   lumbar 
hyperalgesia. 

terior  branches,  but  is  distributed  through 
the  skin  of  the  front  part  of  the  gluteal  re- 
gion as  far  down  as  the  greater  trochanter'"". 
This  distribution  over  the  hip  may  produce 
pain  which  is  often  called  "sciatica"  by  cas- 
ual observers.  The  medial  cutaneous  branch 
of  the  anterior  division  gives  off  a  communi- 
cating branch  to  the  first  lumbar  nerve  (ilio- 
hypogastric nerve)  and  supplies  the  skin 
over  the  anterior-inferior  iliac  region,  the 
groin,  and  the  suprapubic  region"^'.  This 
communicating  branch  from  the  twelfth 
thoracic  nerve  to  the  lumbar  plexus"-'  readi- 
ly explains  the  overflow  of  pain  into  the  ilio- 
hypogastric and  the  ilio-inguinal  regions 
often  seen  clinically  (fig.  1). 

Blood  vessels 

Since  no  arthritis  or  structural  changes 
could  be  demonstrated  in  some  cases  of 
chronic  neuralgia,  the  subject  of  vascular 
pain'^-''  was  considered.  The  arterial  supply 
of  the  spinal  ganglion  is  vulnerable,  and  re- 
duction in  the  number  of  posterior  root  fibers 
after  the  third  decade,  with  mild  degenera- 
tion of  the  posterior  column,  has  been  shown 
by  Bergmann  and  Alexander' i-".  Only  one 
fourth  of  the  nerve  roots  in  man  have  seg- 
mental arteries  which  contribute  to  the  cir- 
culation of  the  spinal  cord,  and  the  lower 
thoracic  region  has  the  poorest  blood  supply 
of  the  entire  cord.  This  factor  may  play  a 
part  in  the  frequency  of  neuralgia  in  this 
region,  although  I  have  not  found  that  either 
vasoconstrictor  or  vasodilator  drugs  have 
any  effect  in  these  cases. 

1".     r.rav(4).    p.    942,    Bg.    827. 

11.  Graven,    p.    943,    fig-.    828. 

12.  Gniy(4),  p.   nm,  fig-.  S30. 

i:t.    ^"askin.     J.     C. :    Disease     of    Peripheral     Nerves,     in     The 

Cyclopedia   of   Medicine,   ed.    13.   Pliiladelphia.    F.   A.   Davis 

Co.,    193.5.    V.    9,    p.    73. 
]  I.    Bergmann.   L.  and  Alexander.   L. :  Vascular  Supply  of  the 

Spinal  Gan2lia.  Arch.  Neurol.  &  Psvchiat.  40:761-782  (Nov.) 

1941. 
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Etioloyy 

As  Carnett'"  and  Goldthwait""  pointed 
out,  the  most  common  cause  of  neuralgia  in- 
volving the  twelfth  thoracic  nerve  is  some 
spinal  abnormalitj'  causing  inflammation 
about  the  spinal  nerve  root,  or  actual  pres- 
sure on  it.  Among  the  conditions  which  may 
produce  such  an  abnormality  are  lordosis, 
scoliosis,  and  occasionally  arthritis.  The  oc- 
currence of  the  thoracolumbar  sjnidrome  fol- 
lowing an  acute  infection  of  the  upper  res- 
piratory tract  is  not  uncommon,  In  such 
cases  associated  foci  of  infection  in  the  teeth, 
nose  and  throat,  or  prostate  should  be  elim- 
inated as  possible  causes.  The  history  of  an 
acute  sprain  of  the  back  in  the  thoracolumbar 
area,  preceding  the  development  of  pain  ra- 
diating into  the  hip  and  groin,  is  commonly 
obtained  in  industrial  medicine.  The  part 
which  may  be  played  by  fibrositis,  with  or 
without  associated  nodules,  has  been  stressed 
by  Menell"-". 

Diagnosis 
History 

The  diagnosis  of  the  thoracolumbar  syn- 
drome is  not  difficult.  It  must  be  considered 
as  a  possibility  in  any  patient  with  chronic, 
dull,  aching  pains  in  the  low  back,  radiating 
over  the  crest  of  the  ilium  and  sometimes 
producing  dull,  chronic  abdominal  discom- 
fort. 

The  intensity  and  duration  of  pain  may 
vary  almost  unbelievably.  It  may  be  a  mild 
soreness  or  an  excrutiating  pain,  and  may 
last  for  a  few  hours  or  for  years.  This  con- 
dition may  be  found  in  the  apparently  nor- 
mal child  whose  play  is  interrupted  with  a 
"stitch"  in  the  side  which  disappears  upon 
resting-;  in  the  patient  with  "chronic  appen- 
dicitis," whose  pain  recurs  postoperatively; 
and  in  the  ptotic,  dyspeptic  neurotic  with 
operative  scars  and  a  symptom  complex 
which  may  be  traced  back,  through  exacerba- 
tions and  remissions,  to  youth.  The  persist- 
ent mild  soreness  may  become  the  excrutiat- 
ing stabbing  pain  of  toxic  neuralgia,  similar 
in  severity  to  that  of  sciatica  or  tic  doulou- 
reux, and  even  simulating  an  intra-abdomi- 
nal catastrophe'^'''.  The  pain  may  involve 
the  eleventh  or  twelfth  thoracic  segment,  or 
the  first  lumbar  distribution,  unilaterally  or 
bilaterally. 

15.  Mennell,  J.:  Backache,  Pliilaclelpliia.  P.  Blakiston's  Sons 
and   Co.,    19.31. 

16.  Carnett.  J.  B.:  A  Case  of  Intercostal  Neuralgia  Simulating 
an  Acute  Intra-Abdoniinal  Cat;istrophe,  S.  Clin.  North 
America   10;1320-1331    (Dec.)    1930. 


Ph ysicul  exa mination 

Since  pain  is  a  subjective  symptom,  one 
must  look  for  other  signs  such  as  tenderness 
elicited  by  palpation.  Tenderness  on  deep 
palpation  over  the  costovertebral  area,  ex- 
tending out  over  the  crest  o."  the  ilium  and 
trochanter,  is  a  rather  constant  finding.  The 
examination  of  the  involved  thoracolumbar 
region  should  be  compared  with  that  of  the 
opposite  side ;  when  a  bilateral  lesion  is  sus- 
pected, comparison  with  remote  regions  may 
be  necessary. 

Stroking  the  skin  with  a  pin  point  is  a 
useful  test.  Hyperesthesia  may  be  elicited 
over  the  trunk  of  the  involved  nerve,  along 
its  course  between  or  below  the  ribs,  along 
its  terminal  distribution  on  the  lower  ab- 
dominal wall,  and  over  its  extensions  into  the 
groin  and  inside  portion  of  the  upper  thigh 
(fig.  1).  The  dermatome  area  of  hyperes- 
thesia corresponding  to  figure  1  may  be  most 
noticeable  posteriorly,  laterally,  or  anteri- 
orly, but  remains  constant  during  an  acute 
episode.  Stroking  with  a  pin  may  excite  the 
pilomotor  elements  of  the  skin  in  the  involved 
dermatome,  so  that  a  cutis  anserina  or  "goose 
flesh"  is  observed  even  before  the  patient 
flinches  or  reports  a  burning  sensation. 

Limitation  of  motion  in  the  spinal  seg- 
ment, from  the  ninth  thoracic  down  to  the 
second  lumbar  area  in  one  or  all  planes,  is 
invariably  noted.  Aggravation  of  the  dis- 
comfort by  bending,  coughing,  or  sneezing 
is  a  common  observation.  The  presence  of 
even  a  mild  degree  of  scoliosis  lends  further 
weight  to  the  diagnosis  of  the  thoracolumbar 
syndrome'^''. 

X-)vij  findinys 

X-rays  taken  with  the  patient  lying  down 
are  often  negative,  but  if  they  are  taken 
according  to  the  technique  described  by 
Hudson'^*',  with  the  patient  standing,  the 
depressed  twelfth  rib,  the  lumbar  scoliosis, 
the  pelvic  tilt,  and  the  internal  rotation  of 
the  head  of  the  femur  on  the  side  of  the  low 
crest  of  ilium  can  be  observed. 

Differential  diagnosis 

Because  of  the  costovertebral  tenderness 
and  the  reference  of  pain  into  the  inguinal 
or  suprapubic  regions,  many  patients  with 
the  thoracolumbar  syndrome  are  seen  first 

1".  Slobe,  F.  W. :  The  Dorso-lumbar  Syndrome  with  Special 
Reference  to  Referred  Pain,  niinois  M.  J.  80:332-336  (Oct.) 
1941. 

IS.  Hudson,  0.  C,  Hettesheimer.  C.  A.,  and  Robin,  P.  .\.: 
Causalgic   Backache,   Am.   J.   Surg.   52:297-303    (May)    1911. 
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by  the  urologist.  Pain  referred  into  the 
lower  chest  and  lower  abdomen  may  send  the 
patient  to  a  general  surgeon,  and  a  cholecys- 
tectomy or  appendectomy  may  be  performed, 
without  relief.  Several  patients  who  experi- 
enced severe  pain  in  the  inguinal  region  at 
the  time  of  the  acute  thoracolumbar  strain 
thought  that  they  had  "ruptured"  them- 
selves. 

Female  patients  with  this  condition  who 
have  pain  referred  to  the  suprapubic  area 
and  lower  pelvis  may  consult  a  gynecologist. 
The  genito-femoral  distribution  of  hyper- 
esthesia has  been  the  cause  of  dyspareunia 
in  several  of  our  cases,  although  I  have  never 
seen  this  recorded  as  an  etiologic  factor  in 
the  books  on  gynecology. 

One  patient  who  was  referred  to  us  had 
previously  been  sent  to  a  neurosurgeon  for 
chordotomy  because  of  excrutiating  radi- 
cular pain  along  the  course  of  the  twelfth 
thoracic  nerve  on  the  right.  This  patient  had 
had  numerous  cystoscopic  examinations,  a 
cholecystectomy,  an  appendectomy,  a  uterine 
suspension,  and  an  ovarian  cyst  removed — 
all  without  relief.  After  we  balanced  her 
pelvis  with  a  half-inch  elevation  of  the  left 
heel,  gave  her  two  perineural  injections,  and 
provided  an  adequate  back  support,  she  re- 
turned to  work  in  a  mill. 

Treatment 

The  most  important  part  of  the  treatment 
is  to  correct  any  postural  defects  present. 
Elevation  of  one  heel  is  often  necessary  to 
correct  a  scoliosis'-"'.  Heat  applied  to  the 
thoracolumbar  area,  rather  than  the  lumbo- 
sacral area,  may  be  helpful,  although  we  have 
noticed  that  during  the  stage  of  acute  hyper- 
esthesia heat  may  be  aggravating  and  a  sup- 
port may  not  be  tolerated.  After  this  stage 
is  passed,  the  use  of  a  corset  with  stays 
which  go  up  beyond  the  thoracolumbar  area, 
a  brace  which  will  protect  this  area,  or  even 
a  plaster-of-paris  jacket,  if  indicated  later, 
may  be  prescribed.  Rest  on  a  firm  mattress 
and  graded  exercises  stressing  good  posture 
are  advisable.  The  removal  of  obvious  foci 
of  infection  and  dietetic  measures  to  improve 
the  patient's  nutrition  will  hasten  his  recov- 
ery. 

During  the  acute  phase  a  paravertebral 
nerve  block  will  often  give  remarkable  re- 
lief. The  technique  for  injection  of  the 
twelfth  thoracic  and  first  lumbar  nerves  is 
as  follows : 


The  patient  lies  in  the  prone  position  with 
a  pillow  under  the  lower  abdomen.  This 
flexes  the  spine,  brings  the  last  rib  into 
prominence,  and  widens  the  spinous  inter- 
spaces. The  spinous  processes  of  the  first 
and  second  lumbar  vertebrae  are  located;  at 
a  point  overlying  the  upper  edge  of  the  first 
spinous  process  a  line  is  drawn,  on  the  side 
involved,  at  right  angles  to  the  long  axis  of 
the  spine.  Three  centimeters  laterally  on  this 
line  a  wheal  is  raised  with  procaine.  Another 
wheal  is  raised  on  a  similar  line  extending 
over  the  upper  edge  of  the  second  lumbar 
spinous  process  at  a  distance  3.5  cm.  from 
the  midline.  This  distance  also  applies  to 
the  rest  of  the  lumbar  vertebrae,  in  case  a 
more  extensive  nerve  block  is  desired. 

A  3-inch,  21-gauge  needle  is  passed  direct- 
ly downward  through  each  wheal  to  the 
transverse  process.  If  the  landmarks  are  cor- 
rect, the  needle  point  should  impinge  on  the 
transverse  process  of  the  vertebra  at  a  depth 
of  about  4  to  6  cm.  Should  the  needle  point 
not  touch  the  transverse  process,  it  should 
be  partially  withdrawn  and  reinserted  cau- 
dad  or  cephalad  until  the  transverse  process 
is  located.  After  the  depth  of  the  transverse 
process  is  determined,  the  needle  is  partially 
withdrawn  and  reinserted,  gradually  chang- 
ing the  angle  until  the  needle  just  clears  the 
transverse  process.  It  is  then  inserted  to  a 
depth  2  cm.  beyond  the  transverse  process. 
The  needle  should  not  be  directed  toward  the 
spine.  The  plunger  of  the  syringe  is  with- 
drawn to  make  sure  that  the  needle  point 
is  not  in  a  blood  vessel.  Five  cubic  centi- 
meters of  a  2  per  cent  solution  of  Novocain 
with  Sarapin'^'  is  then  injected  at  each 
trunk. 

In  order  to  inject  the  twelfth  dorsal  nerve, 
it  is  necessary  to  locate  the  transverse  pro- 
cess of  the  first  lumbar  vertebra.  The  first 
lumbar  nerve  is  injected  by  locating  the 
transverse  process  of  the  second  lumbar  ver- 
tebra. 

Summary 

The  high  incidence  of  the  thoracolumbar 
syndrome  in  patients  with  low  back  pain  is 
seldom  recognized  in  the  literature.  The 
thoracolumbar  spine,  because  of  certain  me- 
chanical and  anatomic  factors,  is  susceptible 
to  frequent  strain  and  irritation.  Irritation 
of  the  twelfth  thoracic  and  first  lumbar  seg- 
ments may  produce  symptoms  simulating 
sacro-iliac  and  lumbosacral  pain,  or  any  of 
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several  urologic,  gynecologic,  or  surgical 
problems.  The  thoracolumbar  syndrome  pro- 
duces consistent  objective  findings  which 
will  aid  the  investigator  in  ruling  out  other 
conditions. 

The  most  effective  method  of  therapy  in 
cases  of  the  thoracolumbar  syndrome  is  peri- 
neural injection  associated  with  the  correc- 
tion of  obvious  postural  defects. 

Discussion 

Dr.  H.  H.  Hodses  (Charlotte):  I  foel  sure  that 
many  of  us  have  seen  patients  with  the  symptoms 
described  by  Dr.  Jacobs  and  have  vaguely  ascribed 
them  to  intercostal  neuralgia,  radicular  pain,  or 
other  similar  conditions.  With  the  description  of 
symptoms,  anatomy,  and  etiology  which  Dr.  Jacobs 
has  given  us,  we  should  be  better  able  to  recognize 
and  treat  such  cases  properly. 

As  Dr.  Jacobs  pointed  out.  far  too  many  patients 
have  been  subjected  to  a  needless  series  of  abdominal 
operations  for  relief  of  pain  which  actually  arises 
from  the  spinal  or  vertebral  column.  It  well  behooves 
the  surgeon  to  think  of  this  possibility  before  open- 
ing the  abdomen. 

On  the  other  hand  we  must  not  forget  that  a 
wide  variety  of  abdominal  and  some  extra-abdominal 
diseases  may  present  symptoms  which  might  easily 
be  confused  with  those  described  by  Dr.  Jacobs. 
Herpes  zoster  in  its  pre-ei'uptive  stage  might  be 
difficult  to  dift'erentiate  from  the  acute  phase  of  the 
thoracolumbar  syndrome.  I  have  seen  recently  a 
patient  with  a  colonic  neoplasm  whose  presenting 
symptom  was  pain  radiating  around  the  left  lower 
rib  margin  from  behind.  This  was  initially  thought 
to  be  nerve-root  pain.  Certain  diseases  of  the  liver 
such  as  tumor  and  hepatitis  may  produce  pain  in 
the  right  thoracolumbar  area  before  iaundice  is 
evident.  Peptic  ulcer  of  the  posterior  wall  and  gall- 
bladder disease  also  produce  pain  in  the  back  not 
infrequently.  Renal  stones  and  other  renal  lesions 
may  produce  pain  in  the  back  whigh  radiates  down- 
ward and  anteriorly  without  being  typical  of  colic. 
One  might  continue  the  list  to  include  root  pain  oro- 
duced  by  early  cord  tumors,  the  girdle  pains  of  tabes 
dorsalis.  pain  caused  by  the  vertebral  erosion  of  an 
abdominal    aneurysm,    and    retroperitoneal    tumors. 

The  important  thing  is  that  all  of  the  patient's 
symptoms  must  be  carefully  evaluated  in  relation 
to  the  whole.  With  careful  examination  and  reflec- 
tion, the  proper  diagnosis  will  be  made  in  the  ma- 
jority of  instances.  The  data  which  Dr  Jacobs  has 
presented  should  help  us  to  differentiate  cases  of  the 
thoracolumbar  syndrome  from  the  many  other  con- 
ditions which  might  cause  similar  pain. 


The  author  wishes  to  thank  the  Heineman  Foun- 
dation. Charlotte  Memorial  Hospital,  for  the  slides 
used  during  this  talk. 


The  existing  relations  between  science  and  the 
public  can  still  be  summed  up  largely  in  the  anec- 
dote used  by  Lord  Rayleigh  ...  a  decade  ago.  The 
great  Australian  transcontinental  railway  had  been 
completed,  and  the  first  train  was  being  dispatched 
at  a  gala  ceremony.  At  the  climactic  moment,  the 
passengers  waved,  the  crowd  cheered,  the  signal  was 
given,  and  the  locomotive  proudly  started  off — 
leaving  the  train  standing.  Someone  had  forgotten 
to  couple  the  engine  to  the  cars. — R.  W.  Gerard: 
Science  and  the  Public,  Science  106:23  (July  IV. 
1947. 


RADIOLOGIC  DIAGNOSIS  OF  PATENT 
DUCTUS  ARTERIOSUS 

J.  P.  Rousseau,  M.D. 

and 

Stuart  W.  Gibbs,  M.D. 

Winston-Salem 

Recent  improvements  in  the  technique  of 
thoracic  surgery,  and  the  development  of 
operations  for  the  repair  of  certain  cardiac 
anomalies  have  made  the  diagnosis  of  con- 
genital malformations  of  the  heart  increas- 
ingly important.  Although  the  surgical  treat- 
ment of  some  of  these  anomalies  offers  only 
partial  relief,  the  one  with  which  we  are 
concerned  today — patent  ductus  arteriosus — 
can  be  completely  overcome,  in  uncompli- 
cated cases,  by  successful  ligation  or  divi- 
sion. With  this  fact  in  mind,  I  would  like 
to  reviev,'  briefly  the  chief  roentgenologic 
features  of  this  condition,  and  present  the 
radiologic  findings  in  an  additional  6  cases 
which  have  been  proven  at  surgery. 

Perhaps  the  most  important  place  in  the 
diagnosis  of  patent  ductus  is  assumed  by  the 
clinician,  since  the  most  constant  finding  is 
that  of  a  "machinery  murmur"  in  the  pul- 
monic area.  The  radiologist  plays  a  definite 
role  in  confirming  the  clinical  picture  and 
in  determining  the  extent  of  the  physiologic 
changes  both  before  and  after  surgery.  In 
a  few  cases  the  characteristic  murmur  and 
thrill  are  not  present,  and  one  must  rely  on 
the  x-ray  findings  alone.  A  final  diagnosis 
should  never  be  made  until  the  clinical  and 
radiologic  features  have  been  carefully  cor- 
related. Kymography  and  angiocardiogra- 
iDhy'^'  are  reported  to  be  of  value  in  the 
diagnosis  of  patent  ductus  arteriosus,  but 
have  not  been  used  by  us. 

The  most  comprehensive  study  of  this  sub- 
ject is  that  published  by  Donovan,  Neu- 
hauser,  and  Sosman'-'  in  194.3,  in  which  50 
nroven  cases  were  presented.  We  shall  follow 
their  plan  for  presentatioii  of  the  x-ray  find- 
ings.    Further   clinical    and    operative    find- 
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ings  on  this  series  of  6  cases  have  been  re- 
ported elsewhere'-"".  Associated  congenital 
anomalies  will  not  be  considered  in  this  dis- 
cussion. 

Preoperative  Findi)ig,<i 
In  the  literature 

1.  The  most  frequent  finding  recorded  is 
dilatation  of  the  pulmonary  artery,  which  is 
present  in  about  80  per  cent  of  the  cases. 
Eppinger  and  Burwell'^'  have  clearly  ex- 
plained the  physiologic  basis  for  this  finding 
and  the  others  to  be  discussed.  The  dilated 
pulmonary  artery  results  from  the  abnormal- 
ly large  volume  of  blood  which  flows  into 
this  vessel  from  both  the  right  ventricle  and 
the  aorta. 

2.  The  second  most  common  finding,  pres- 
ent in  76  per  cent  of  the  cases,  is  cardiac 
enlargement,  with  a  predominance  of  left 
ventricular  hypertrophy.  In  some  cases  as 
much  as  75  per  cent  of  the  output  of  the 
left  ventricle  passes  through  the  ductus  to 
the  pulmonary  artery.  Since  the  left  ven- 
tricular output,  in  order  to  maintain  an  ade- 
quate systemic  circulation,  must  be  two  to 
four  times  that  of  the  right  ventricle,  hyper- 
trophy of  the  cardiac  musculature  results. 

.■1.  Br.ulshaw.  H.  H.,  Molineux.  W.  L..  Bowman,  M.  C. :  Sur- 
sic-al  Treatment  of  the  Patent  Ductus  Arteriosus.  .\nh. 
Surs.    33:lS!)-4ns    (Nov.)     194l>. 

\.  Eppinwr.  E.  C.  and  Burwell,  C.  S.:  The  Mechanical  Effects 
^if  Patent  Ductus  Arteriosus  on  tlie  Heart  and  Tlieir 
Relation  to  X-Rav  Sisns,  .I.A.M.,\.  1  l.l  :I  i.'ii2-U'ii  I  (Oct.  12) 
19  10. 


The  enlargement   is   seldom  marked   unless 
complications  are  present. 

3.  Enlargement  of  the  left  auricle  is  pres- 
ent in  about  70  per  cent  of  the  cases  and  is 
due  to  the  fact  that  the  mitral  valve  cannot 
transmit  the  greater  volume  of  blood  return- 
ing from  the  lesser  circulation. 

4.  Pulmonary  congestion  is  seen  in  about 
70  per  cent  of  the  cases,  and  is  due  to  the 
increased  volume  of  blood  in  the  lesser  cir- 
culation. 

5.  Exaggerated  heat  of  both  the  left  ven- 
tricle and  the  pulmonary  artery  results  from 
the  increased  volume  of  blood  passing- 
through  these  structures,  and  is  present  in 
approximately  70  per  cent  of  the  cases. 

6.  The  most  infrequent  finding,  but  one 
which  may  be  very  striking  when  present, 
is  that  of  expansile  pidsations  of  the  pulmo- 
nary vessels.  This  is  seen  in  about  a  third  of 
the  patients  and  is  due  to  the  increased 
volume  of  blood  present  in  the  pulmonary 
arteries,  with  associated  insufficiency  of  the 
pulmonary  valve'"'. 

In  our  series 

In  our  series  of  6  cases  (table  1)  the  ages 
of  the  patients  ranged  from  16  to  30  years, 
averaging  23 V^.    There  were  2  men  and  4 

.1.    Roesler.   H. :  Clinical  Roentgenologv  of  the  Cardiuvasvular 
Sv?teni.    Springfield,    Ulinois,    Charles    ('.    Thomas,    1937. 


Case 


Table  1 
Preoperative    X-Ray    Findings  Recorded    in   Individual   Patients 
1  2  3  4  5  6 


Incidence 


Sex 

F 

M 

F 

M 

F 

F 

2  -women  to 
1  man 

Age  (years) 

24 

25 

18 

28 

30 

16 

Average 
23.5 

Cardiac  enlargement 

+ 

+  -I-  + 

+ 

0 

+ 

+  -F- 

84% 

Left  ventricular  enlargement 

+ 

+  +  + 

+ 

0 

+ 

+  + 

84% 

Left  auricular  dilatation 

0 

+  +  + 

0 

0 

0 

+  + 

33% 

Enlargement  of  pulmonary 
artery 

+ 

-F4-  + 

0 

+ 

+  + 

-I-  + 

84% 

Hyperactivity  of  left  ventricle 
and  pulmonary  artery 

+  or  -h  -1- 

NR* 

0 

NR* 

NR* 

0 

?16% 

Hilai-  dance  of  pulmonary 
vessels 

+ 

NR* 

0 

+ 

+ 

0 

50% 

Engorgement  of  pulmonary 

vessels 

+ 

+  +  + 

0 

+ 

+ 

+  -F 

84% 

Transversa   diameter   of  heart 

11..3 

17.0 

13.5 

13.0 

13.2 

Transverse  diameter  of  chest 

23.7 

•> 

24.0 

26.0 

26.2 

Associated  findings  were  subacute  bacterial  endocarditis    in    cases    1,    2,    4, 
aneurysm  of  the  pulmonary  artery  proximal  to  the  ductus  in  case  3. 


and    5,    and    a    saccular 
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Fig.  1  (Case  6).  A  posterior  anterior  film  of 
the  chest  shows  cardiac  enlargement  in  the 
transverse  diameter,  predominantly  left  ven- 
tricular. There  is  also  a  prominence  in  the 
region  of  the  pulmonary  artery,  prominence  of 
the  pulmonary  vascular  markings,  and  a  small 
aortic  shadow.  Fluoroscopic  examination  with  a 
barium  swallow  showed  enlargement  of  the 
left  auricle  and  hyperactivity  of  the  left  ven- 
tricular beat.  No  "hilar  dance"  was  noted. 

women.  Four  of  the  patients  had  subacute 
bacterial  endocarditis  which  was  treated 
medically  before  operation  with  sulfonamide 
drugs  and  penicillin.  In  one  case  a  saccular 
aneurysm  of  the  pulmonary  artery  was 
present  proximal  to  the  ductus.  No  other 
complications  were  encountered. 

1.  Dilatation  of  the  puJmouar)/  arterii  was 
present  in  all  except  one  case.  In  4  cases  it 
was  slight  to  moderate  in  degree,  but  one 
patient  with  bacterial  endocarditis  had 
rather  marked  enlargement  of  the  pulmo- 
nary artery.  The  dilatation  was  visible  on 
the  posterior  anterior  view,  but  was  better 
demonstrated  in  the  right  anterior  oblique 
position,  in  which  the  pulmonary  conus  can 
be  visualized.  Other  causes  of  fullness  of 
the  cardiac  waistline  and  prominence  of  the 
pulmonic  arch,  such  as  mitral  valvular  dis- 
ease, thyrotoxicosis,  aneurysms  of  the  pul- 
monary artery,  pulmonic  stenosis  with  post- 
stenotic dilatation,  and  other  types  of  con- 
genital heart  diseases,  must  be  excluded. 


Fig.  2  (Case  6).  A  postoperative  chest  film 
shows  a  decrease  in  the  pulmonary  congestion. 
Other  cardiovascular  findings  are  essentially 
unchanged.  The  usual  pleuropulmonary  changes 
following  surgery  are  present. 

2.  Cardiac  enlargement  was  present  in  all 
but  one  case.  In  4  patients  it  was  slight  to 
moderate  in  degree,  and  was  predominantly 
left  ventricular.  Only  1  patient  had  marked 
cardiac  enlargement,  and  this  case  was  com- 
plicated by  innumerable  vegetations  of  sub- 
acute bacterial  endocarditis  on  the  aortic 
valve.  Other  causes  of  cardiac  enlargement 
must  be  ruled  out.  One  patient  (case  8)  had 
cardiac  enlargement  with  a  configuration 
typical  cf  an  aortic  valvular  lesion,  but  we 
felt  that  treatment  should  be  based  on  the 
clinical  and  physical  findings,  which  were 
typical  of  patent  ductus. 

3.  Enlarge  1)1  ent  of  the  left  auricle  was 
present  in  only  2  of  our  cases  (no.  2  and  6). 
being  marked  in  one  patient  with  subacute 
bacterial  endocarditis  and  moderate  in  a 
second.  The  incidence  of  this  finding  in  our 
series  is  only  half  as  great  as  that  reported 
by  the  group  in  Boston.  This  findiuQ-  mav 
be  demonstrated  by  barium  swallow  in  the 
right  anterior  oblique  position.  It  can  usual- 
ly be  differentiated  clinically  from  enlars'e- 
ment  of  the  left  auricle  associated  with 
rheumatic  heart  disease  with  mitral  stenosis. 

4.  Engorgement  of  the  piilmonanj  vexftel'^ 
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was  marked  in  one  of  our  patients,  moderate 
in  one,  slight  in  three,  and  absent  in  one. 
The  case  with  marked  engorgement  was  com- 
pUcated  by  bacterial  endocarditis. 

5.  Exoggerutcd  beat  of  the  left  venti'iclc 
uud  the  pulmoiiury  aytery  was  recorded  in 
only  on'j  of  our  cases  (no.  1),  being  present 
to  a  moderate  degree  on  one  examination 
and  to  a  slight  degree  at  a  later  date.  This 
finding  was  absent  in  2  cases  (no.  3  and  6), 
and  unfortunately  was  not  recorded  as  either 
present  cr  absent  in  the  remaining  3  cases. 
Other  causes  of  hyperactivity  may  be  thy- 
rotoxicosis, anemia,  and  aortic  insufficiency. 

6.  The  expansile  pulsation  or  "hilar  dance" 
was  present  in  3  cases  and  absent  in  3.  This 
finding  is  not  diagnostic,  and  may  be  pres- 
ent in  other  types  of  congenital  heart  dis- 
ease. The  most  pronounced  case  of  hilar 
dance  we  have  encountered  was  associated 
with  stenosis  of  the  pulmonary  artery  with 
poststenotic  dilatation. 

Postoperative  Findings 

All  of  the  above  findings  revert  to  normal, 

or  nearly  so,  following  closure  of  the  ductus, 

except  for  hypertrophy  of  the  left  ventricle, 

which  shows  little  change  as  a  rule.  The  only 

postoperative  films  we  have  on  our  patients 

were  made  soon  after  operation  and  show 

little  change.    On  films  made  at  a  later  date 

the  changes  would  probably  have  been  more 

definite. 

Summary 

1.  The  radiologic  findings  in  6  cases  of 
proven  patent  ductus  arteriosus  have  been 
presented. 

2.  Each  of  the  characteristic  findings  pre- 
viously reported — dilatation  of  the  pulmo- 
nary artery,  cardiac  enlargement,  enlarge- 
ment of  the  left  auricle,  engorgement  of  the 
pulmonary  vessels,  exaggerated  beat  of  the 
left  ventricle  and  pulmonary  artery,  and 
"hilar  dance" — occurred  in  at  least  one  case 
in  our  series. 

3.  The  findings  vary  considerably  in  each 
patient,  but  the  presence  of  one  or  more  of 
these  features  should  make  one  suspect  the 
diagnosis. 

4.  Marked  cardiac  enlargement  is  present, 
as  a  rule,  only  when  the  condition  is  compli- 
cated by  subacute  bacterial  endocarditis  or 
associated  anomalies. 

5.  A  final  diagnosis  should  be  made  only 
after  close  correlation  of  the  radiologic  and 
clinical  findings. 


X-RAY  FINDINGS  IN  ARTIFICIAL 
PNEUMOTHORAX 

Robert  H.  Hackler,  M.D. 
Washington 

Pneumothorax  in  N on-Tubercidous 
Pulmonary  Lesions 

The  primary  use  of  artificial  pneumo- 
thorax is  for  the  treatment  of  pulmonary 
tuberculosis.  However,  it  has  also  been  used, 
without  much  success,  in  treating  non-tuber- 
culous lesions  of  the  lungs  such  as  bronchi- 
ectasis and  pulmonary  abscess.  Figure  1 
shows  a  lung  abscess  situated  near  the  peri- 
phery. It  has  a  thick  wall  and  pleural  ad- 
hesions— the  main  causes  for  failure  of  col- 
lapse therapy.  These  adhesions  usually  form 
early  in  peripheral  abscesses,  preventing 
effective  collapse.  Figure  2  shows  the  results 
of  pneumothorax.  The  large  cavity  has  been 
diminished  in  size,  but  only  the  middle  and 
lower  lobes  show  any  collapse,  and  two  fluid 
levels  are  still  plainly  visible  in  the  diseased 
area. 

Pneumothorax  us  a  Diagnostic  Procedure 

Artificial  pneumothorax  is  also  used  as  a 
diagnostic  procedure  to  differentiate  pleural 
and  pulmonary  lesions.  In  figure  3,  135A 
shows  an  opacity  over  the  left  half  of  the 
diaphrag-m  and  apparently  in  contact  with 
the  left  border  of  the  heart  shadow;  135B 
is  a  film  made  after  artificial  pneumothorax. 
A  points  to  the  shadow  of  the  cyst,  B  to  the 
collapsed  lung,  and  D  to  the  overlying  breast 
shadow.  This  film  definitely  demonstrates 
that  the  lesion  was  extrapulmonary.  It  was 
removed  surgically  and  proved  to  be  a 
pleuro-pericardial  cyst  filled  with  a  clear 
fluid*^'. 

It  is  my  opinion  that  this  type  of  diagnos- 
tic procedure  should  be  undertaken  only  in 
medical  centers.  Cases  of  artificial  pneu- 
mothorax seen  by  physicians  in  smaller  com- 
munities are  practically  always  in  patients 
with  pulmonary  tuberculosis. 

Pneumothorax  in  Pulmonary  Tuberculosis 

Today  the  welfare  of  many  thousands  of 
people  throughout  the  country  is  dependent 


Read  before  the  Section  on  Radiology,  Medical  Society  of 
tlie  State  of  North  Carolina,  Virginia  Beach,  Virginia.  May 
13,    lOlT. 
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Fig.  1.  Peripheral  abscess  before  pneumothorax 
therapy   (Courtesy  of  Dr.  C.  T.  Garrenton.) 


on  artiticial  pneumothorax.  Their  hope  for 
ultimate  recovery  and  return  to  a  useful  life 
is  based  largely  upon  the  correct  handling 
of  their  case  and  the  judicious  continuation 
of  the  therapy.  The  radiologist  thus  has  a 
heavy  responsibility  in  these  cases,  and  must 
make  each  examination  with  care.  It  is  true 
that  in  the  early  months  of  treatment  such 
patients  are  usually  in  a  sanatorium  and  are 
cared  fcr  by  the  resident  specialist.  When 
they  return  to  their  homes,  however,  they 


Fig'.  2.  The  same  patient  after  a  few  months  of 
pneumothorax  therapy  (Courtesy  of  Dr.  C.  T. 
Garrenton.) 

must  look  to  a  local  physician  for  continued 
therapy,  and  the  radiologist  will  often  have 
the  major  part  of  the  responsibility  for  guid- 
ing their  treatment. 

Patients  who  have  just  been  discharged 
from  a  sanatorium  are  often  apprehensive 
about  their  future.  They  wonder  whether  or 
not  the  local  physician  will  understand  their 
case  and  how  he  will  get  along  with  pneu- 
mothorax refills.  They  want,  and  they  should 
have,  x-ray  examinations  at  regular  inter- 


\ : 


a 


*. 


135a 


i 


135  B 


Fig.  3.  X-ray  before  pneumothorax  (L3.5A)  shons  a  mass  overlying  the  left  hemidiaphragm. 
X-ray  following  a  diagnostic  pneumothorax  (135B)  shows  an  extrapulmonary  mass  (a),  the  col- 
lapsed lung  (c),  and  the  breast  shadow  (d).  (Courtesy  of  Dr.  Leo  Rigler'i') 
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Fig.  -1.  Approximately  a  60  per  cent  collapse  in 
all  the  lobes  on  the  right.  No  cavities  or  pleural 
adhesions  are  seen. 


vaLs.  The  films  are  important  for  a  perma- 
nent record,  and  they  help  the  physician  to 
advise  the  patient  about  his  problems  of  i-e- 
habilitation.  The  physician  is  asked  such 
questions  as:  "Am  I  able  to  drive  a  car?"; 
"Can  I  start  light  work?";  "Can  I  go  longer 
between  refills?";  "Can  I  take  a  trip?";  and 
often,  "Can  I  get  married?"  It  is  easy  to  see 
that  unsound  advice  could  prove  disastrous. 
Only  by  a  thorough  knowledge  of  the  patho- 
logic condition  of  the  chest  can  the  physician 
answer  these  questions  wisely. 

Factors  important  in  the  prognosis 

The  following  factors  should  be  observed 
at  every  radiologic  examination  in  cases  of 
pulmonary  tuberculosis  treated  with  arti- 
ficial pneumothorax. 

The  first  factor  is  the  mechanical  effects 
of  the  collapse  and  the  degree  of  compression 
of  the  lung.  Figure  4  shows  approximately 
a  60  per  cent  collapse  in  all  the  lobes  on  the 
right.  No  cavities  or  pleural  adhesions  are 
seen,  and  there  is  no  shifting  of  the  medi- 
astinum.   Some   thickening  of  the   parietal 

Fig.  5.  An  effective  collapse  with  protrusion  of 
the  pneumothorax  sac  through  the  mediastinum 
into  the  opposite  side. 

Fig.  6.  Same  case,  showing  disappearance  of  the 
mediastinal   hernia   on  inspiration. 
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Fig.   7.   Tuberculosis   in   the   upper    part    of   the 
right  lung,  with  early  cavitations  in  the  second 
interspace   (Courtesy   of   Dr.   Dean   Cole.) 
Fig.  9.  Satisfactory  collapse  obtained  following 
pneumonolysis  (Courtesy  of  Dr.  Dean  Cole.) 


Fig.  8.  I'nsatisfactory  collapse  thought  to  be 
due  to  adhesions.  The  arrows  point  to  open 
cavities  (Courtesy  of  Dr.  Dean  Cole.) 
Fig.  10.  Extensive  fibrosis  limiting  re-expansion 
of  right  lung.  Compensatory  hyperexpansion  of 
left  lung,  with  displacement  of  the  heart  and 
mediastinum   into   the   right   side   of   the   chest. 
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pleura  at  the  right  base  may  be  observed. 
There  is  no  evidence  of  disease  in  the  left 
lung.  More  compi'ession  is  not  necessary 
and  would  be  unwise  in  this  case'-'. 

Figure  5  shows  an  effective  collapse,  with 
a  protrusion  of  the  pneumothorax  sac 
through  the  mediastinum  into  the  opposite 
side.  The  mediastinal  hernia  can  not  be 
seen  on  inspiration  (fig.  6).  This  mechanical 
phenomenon  is  usually  of  no  significance, 
although  it  sometimes  prevents  closure  of  a 
cavity. 

The  second  factor  to  observe  is  the  effect 
of  pneumothorax  on  the  cavitij  forination. 
Incomplete  collapse  of  a  cavity  is  the  most 
frequent  cause  for  failure  in  pneumothorax 
therapy.  The  condition  of  the  cavity  can 
best  be  determined  by  x-ray  examination, 
and  often  the  factors  causing  the  failure  can 
be  seen. 

Figure  7  shows  tuberculosis  in  the  upper 
part  of  the  right  lung,  with  early  cavitations 
in  the  second  interspace.  Artificial  pneumo- 
thorax was  begun,  and  figure  8  shows  an 

2.  Dick,  G.  F.  and  others:  The  19  Hi  Year  Book  of  General 
Medicine,  Chicago,  Year  Book  I'ublishers,  Inc.,  1940,  pp. 
2i;i-2(13. 
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Fig.  11.  Tuberculosis  in  the  upper  lobe  of  the 
right  lung,  with  a  small  cavity  just  below  the 
clavicle. 


Rg.12^ 


Fig.  12.  Selective  collapse  in  the  upper  lobe  of 
the  right  lung,  with  comparatively  healthy 
pleura. 


Fig.  13.  Satisfactory  re-expansion  of  the  lung, 
with  only  a  slight  shift  of  the  upper  medi- 
astinum. 
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unsatisfactory  collapse  thought  to  be  clue  to 
the  adhesions  seen  on  this  film.  The  arrows 
point  to  open  cavities.  Pneumonolysis  was 
clone,  and  a  satisfactory  collapse  was  ob- 
tained (fig.  9).  Figure  10  is  a  film  made 
several  months  after  pneumothorax  was  dis- 
continued. The  diseased  lung  healed  with 
such  extensive  fibrosis  that  its  re-expansion 
was  very  limited.  The  contralateral  lung 
shows  a  compensatory  hyperexpansion,  with 
a  permanent  displacement  of  the  heart  and 
mediastinum  into  the  right  side  of  the  chest. 
This  patient  had  no  complications  during  her 
treatment,  continuing  her  work  during  the 
entire  time  except  for  four  weeks  while  the 
lung  was  being  compressed  and  adhesions 
cut.    Her  present  condition  is  excellent''*'. 

Figure  11  shows  tuberculosis  in  the  upper 
lobe  of  the  right  lung,  with  a  small  cavity 
just  below  the  clavicle.  The  thickened  pleura 
evident  throughout  this  lung  resulted  from 
an  old  spontaneous  collapse''*'.  Because  of 
the  oblilerative  pleurisy  it  was  not  believed 
that  air  could  be  put  into  the  pleural  space 
in   sufficient   quantity  to   close  this   cavity; 

.1.    Tice,     F. :     Ambulatory    Pneumothorax;     Results     of     Ten 

Years'    Experience,    Am.    Rev.    Tuberc.    4G:6.')9-644.    (Dec.) 

1942. 
4.    Niehaus.    R.    F. :    Simple    Spontaneous    Pneumothorax    in 

Apparently    Healthy    Individuals;    A    Report    of    24    Cases, 

Am.   J.    Roentgenol.    .17:12-27    (Jan.)    19  17. 


pneumothorax  was  attempted,  however,  but 
without  success. 

The  third  factor  to  consider  is  the  char- 
acter of  the  pleura.  The  pleura  is  permeable 
to  both  gases  and  fluids.  When  the  pleura 
is  healthy  it  absorbs  the  injected  air  fairly 
rapidly,  and  refills  at  frequent  intervals  are 
necessary.  Figure  12  shows  a  selective  col- 
lapse in  the  upper  lobe  of  the  right  lung. 
The  pleura  appears  comparatively  healthy, 
and  this  individual  had  to  have  refills  every 
twelve  t(j  fourteen  days  until  treatment  was 
discontinued  after  five  years.  Figure  13 
shows  that  the  lung  has  re-expanded  satis- 
factorily, with  only  a  slight  shift  of  the  up- 
l)er  media.stinum. 

Figure  14  shows  a  thickened  pleura  result- 
ing from  fluid  and  empyema  in  the  pleural 
space.  The  mediastinum  is  fixed  and  the 
pleura  so  thick  that  the  lung  can  not  re- 
expand.  Thoracoplasty  is  probably  indicated 
here. 

The  most  serious  complication  of  artificial 
pneumothorax  is  pleuro-pulmonary  perfora- 
tion. In  figure  15  the  condition  is  demon- 
strated by  the  injection  of  an  opaque  oil 
into  a  pulmonary  cavity  which  resulted  from 
drainage  of  an  empyema.  In  tuberculosis 
this  condition  results  from  the  rupture  of 
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Fig.  14.  Thickened   pleura   resulting  from   fluid 
and  empyema  in  the  pleural  space. 


Fig.  1.5.  Pleuropulmonary  perforation  (Courtesy 
of  Dr.   Frederick   Mandeville.) 
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Fiff.  16.  Selective  collapse  of  the  upper  lobe  of 
the  right  lung,  with  obliterative  pleurisy  in  the 
lower  lobes. 


Fig.   17.  Bilateral  pneumothorax  with  oblitera- 
tive pleurisy  on  the  left. 


Fig.  18.  Thickened  and  inelastic  pleura  produced 
by   pleural  effusion. 


Fig.   19.    Hyperexpansion   of   functioning   lung. 
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a  cavity  or  a  caseous  area  into  the  pleural 
space,  from  the  tearing  of  adhesions,  or  from 
a  needle  wound.  Sauerbuck  reported  57  cases, 
43  of  which  were  fatal  within  a  week.  Of 
21  cases  reported  by  Packard,  Haye.s,  and 
Blanchet  only  2  patients  survived''". 

Figure  16  demonstrates  a  selective  col- 
lapse of  the  upper  lobe  of  the  right  lung, 
with  obliterative  pleurisy  in  the  lower  lobes. 
In  this  case  the  condition  is  not  detrimental 
to  the  patient,  since  no  disease  is  seen  in  the 
re-expanded  lower  lobes.  Figure  17  shows 
a  bilateral  pneumothorax  with  obliterative 
pleurisy  on  the  left.  It  will  be  impossible 
to  continue  refills  on  the  left  much  longer, 
because  the  pleural  space  is  being  gradually 
obliterated. 

The  fourth  factor  to  observe  is  the  pref!- 
ence  or  absence  of  fUdd.  A  large  percentage 
of  pneumothorax  patients  will  show  some 
fluid  at  some  time  during  their  treatmeni-. 
The  effusions  are  often  slight  and  transitory, 
producing  few  or  no  symptoms.    In    some 

,1.  P.ickaril,  E.  X.,  Hayes,  ,1.  N.,  ami  Blaiuliet.  S.  F. :  Arti- 
lifial  I'luniriKitliorax;  Its  Applk-atiiin  in  the  Treatment  of 
I'ulmonai-y    Tnberculosis,    I'liihuielphia,    Lea    ami    Kobiijer 

I!ll(l,     pp.     l.-i.1-l,-,li. 


cases,  however,  large  effusions  develop 
which  promptly  recur  after  aspirations. 
They  tend  to  become  purulent.  Figure  18 
shows  a  case  in  which  this  condition  has 
caused  the  pleura  to  become  thickened  and 
inelastic.  It  is  improbable  that  this  lung  can 
re-expand,  and  operative  interference  may 
become  necessary. 

The  fifth  factor  to  observe  is  the  conditio)! 
of  the  opposite  linig.  Hyperfunction  of  the 
contralateral  lung  is  brought  about  by  in- 
creased blood  supply  and  hypertrophy.  If 
there  is  a  shift  of  the  mediastinum  to  the 
affected  side,  the  functioning  lung  may  be- 
come quite  large  (fig.  19).  Spread  of  the 
disease  into  the  healthy  lung  is  a  serious 
complication  which  should  be  detected  as 
soon  as  possible. 

The  sixth  factor  to  observe  is  the  re- 
expanding  lung.  In  following  a  re-expand- 
ing lung  by  x-ray  examinations  we  need  to 
know  the  original  character  and  extent  of 
the  disease.  The  most  important  factor  in 
deciding  when  to  let  a  lung  re-expand  is  the 
type  of  lesion  present  when  the  treatment 


■»iil* 
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Fig.  20.  Bilateral  disease,  with  reappearance  of 
a  cavity  (marked  by  arrow)  following  an  at- 
tempt to  let  the  right   lung  re-expand. 


Fig.  21.  The  cavity   seen   in   figure   20  has   been 
obliterated    by    recompressing    the    lung. 
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was  started"''.  A  caseous  lesion  with  no  de- 
monstrable cavitation  does  not  require  as 
long  a  period  of  treatment  as  do  thick- 
walled  cavities  or  fibrocaseous  disease.  When 
pneumothorax  is  being  discontinued  it  is  im- 
portant to  detect  as  soon  as  possible  a  re- 
e.xpanding  cavity  or  a  spread.  Fig.  20  shows 
a  lung  re-expanding  on  the  right.  In  this 
case  there  was  so  much  pathology  on  the  left 
that  some  type  of  operative  therapy  was 
needed  on  that  side.  This  could  not  be  at- 
tempted, however,  unless  the  right  lung  could 
be  successfully  re-expanded.  Unfortunately, 
the  reappearance  of  the  cavity  indicated  by 
the  arrow  made  it  necessary  to  compress  the 
lung  again  in  order  to  close  the  cavity  (tig. 
21). 

Co)ichision 

Artiticial  pneumothorax  is  used  as  a  diag- 
nostic aid  and  as  a  therapeutic  agent.  Most 
physicians  are  primarily  interested  in  its 
use  for  treating  pulmonary  tuberculosis.  X- 
ray  films  and  fluoroscopic  examinations  made 
at  regular  intervals  are  essential  in  guiding 
the  patient  back  to  a  useful  life  and  main- 
taining him  in  good  condition.  The  follow- 
ing factors  should  be  observed  at  each  ex- 
amination : 

1.  Mechanical  effects  of  the  collapse  and 
degree  of  compression  of  the  lung. 

2.  Effect  of  pneumothorax  on  the  cavity 
formation. 

3.  Character  of  the  pleura. 

4.  The  presence  or  absence  of  fluid. 

5.  Condition  of  the  opposite  lung. 

6.  Condition  of  the  re-expanding  lung. 

(i.    Cake.   C.    P.;    Indications   for  Teniiinating:   Artiticial    I'lieu- 
iiuitliorax,    Vir^nia   M.   Montlily,    ii!i  :-i66-56!i    (Oct.)    I!if2. 


The   ultimate  outcome  in  a   minimal  case  can   be 

favorably  or  unfavorably  influenced  by  the  type  of 
follow-up  observation  and  post-sanatorium  living 
conditions.  One  must  guard  against  relaxation  of 
close  medical  supervision,  an  unregulated  daily  work 
tolerance,  excessive  social  activities  and  economic 
and  environmental  deficiencies.  —  I.  D.  Bobrowitz, 
M.D.,  Allan  Hurst,  M.D.  and  Margaret  Martin,  Am. 
Rev.  Tbc,  Aug.,  1947. 


A   hospital   would   not   fail   to    provide   a    patient 

with  a  routine  urinalysis  and  yet  it  is  stated  that 
only  0.4  per  cent  of  cases  of  diabetes  are  discovered 
by  such  a  routine  procedure.  The  amount  of  signifi- 
cant tuberculosis  discovered  by  providing  a  routine 
x-ray  is  much  larger.  It  is  also  said  that  less  than 
1  per  cent  of  patients  provided  a  routine  blood  count 
have  a  blood  dyscrasia.  Less  syphilis  is  found  by 
providing  routine  Wassermanns  than  significant 
tuberculosis  by  providing  a  routine  chest  x-ray. — 
Allen  Filek,  M.D.,  1947  Trans.,  NTA. 


CESAREAN  SECTION  IN  THE 
INTEREST  OF  THE  MOTHER 

John  T.  Williams,  M.D.,  F.A.C.S.* 
Boston,  Massachusetts 

The  primary  aims  of  good  obstetric  care 
should  be:  (1)  to  safeguard  the  mother  from 
serious  injury  or  death;  (2)  to  deliver  a  liv- 
ing child,  free  from  injury,  unhandicapped 
for  its  battle  with  life;  and  (3)  insofar  as  it 
is  consistent  with  the  foregoing  principles, 
to  relieve  labor  pain. 

Indications  for  Cesarean  Section 

Indications  for  cesarean  section  may  be 
divided  into  fetal  and  maternal.  Of  the  fetal 
indications,  contracted  pelvis  with  cephalo- 
pelvic  dispropoi-tion,  abnormal  presentations 
with  probable  disproportion,  and  tumors 
blocking  the  birth  canal  are  quite  clear  cut. 
Equally  obvious  are  such  maternal  indica- 
tions as  placenta  praevia,  detachment  of  the 
normally  situated  placenta,  pre-eclampsia, 
hypertension,  chi'onic  nephritis,  and  cardiac 
disease. 

Many  repeat  cesarean  sections  and  those 
performed  in  elderly  primiparas  are  done  in 
the  interest  of  both  mother  and  child.  In 
some  cases  of  disproportion,  and  especially 
in  those  where  a  trial  labor  proves  unsuc- 
cessful, cesarean  section  must  be  considered 
in  the  interest  of  both  mother  and  child.  A 
difficult  vaginal  delivery  may  carry  not  only 
a  distinct  risk  for  the  baby,  but  also  the 
probability  of  serious  damage  to  the  mother. 

Obstetricians  have  been  criticized  for 
selecting  cesarean  section  in  preference  to 
a  difficult  forceps  operation  because  the 
former  is  an  easier  procedure  for  the  opera- 
tor. In  general,  I  think  it  may  be  said  that 
the  operation  which  is  easier  for  the  obstet- 
rician will  also  be  a  great  deal  better  for  the 
patient. 

Difficult  vaginal  deliveries  are  not  without 
a  considerable  morbidity  and  occasional  mor- 
tality due  to  hemorrhage  and  infection,  and 
are  certainly  followed  more  often  by  chronic 
invalidism  than  is  cesarean  section. 

A  comparison  of  tables  1  and  2  shows  that 
the  percentage  of  cesareans  performed  for 


*  Formerly  Assistant  Professor  of  Gynecology,  Harxard 
I'niversity  >Iedical   School. 

Read  at  the  Wrightsville  Beacli  Symposium  of  the  New 
Hanover  County  Medical  Society,   August   22,   194". 
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Table  1 

Indications  for  Cesarean  Section 

941  Cases  at  the  New  York  Lying-in  Hospital 

From  Stander's  Textbook  of  Obstetrics'" 

Contracted  pelvis 33'/f 

Antepaitum   bleeding IS'/o 

Toxemia  and  allied  conditions  8.4% 

Previous  cesarean  (febrile 

puerperium)    11.8% 

Disproportion 8.3'/c 

Cardiac  disease  3.4%, 

Abnormal    presentations    3.4%, 

Tumors:   ovarian  cyst,  cervical 

cancer,  myoma,   etc 3.6%, 

Cervical  dystocia  2.5%, 

Elderly  primipara   - --  5.1% 

Ruptured   uterus    0.6%' 

Tuberculosis:  renal  2, 

pulmonary   5,   hip   1   0.8% 

Various    ■■  6.1% 

Table  2 

Indications  for  Cesarean  Section 

251   Cases  at  the  Chelsea  Memorial   Hospital  and 

Other  Boston  Hospitals   between  .January    1,   1912 

and  June  30,  1947  (Author's  Series) 

Disproportion   (including  cases  given 

test  of  labor)   154         60.3% 

Primiparous  breech 

and  doubtful  pelvis  9  3.5'/i' 

Previous  cesarean   (chiefly 

cases  of  disproportion)    37  14.7% 

Fibroids  obstructing  delivery    2  O.SVi 

Previous  extensive   repairs 3  1.2% 

Elderly  primiparas  (40  or  over) 13  5.1% 

Placenta  praevia 

and  separated  placenta  24  9.5% 

Pre-eclampsia,  nephritis, 

hypertension,    etc 9  3.5% 

purely  maternal  indications  —  antepartum 
bleeding,  toxemia,  and  heart  di.sease — was 
24.8  in  Stander's  series,  14.2  in  my  own,  in- 
cluding the  patients  with  previous  extensive 
repair.  If  those  operations  done  for  the  bene- 
fit of  both  the  mother  and  child  are  included, 
Stander's  percentage  of  cesareans  done 
wholly  or  partly  in  the  interest  of  the  mother 
is  raised  to  42.5,  and  my  own  percentage  to 
34. 

My  series  of  cases  consisted  exclusively  of 
private  patients,  and  extraordinary  efforts 
were  made  to  ensure  the  safety  of  both 
mother  and  child.  Where  doubt  existed, 
cesarean  section  was  done. 

Forecasti)i(i  the  Outcome  of  Labor 

Many  factors  enter  into  the  outcome  of 
labor.  The  most  important  of  these  are  the 
size  and  type  of  the  pelvis,  and  the  size, 
presentation,  and  position  of  the  fetus.  Of 
great  importance  also  are  the  age  of  the 
mother,  the  muscular  development  of  the 
pelvic  floor,  the  elasticity  of  the  cervix,  the 

1.    Staiuler,    H.   J.:    Te.xtliook   of    Olistetriis.    I'd.    3,    New    Vork 
aiul    London,    D.    .Vppleton-Century   Co..    llil,"i,    p.    1IIS-.2. 


strength  of  the  uterine  contractions,  and  the 
molding  of  the  fetal  head. 

Some  of  these  conditions  can  be  deter- 
mined only  after  an  adequate  test  of  labor. 
Each  obstetric  case  is  a  problem  to  be  con- 
sidered individually,  and  can  not  be  evalu- 
ated by  a  set  of  fixed  rules.  The  age  of  the 
patient  is  a  factor  almost  as  important  as  the 
size  and  form  of  the  pelvis.  A  primipara 
with  a  slightly  undersized  pelvis  may  have 
a  successful  labor  if  she  is  in  the  early 
twenties,  whereas  a  similar  patient  in  the 
middle  thirties  will  not  be  able  to  have  a 
vaginal  delivery. 

An  endeavor  should  always  be  made  to 
forecast  the  outcome  of  labor  by  careful  ante- 
partum examinations,  including,  when  ne- 
cessary, roentgen  pelvimetry.  When  the  out- 
come cannot  be  predicted  accurately,  how- 
ever, one  should  not  hesitate,  under  good 
aseptic  conditions,  to  submit  the  patient  to 
a  test  of  labor.  The  prophylactic  and  thera- 
peutic uses  of  penicillin  and  the  sulfonamide 
drugs  have  so  reduced  the  danger  of  abdomi- 
nal delivery  that,  even  in  circumstances 
where  the  previous  aseptic  conditions  may 
have  been  doubtful,  one  can  resort  to  cesar- 
ean section  without  hesitation. 

Pelvimetrij 

The  type  of  the  pelvis  is  important.  In 
1922'-'  I  published  the  first  article  on  normal 
variations  in  the  female  pelvis  and  their  ob- 
stetric significance.  I  recognized  and  de- 
scribed at  that  time  the  two  types  now  known 
as  the  gynecoid  and  android.  Later  Caldwell 
and  Moloy'"  added  two  more  main  types — 
the  anthropoid  and  the  platypelloid. 

This  classification  into  four  groups  has 
been  of  the  greatest  help  in  practical  obstet- 
rics. The  gynecoid  is,  of  course,  the  typical 
female  pelvis,  as  described  in  the  older  ob- 
stetric textbooks,  with  thin  bones,  an  ellipti- 
cal or  blunt  heart-shaped  inlet,  and  a  wide 
arch.  This  type  is  found  usually  in  the 
women  of  small  build,  although  it  sometimes 
occurs  in  obese  and  occasionally  in  large 
women.  Many  slight  women  give  birth  to 
large  babies  quite  easily.  Incidentally,  the 
fact  that  these  women  usually  have  less  well 
developed  muscles  and  fasciae  also  helps  to 

■2.  A\'il!i;uns.  ,1.  'I'.:  Normal  Variations  in  the  Female  I'ehis 
and  Tlieir  01),stetri(al  Significance,  .\m.  J.  Obst.  \-  Ovnec. 
:i::in-:).il    (.\pril)    1!I22. 

:i.  CaldH-ell.  W.  E.  and  Moloy.  H.  C:  Anatomical  Variation^; 
in  the  Female  Pelvis  and  Their  Effect  in  Labor  \\\\\\  a 
Suggested  Classification.  -Vm.  .1,  Obst.  iS:  Gvnec.  2(i:t7!l-J(J3 
(Out.)    1933. 
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make  their  labor  easier. 

The  android  type  of  pelvis,  as  the  riame| 
implies,  has  certain  male  characteristics,' 
such  as  heavy  bones,  a  V-shaped  arch,  andl 
often  a  triangular  or  otherwise  contractedJ 
inlet.  Many  of  these  patients,  however,  have! 
a  good  inlet,  with  tlaring  hips  and  largel 
external  measurements.  This  type  of  pelvis! 
is  usuall\  found  in  large,  rather  muscularj 
women. 

The  anthropoid  or  ape-like  pelvis  is  char- 
acterized by  narrow  transverse  measure- 
ments but  by  long  anteroposterior  diameters. | 
The  bones  are  usually  thin  and  the  arch  hasf 
a  tendency  to  the  V-shape.  The  posterior 
sagittal  diameter  of  the  outlet  is  usually 
ample,  so  that,  although  posterior  positions 
of  the  occiput  are  unusually  common  in  this 
type  of  pelvis,  serious  dystocia  seldom  occurs. 

The  fourth,  or  platypelloid  type,  is  really 
a  simple  flat  pelvis  with  ample  dimensions. 
A  long  transverse  diameter  compensates  for 
any  reduction  in  the  anteroposterior  meas- 
urements. 

There  are  many  individual  variations  in 
these  four  types  of  pelves,  and  Caldwell  has 
added  several  sub-groups :  android-anthro- 
poid,  android-flat,  anthropoid-gynecoid, 
gynecoid-flat,  and  others.  It  seems  to  me 
that  these  sub-classifications  confuse  rather 
than  clai'ify  the  picture. 

It  is  quite  easy  to  recognize  the  four  main 
types  of  pelvis  by  ordinary  obstetric  exami- 
nation. X-ray  pelvimetry,  while  desirable,  is 
not  absolutely  necessary  except  in  cases  of 
suspected  disproportion,  or  where  there  may 
be  some  doubt  about  the  presentation  of  the 
fetus. 

Thoms'^'  of  New  Haven,  who  pioneered  in 
radiographic  pelvimetry,  devised  the  Thoms 
grid — a  lead  plate  with  perforations  at  in- 
tervals of  1  cm.  to  allow  accurate  measure- 
ment of  the  superior  strait. 

In  practice  I  have  found  the  system  of 
prenatal  roentgenology  worked  out  by  Dr. 
Samuel  A.  Robins  of  Boston,  while  he  was 
roentgenologist  at  the  Boston  Lying-in  Hos- 
pital, very  satisfactory.  Robins'  method  is 
based  on  a  combination  of  the  Thoms  tech- 
nique and  the  Caldwell  classification.  It  af- 
.  fords  accurate  measurements  and  a  knowl- 
edge of  the  type  of  pelvis,  both  of  which  are 
important  in  predicting  the  course  of  labor. 

I.  Thoms.  H.;  Routiiie  RoentgeTi  Pehinietry  in  (ino  rrimi- 
parous  Wliitc  Women  Consecutively  Delivered  at  Term. 
Am.   J.    Obst.   &   Gvnec.   37;10I-lll6    (Jan.)    1SI39. 


In  the  routine  examination  two  films  are 
Itaken :  first,  an  anteroposterior  view  using 
the  Thoms  grid,  with  the  superior  strait 
parallel  to  the  x-ray  film ;  and  second,  a 
lateral  film  with  the  notched  centimeter  scale 
placed  between  the  buttocks.  Thus  accurate 
Imternal  measurements  are  obtained,  and  if 
ithe  patient  is  near  term  the  relation  of  the 
presenting  part  to  the  pelvic  inlet  is  also 
[clearly  defined.  Other  important  points  ob- 
served .ire  the  thickness  of  the  pelvic  bones, 
Iche  inclination  of  the  sacrum,  and  the  size 
|of  the  sacro-sciatic  notch. 

I  should  like  to  bring  out  one  more  point 
[about  radiographic  pelvimetry.  After  the 
observation  of  many  labors  following  pre- 
natal roentgenology,  I  am  convinced  that  the 
figures  given  as  normal  for  the  internal 
diameters,  and  especially  for  the  antero- 
posterior diameter  of  the  inlet,  should  be 
revised  upward.  My  experience  has  given 
me  the  conviction  that  11  cm.  is  not  the 
average  normal  for  the  true  conjugate,  but 
the  lower  limit  of  normal.  I  believe  that  the 
normal  true  conjugate  is  about  12  cm.,  and 
that  an\  measurement  below  11  cm.  shows  a 
definite  contraction.  The  average  transverse 
measurement  is  probably  nearer  the  textbook 
figure  of  13.5  cm. 

Iiidicatiojis  for  Cesurean  Section  in  the 
Interest  of  the  Mother 

Aittepcnium  bleeding 

Among  the  maternal  indications  for  cesar- 
ean section,  antepartum  bleeding  is  of  first 
importance.  When  premature  separation  of 
the  placenta  occurs  in  a  patient  who  is  not 
in  labor  and  who  has  no  dilatation  of  the 
cervix,  cesarean  section  with  transfusion  is 
a  life-saving  operation  for  the  mother.  In 
patients  with  the  so-called  Couvelaire  uterus 
a  Porro  operation  might  be  indicated  occa- 
sionally, but  prompt  recognition  of  the 
placenta!  separation  will  render  such  an  op- 
eration unnecessary  and  may  result  in  sav- 
ing the  life  of  the  child  also. 

PJacentct  p)-aevia 

There  appears  to  be  a  remarkable  unanim- 
ity of  opinion  that  cesarean  section  is  the 
treatment  of  choice  in  complete  placenta 
praevia  in  the  primipara.  and  even  in  muci- 
parous patients.  In  the  partial  or  even  the 
marginal  varieties  of  placenta  praevia  the 
amount  of  bleeding  and  the  degree  of  dilata- 
tion of  the  OS  should  decide  the  method  of 
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treatment.  Bleeding  can  be  just  as  severe 
from  a  partial  or  even  a  marginal  placenta 
praevia  as  from  a  complete  placenta  praevia. 
The  obstetrician's  first  duty  is  to  save  blood. 
Where  there  is  active  bleeding,  cesarean 
section  offers  the  quickest  method  of  control. 

Toxemias  of  pregnancy 

In  the'  group  of  cases  characteiized  by 
albuminuria  and  hypertension,  and  including 
pre-eclampsia,  eclampsia,  essential  hyper- 
tension, and  chronic  nephritis,  the  decision 
to  perform  cesarean  section  will  depend  in 
part  upon  the  severity  of  the  condition,  and 
to  a  still  greater  extent  upon  mechanical 
factors  affecting  delivery.  In  spite  of  the 
remarkable  work  which  has  been  done  on 
prenatal  care,  blood  chemistry,  and  endocrine 
changes,  there  is  still  only  one  cure  for  pre- 
eclampsia, and  that  is  delivery  of  the  fetus. 

In  a  mild  or  moderate  case  of  pre-eclamp- 
sia in  a  young  patient  who  is  near  term, 
whose  cervix  is  soft,  and  in  whom  no  cephalo- 
pelvic  disproportion  exists,  simple  rupture 
of  the  membranes,  with  or  without  the  aid 
of  castor  oil  and  quinine  and  small  doses  of 
Pitocin,  is  usually  adequate.  Pituitary  ex- 
tracts containing  the  pressor  factor  should 
be  avoided.  Ergonovine  should  be  used  with 
care,  and  the  blood  pressure  should  be 
checked  carefully  after  its  administration. 

On  the  other  hand,  if  the  patient  is  a 
primipara  in  her  thirties  who  is  not  near 
term  and  who  has  a  long,  tight  cervix,  a 
rapidly  vising  blood  pressure  and  increasing 
albuminuria,  cesarean  section  under  spinal 
anesthesia  is  indicated.  In  cases  intermedi- 
ate between  these  extremes,  all  the  factors 
involved  must  be  carefully  weighed.  Fixed 
rules  can  not  be  laid  down,  but  if  the  outlook 
is  not  good  for  a  reasonably  quick  delivery, 
a  cesai'ean  operation  is  usually  indicated. 

The  anesthetic  is  of  prime  importance. 
General  anesthesia  is  definitely  contraindi- 
cated  because  it  disturbs  the  blood  chemis- 
try, and  has  a  toxic  effect  on  the  liver  and 
kidneys.  Spinal  anesthesia  does  not  affect 
the  blood  chemistry,  the  liver  or  the  kidneys. 
In  fact,  by  lowering  the  blood  pressure  and 
relaxing  the  spasm  of  the  arterioles,  it  has 
a  definitely  beneficial  effect. 

When  the  condition  has  advanced  to  the 
convulsive  stage,  some  modification  of  the 
Stroganoff'-'"'    regimen    is    indicated,    accom- 

.^.    Strog;anol1'.    T.  W.:   Ueber  die   Behandlun^   dor  Eklampsie, 
Zentralbl.  f.   Gyiiack   21:130!i,   1901. 


panied  by  the  intravenous  administration  of 
hypertonic  glucose  solution,  and  concentrated 
magnesium  sulfate  solution  either  intra- 
muscularly or  intravenously.  The  time  for 
delivery  is  when  the  patient  ceases  to  im- 
prove under  medical  treatment.  This  is  a 
matter  for  nice  judgment,  but  many  of  these 
patients  can  be  saved  by  cesarean  section 
under  spinal  anesthesia  who  would  otherwise 
be  lost. 

Heart  ditieane 

In  patients  with  heart  disease  I  feel  that 
cesarean  section  has  perhaps  been  overdone, 
possibly  because  it  offers  a  favorable  oppor- 
tunity to  sterilize  the  patient. 

Young  patients  with  well  compensated 
rheumatic  heart  disease  may  go  through 
two  or  three  normal  pregnancies  and  labors 
under  good  care  without  danger.  Where 
mechanical  difhculties  ai'e  present,  the  pa- 
tient must  be  protected  from  the  undue 
strain  of  a  difficult  labor  by  an  elective  cesar- 
ean operation.  In  older  patients  and  primi- 
paras  who  have  suffered  some  decompensa- 
tion, a  cesarean  section  will  usually  be  in- 
dicated. Such  patients  should  usually  be  pro- 
tected from  further  pregnancies  by  sterili- 
zation. 

The  successful  management  of  cardiac 
cases  calls  for  the  closest  cooperation  be- 
tween the  obstetrician,  the  cardiologist,  and 
the  anesthetist. 

Neoplasms 

Except  for  cervical  cancer,  neoplasms  com- 
plicating pregnancy  present  a  fetal  rather 
than  a  maternal  indication  for  cesarean  sec- 
tion. If  the  tumor  is  so  located  as  to  obstruct 
delivery  or  to  interfere  with  normal  uterine 
contractions,  a  cesarean  operation  is  indi- 
cated. It  should  never  be  done  simply  as  a 
step  toward  removing  the  neoplasm,  how- 
ever. 

Operative  Technique 

During  the  five  and  one  half  years  from 
January  1,  1942,  to  June  30,  1947,  in  which 
my  operative  technique  has  been  standard- 
ized, I  have  performed  251  cesarean  sections 
without  a  maternal  death.  The  operative 
technique  has  closely  followed  the  low  trans- 
verse cesarean  described  by  Munro  Kerr.  I 
believe  that  the  prophylactic  use  of  penicillin 
and  the  sulfonamide  drugs  makes  this  simple 
technique  applicable  to  all  cases  and  renders 
unnecessary  the  complicated  extraperitoneal 
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techniques  devised  by  Latzko  and  by  Waters. 
The  Porro  operation  should  be  restricted  to 
those  cases  in  which  removal  of  the  uterus 
because  of  fibroid  tumors  complicating  preg- 
nancy is  indicated. 

A  four-inch  median  incision  is  made  just 
above  the  symphysis  pubis.  The  utero-vesi- 
cal  peritoneum  is  incised  transversely  and 
the  bladder  separated  from  the  lower  seg- 
ment of  the  uterus.  The  uterus  is  opened 
transversely  because  only  a  transverse  in- 
cision can  be  kept  within  the  lower  segment. 
The  fetus  is  delivered,  and  the  placenta 
comes  away  spontaneously  or  is  expressed. 
The  uterus  is  closed  by  two  layers  of  continu- 
ous suture,  the  first  one  being  interlocked 
with  care  to  include  all  open  sinuses.  The 
bladder  peritoneum  is  overlapped  on  the 
uterine  peritoneum,  and  the  abdomen  is 
closed. 

Certain  points  of  technique  are  important 
to  the  success  of  the  operation : 

1.  Spinal  anesthesia  is  chosen  in  most 
cases  because  it  has  no  effect  on  the  baby, 
and  because  of  the  excellent  relaxation  ob- 
tained. 

2.  Preoperative  medication  should  be  min- 
imal because  of  the  effect  on  the  baby. 
Scopolamine,  1/150  of  a  grain,  is  given  one 
hour  before  the  operation. 

3.  Before  the  incision  is  started,  all  in- 
struments to  be  used  in  the  early  stages  of 
the  operation  should  be  checked  by  the  op- 
erator and  laid  out  so  that  they  can  be  placed 
in  his  hand  in  order  without  loss  of  time.  All 
needles  i.o  be  used  in  the  operation  should 
be  threaded  in  advance.  The  suction  appar- 
atus should  be  turned  on. 

4.  Immediately  before  the  skin  incision  is 
made,  0.5  cc.  of  pituitary  extract  is  given 
intramuscularly  in  the  shoulder.  While  the 
uterus  is  being  incised,  one  ampule  of  ergon- 
ovine  is  given  intravenously.  These  two 
oxytocics  produce  prompt  contraction  of  the 
uterus  and  reduce  bleeding  to  a  minimum. 

5.  The  placenta  often  separates  spon- 
taneously, or  it  may  be  expressed  by  Crede's 
method,  pressure  being  applied  through  the 
abdominal  wall  just  as  after  a  vaginal  de- 
livery. 

6.  If  the  patient  is  nervous  or  restless, 
1/6  grain  of  morphine  may  be  given  intra- 
venously at  any  time  after  the  birth  of  the 
baby. 


7.  All  steps  of  the  operation  should  pro- 
ceed with  deliberation  and  precision.  The 
only  part  of  the  operation  in  which  haste  is 
required  is  during  the  suture  of  the  uterine 
incision. 

8.  Additional  intravenous  ergonovine 
should  be  given  if  bleeding  is  excessive. 

Conclusions 

Fourteen  to  24  per  cent  of  cesarean  sec- 
tions are  performed  in  the  interest  of  the 
mother,  for  such  indications  as  antepartum 
hemorrhage,  pre-eclampsia  and  allied  condi- 
tions, heart  disease,  carcinoma  of  the  cervix, 
and  other  neoplasms. 

If  to  these  indications  are  added  primi- 
parity  in  an  elderly  patient,  previous  cesar- 
ean section,  and  previous  extensive  repair 
operations,  the  percentage  of  operations  per- 
formed in  the  interest  of  the  mother  is 
raised  to  34-42  per  cent. 

In  cases  where  there  are  possible  mechan- 
ical indications  for  cesarean  section,  consid- 
eration should  be  given  to  the  future  wel- 
fare of  the  mother  as  well  as  to  the  safety 
of  the  child. 

Attention  to  many  important  details  of 
technique  has  made  cesarean  section  prob- 
ably safer  for  the  mother  than  a  difficult 
vaginal  delivery. 

429  Beacon  Street. 


The  shortage  of  scientific  personnel. — In  our  usual 
way  when  we  set  out  to  do  a  job,  we  do  it  to  the 
exclusion  of  everything  else — the  long-term  consid- 
erations always  can  go  hang.  We  set  out  to  do  the 
job  of  winning  the  war  to  the  whole  extent  of  our 
ability  to  contribute  to  victory,  and  that  is  the  .iob 
we  did.  We  stopped  almost  completely  the  training 
of  men  not  only  in  fields  of  science  and  technology 
but  in  all  fields.  With  the  exception  of  students  of 
medicine  and  engineering  in  Amiy  and  Navy  pro- 
grams and  some  2,400  men  on  the  reserve  list  who 
were  taken  from  their  studies  for  civilian  war  re- 
search, all  physically  fit  students,  graduate  and 
undergraduate,  and  those  ready  for  college  over  18 
years  old,  were  taken  into  the  armed  forces  and 
were  kept  there.  This  went  on  for  five  years.  What 
you  take  five  years  to  undo  in  reference  to  ti'aining 
people  for  a  vital  function  in  the  Nation's  interest, 
you  cannot  make  up  in  any  lesser  amount  of  time. 
And  unless  you  do  twice  as  much  training  for  five 
years  following  the  five  blank  years  as  you  were 
doing  before  those  years,  you  are  going  to  lose  up 
to  five  years  of  production  of  scientists.  This  is  just 
elementary  arithmetic  and,  furthermore,  serious  as 
arithmetic  shows  the  situation  to  be,  there  is  no 
doubt  that  a  higher  calculus,  if  it  could  be  made, 
would  show  it  to  be  still  more  serious. — Henry  Allen 
Moe:  The  Shortage  of  Scientific  Personnel,  Science 
105:195  (Feb.  21)  1947. 
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PAROXYSMAL  COLD 
HEMOGLOBINURIA 

Report  of  Tiro  Casen 

Ralph  G.  Fleming,  M  D. 

Durham 

and 

Bain  L.  Heffner,  M.D.. 

Greensboro 

Paroxysmal  cold  hemoglobinuria  is  a  con- 
dition characterized  by  hemolysis  of  red 
blood  cells  and  excretion  of  hemoglobin  in 
the  urine  following  exposure  to  cold.  It  is 
considered  a  manifestation  of  congenital  or 
late  acquired  syphilis.  In  1866  Gull'"  recog- 
nized the  relationship  of  hemoglobinuria  to 
cold,  and  in  1880  Murri'-'  emphasized  the 
fact  that  patients  with  paroxysmal  cold 
hemoglobinuria  frequently  had  syphilis. 
Mackenzie'"  stated  that  in  30  per  cent  of 
such  cases  clinical  examination  revealed  evi- 
dence of  syphilis,  and  that  with  the  Wasser- 
mann  test  it  was  possible  to  demonstrate 
syphilitic  infection  in  more  than  90  per  cent. 
Donath  and  Landsteiner'"  found  that  there 
was  evidence  of  syphilis  in  95  of  the  99  cases 
reported  in  the  literature  between  1906  and 
1925;  there  was  a  positive  Wassermann  re- 
action in  81,  and  clinical  evidence  or  a  his- 
tory of  syphilis  in  24. 

Mechaiiiffm  of  Hemohjaifi 

In  1904  Donath  and  Landsteiner''"  demon- 
strated the  mechanism  of  the  intravascular 
hemolysis  when  they  found  that  the  serum 
or  plasma  of  these  patients  contains  an  auto- 
hemolysin  which  unites  with  the  red  blood 
cells  at  a  low  temperature,  causing  lysis  when 
the  cells  are  subsequently  warmed.  The  ori- 
gin of  the  autohemolysin  is  unknown,  but  it 
is  suggested""  that  it  is  produced  in  response 
to  an  antigen  liberated  from  the  sinrochetes, 
from  organs  infected  by  syphilis,  or  from 
both.  There  is  no  explanation  as  to  why 
some    patients    with    syphilis    develop    auto- 

1.    (lull.   ^\^  W.:  Intermittent  ireinatiiiuri.-i.   Cnn's  Hosp.  Rept. 

.'Ird   ser.    12  ::l.-l-:in2,    isiio. 
■2.    Murri.    .■\.:    Riv.    olin    di    Bolcisn.i,    No.    2.    :i.    insii;    fiuoteil 

l)y   MacKenzie, 
.1.     M.lcKenzie.  0.  M. :  Paroxv.snial  Hemosloliinnri.i :  A  Review. 

Medicine   m:i.->!i.ioi    (May)    1S2!1. 
4.    Donath.    J.    and    Landsteiner.    K. :    Ueber    K:vItelia?nio(?Iohin- 

lirie,   Ersebn.  d.   Hysiene  7:ist.    1923. 
.T.    Donath.  J.  and  Landsteiner.  K.:  Ueber  Paroxysinale  Hienio 

2lol)inurie.   Mueneh.   nied.  Webn.sebr.   .ll  :l.-iiiO-l.-.!i:l    (Sept.   li  i 

l!"i|. 

6.  Xanba.  M. :  Leber  die  kuenstlioiie  Er/eu=riintr  des  .\ut'i- 
liseinoly-iins.  Dentselie  nied.  Wc■hn^vhr.  ,11  :.i!i  t-.m.l  (.\prit 
10)    1925. 


phenomenon  may 
after  chilling  the 
or  mahogany  in 
to  normal  within 


hemolysins  and  others  do  not.  Autohemo- 
lysins  may  be  present  in  a  small  percentage 
of  cases  of  late  syphilis  without  clinical 
symptoms  of  hemoglobinuria. 

S]i))ipf'>mH  and  Sicjus 

The  clinical  manifestations  of  this  condi- 
tion are  classical.  Following  exposure  to  cold, 
either  general  or  local,  the  patient  experi- 
ences within  a  very  short  time  chilliness, 
nausea,  malaise,  weakness,  pains  in  the  ab- 
domen, legs  and  back,  paresthesias  of  various 
parts  of  the  body,  and  a  rise  in  temperature 
of  one  to  four  degrees.  Vasomotor  disturb- 
ances such  as  urticaria,  fluctuating  blood 
pressure,  and  Raynaud's 
occur.  One  to  four  hours 
urine  becomes  dark  red 
color,  but  usually  returns 
five  to  eight  hours.  Within  a  few  hours  after 
the  patient  removes  himself  to  a  warm  en- 
vironment, all  symptoms  disappear,  except 
for  mild  nausea  and  lassitude,  which  persist 
for  twenty-four  to  thirty-six  hours.  If  a  large 
number  of  red  blood  cells  are  hemolyzed,  the 
sclerae  and  skin  may  show  transitory  icterus. 
Between  paroxysms  the  patient  is  perfectly 
normal.  Physical  examination  may  reveal 
stigmas  of  syphilis,  and  the  liver  and  spleen 
are  sometimes  palpable  during  an  attack. 

Laboratory  Findings 

Significant  laboratory  findings  are  related 
to  the  blood  and  urine.  The  Donath-Land- 
steiner  test  is  positive.  Positive  Kahn  and 
Wassermann  tests  can  be  demonstrated  in 
the  majority  of  cases.  During  a  paroxysm 
the  blood  serum  and  urine  contain  hemo- 
globin. The  urine  is  dark  red  to  mahogany 
in  color :  it  contains  albumin  and  casts,  and 
a  few  red  blood  cells  may  be  dem.onstrated. 
The  blood  serum  is  colored  pink  or  red,  and 
the  icterus  index  and  bilirubin  rise.  Spectro- 
scopic examination  of  the  urine  reveals  that 
the  color  is  due  to  oxyhemoglobin,  methemo- 
globin,  and  sometimes  hematin.  Moderate 
leukocytosis  usually  accompanies  the  parox- 
ysms, and  is  follow^ed  by  leukopenia  and  rela- 
tive lymphocytosis. 

Treatment 
Numerous  forms  of  treatment  for  this 
condition  have  been  tried,  but  only  anti- 
syphilitic  therapy  has  proven  of  definite 
benefit.  Untreated  patients  continue  with 
recurrences  of  hemolytic  episodes  for  years. 
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but  with  intensive  and  prolonged  treatment 
for  syphilis  the  attacks  may  cease  and  the 
autohemolysins  disappear  from  the  blood  or 
decrease  in  titer. 

Case  Repuiis 
Cane  1 

A  36-year-old  white  male  of  German-Irish 
extraction  was  admitted  to  the  Regional  Hos- 
pital, Fort  Bragg,  North  Carolina,  on  No- 
vember 15,  1944,  with  the  complaint  of  pass- 
ing "bloody  urine"  each  time  he  had  been 
chilled  by  exposure  to  cold  during  the  past 
twelve  vears.  This  had  occurred  on  three 
occasions  during  his  army  service  of  one 
month.  Symptoms  of  nausea,  a  feeling  of 
fullness  in  the  upper  abdomen  and  lower 
chest,  chilly  sensations  followed  by  profuse 
sweating,  and  pain  in  the  back  and  extremi- 
ties had  been  associated  with  each  attack, 
and  had  preceded  the  appearance  of  red 
urine  by  two  to  three  hours.  The  patient  had 
learned  that  if  he  went  to  bed  and  got  warm 
all  symptoms  would  subside  within  four  to 
five  hours.  The  attacks  had  occurred  mainly 
in  the  winter,  but  occasionally  had  been  pre- 
cipitated by  getting  his  feet  wet  in  summer. 
Hemoglobinuria  was  never  experienced  after 
drinking  cold  fluids,  and  the  attacks  were 
not  related  to  long  walks  or  other  physical 
exertion.  There  was  no  history  of  anemia. 
He  had  frequently  noticed  that  his  eyes  were 
yellow  after  he  had  had  several  paroxysms 
in  rapid  succession. 

Blood  Wassermann  and  Kahn  tests  per- 
formed when  the  patient  was  inducted  into 
the  army  in  October,  1944,  had  been  positive. 
The  spinal  fluid  was  normal.   He  was  started 


on  antisyphilitic  therapy,  and  had  received 
seven  intravenous  injections  of  mapharsen 
and  three  intramuscular  injections  of  bis- 
muth prior  to  admission  to  the  hospital.  He 
had  no  knowledge  as  to  when  he  might  have 
contracted  syphilis,  and  denied  ever  having 
had  a  penile  lesion  or  skin  rash  Two  years 
before  he  entered  the  army,  a  Wassermann 
test  was  done  by  his  physician,  who  informed 
him  that  it  was  negative.  There  was  no  his- 
tory of  syphilis  in  his  parents.  After  he  was 
informed  that  he  had  syphilis,  his  wife  and 
two  children  (both  apparently  healthy)  were 
examined  for  this  disease  and  were  found  to 
have  negative  serologic  tests.  The  family 
history  was  otherwise  irrelevant. 

Physical  examination  revealed  a  moder- 
ately obese  individual  with  tattoo  marks  on 
both  upper  extremities.  The  systolic  blood 
pressure  varied  between  140  and  110.  and 
the  diastolic  pressure  between  90  and  75 
over  a  period  of  three  days.  A  functional 
systolic  murmur  was  heard  at  the  apex  of 
the  heart.  There  were  no  findings  to  suggest 
congenital  or  late  syphilis.  The  neurologic 
examination  was  negative. 

The  Donath-Landsteiner  test  and  the 
Wassermann  and  Kahn  reactions  of  the  blood 
were  positive.  Repeated  urinalyses  were 
negative.  The  renal  function  as  measured 
by  urea  clearance  was  115  per  cent  of  aver- 
age. A  phenolsulfonphthalein  kidney  func- 
tion test  revealed  an  output  of  22  per  cent 
in  fifteen  minutes,  and  a  total  of  67  per  cent 
in  one  hour. 

The  red  cell  count  was  4,990,000  and  the 
hemoglobin   was   14.8   Gm.  by  photoelectric 
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determination.  The  whit'C  blood  cells  num- 
bered 9,650,  and  the  differential  count 
showed  68  per  cent  polymorphonuclear  leu- 
kocytes and  32  per  cent  lymphocytes.  The 
hematocrit  was  45  per  cent.  The  reticulo- 
cytes numbered  2.3  per  cent,  and  the  plate- 
lets 225,000.  The  venous  clotting  time  was 
fourteen  minutes  and  the  bleeding  time  was 
five  and  one  half  minutes.  The  red  blood  cell 
fragility  test  was  normal.  His  blood  grou]^ 
was  0,  and  he  was  Rh-negative. 

The  total  serum  proteins  were  8.1  Gm.  per 
100  cc,  with  5.1  Gm.  of  albumin  and  3.0 
Gm.  of  globulin,  the  albumin-globulin  ratio 
being  1.7.  The  blood  nonprotein  nitrogen  was 
33  mg.  per  100  cc,  and  the  cholesterol  169 
mg.  per  100  cc. 

Roentgenograms  of  the  lungs  and  skull, 
and  of  the  entire  spine  and  pelvis  were  nor- 
mal. Numerous  well-defined  gallstones  were 
demonstrated  by  a  fiat  plate  x-ray  of  the 
abdomen. 

This  patient  was  unusually  sensitive  to 
cold,  and  a  paroxysm  could  be  precipitated 
by  exposure  to  a  temperature  of  30-40  F. 
for  fifteen  minutes.  On  three  occasions  the 
patient  was  asked  to  place  his  feet  in  ice 
water  for  ten  minutes.  Each  time  an  attack 
of  hemoglobinuria,  with  the  associated  symp- 
toms previously  described,  was  produced. 
Table  1  shows  the  rise  in  the  icterus  index 
and  serum  bilirubin  and  the  urinary  abnor- 
malities which  were  characteristic  of  each 
experiment.  Spectroscopic  examination  of 
the  serum  and  urine  revealed  reduced  hemo- 
globin (oxyhemoglobin). 
Case  2 

A  30-year-old  soldier  of  Italian  extraction, 
with  two  weeks'  military  service,  was  ad- 
mitted to  the  Regional  Hospital,  Fort  Bragg. 
North  Carolina,  on  December  4.  1942,  com- 
plaining of  the  passage  of  "blood  in  the 
urine"  following  exposure  to  cold  during 
calisthenics.  A  urinalysis  done  prior  to  hos- 
pitalization showed  a  4  plus  reaction  for 
albumin,  a  positive  (4  plus)  benzidine  test 
and  many  granular  casts  and  red  blood  cells. 
A  tentative  diagnosis  of  nephritis  was  made. 

The  history  revealed  that  he  had  voided 
dark,  brownish-black  urine  after  exposure  to 
cold  on  numerous  occasions  since  early  child- 
hood. His  mother  had  noted  this  phenomenon 
when  he  was  a  few  weeks  old,  and  the  pa- 
tient recalled  that  since  the  age  of  6  expo- 
sure to  cold  for  thirtv  to  fortv  minutes  dur- 


ing the  winter  months  would  produce  attacks 
of  generalized  aching  and  malaise,  and  his 
urine  would  be  dark  "brownish-black"  for  a 
period  of  five  to  six  hours.  He  had  learned 
that  such  attacks  could  be  prevented  by 
dressing  in  extra  heavy  clothing  if  he  were 
out  of  doors  for  long  periods  of  time  during 
cold  weather. 

In  1937,  because  of  the  newspaper  pub- 
licity given  the  venereal  diseases,  the  patient 
had  a  blood  Wassermann  test  performed. 
This  was  reported  positive,  and  during  the 
next  year  he  received  fifty-two  intravenous 
and  fifty-two  intramuscular  "shots"  at  week- 
ly intervals.  A  Wassermann  test  was  nega- 
tive following  this  therapy,  and  he  had  no 
further  treatment  until  1939,  when  a  sero- 
logic test  for  syphilis  was  again  found  to  be 
positive.  He  received  an  additional  forty  in- 
travenous and  forty  intramuscular  "shots" 
at  weekly  intervals.  A  Wassermann  test  of 
the  blood  following  this  treatment  was  nega- 
tive, and  tests  of  his  blood  and  spinal  fluid 
made  just  before  he  entered  military  service 
were  negative  for  syphilis.  He  gave  no  his- 
tory of  a  chancre  or  skin  eruption,  and  the 
family  history  was  negative  for  syphilis. 

Physical  examination  revealed  a  well  de- 
veloped and  nourished  male  in  no  acute 
distress.  The  temperature  was  normal.  There 
were  no  stigmas  of  acquired  or  congenital 
syphilis.  Complete  physical  and  neurologic 
examinations  were  negative  except  for  occa- 
sional piemature  heart  beats. 

Urinalyses  were  normal,  except  for  the 
presence  of  pus  cells  (few  to  numerous)  over 
a  period  of  several  days.  Blood  counts  and 
a  fragility  test  of  the  red  blood  cells  were 
normal.  Serologic  tests  of  the  blood  for  syjih- 
ilis  revealed  one  positive  Wassermann,  one 
negative  Wassermann,  three  doubtful  Kahns, 
and  two  positive  Kahns.  The  spinal  fluid  was 
normal.  A  Donath-Landsteiner  test  was  ix)si- 
tive.  Kidney  function,  as  measured  by 
phenolsulfonphthalein  and  ure?  clearance 
tests,  was  within  normal  limits  The  blood 
nonprotein  nitrogen  was  normal.  Cystosco)Mc 
examination  and  a  retrograde  pyelogram  re- 
vealed no  evidence  of  disease  in  the  upper 
or  lower  urinary  tract.  An  electrocardio- 
gram was  normal  except  for  premature  con- 
tractions. A  roentgenogram  of  the  heart  and 
lungs  was  normal. 

It  was  the  opinion  of  the  venereal  disease 
consultant  that  the  patient  had  received  ade- 
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quate  treatment  for  syphilis.  Antisyphilitic 
therapy  had  not  altered  the  attacks  of  hemo- 
globinuria, either  in  frequency  or  severity. 

On  several  occasions  the  patient  was  asked 
to  place  his  hands  and  feet  in  ice  water  for 
fifteen  minutes.  Each  time  an  attack  of 
paroxysmal  hemoglobinuria  was  produced, 
and  the  urine  passed  for  two  to  six  hours 
after  each  experiment  was  dark,  reddish- 
brown;  it  contained  albumin  and  gave  a  4- 
plus  reaction  to  benzidine,  though  no  red 
blood   cells   could   be   demonstrated    in    any 


specimen. 


Comment 


Paroxysmal  cold  hemoglobinuria  has  been 
considered  a  rare  condition.  In  1932  Mc- 
Carthy*''  stated  that  less  than  300  cases  had 
been  reported.  Since,  in  a  relatively  short 
period  of  time,  the  condition  has  been  en- 
countered in  2  individuals  who  stated  that 
they  had  been  treated  by  numerous  physi- 
cians, none  of  whom  had  detected  the  true 
nature  of  their  illness,  one  might  surmise 
that  this  assumption  of  rarity  may  be  due 
to  the  low  index  of  suspicion  on  the  part  of 
the  physician  for  paroxysmal  cold  hemo- 
globinuria. 

It  iilso  appears  to  us  that  the  rather  uni- 
versal assumption  that  paroxysmal  cold 
hemoglobinuria  is  usually,  if  not  always,  a 
manifestation  of  syphilis  is  open  to  some 
question.  There  was  no  evidence  of  syphilis, 
except  positive  serologic  tests,  in  the  2  cases 
we  are  reporting,  and  the  diagnosis  of  syph- 
ilis in  a  large  percentage  of  the  cases  in  the 
literature  seems  to  be  based  only  on  this  find- 
ing. It  is  possible  that  the  positive  serologic 
tests  for  syphilis  encountered  in  many  cases 
of  paroxysmal  cold  hemoglobinuria  may  be 
biologic  false-positive  reactions.  Neurath  and 
coworkers'^'  report  promising  new  serodiag- 
nostic  m.ethods  for  differentiation  between 
syphilitic  and  biologic  false-positive  sera, 
and  it  is  suggested  that  these  tests  be  ap- 
plied in  cases  of  paroxysmal  cold  hemoglo- 
binuria encountered  in  the  future, 

7.  McCartliv.  Francis  P.  and  Wilson,  Rol>ert.  Jr.:  Paroxysmal 
HenioslolMnuria.  Report  of  Cases,  witli  Familial  Findings, 
New  England   .1.   Med.   207:1019-1022    (Dec.   8)    19.S2. 

S.  NeuraHi,  H.,  and  others:  The  Serological  Diagnosis  of 
Sniliilis,   Science   101:6S-H!i    fJan.   l>i)    194.1. 


ALCOHOLIC  BEVERAGES  AND 
ALCOHOLISM 

Frederick  R.  Taylor,  M.D.,  F.A.C.P. 
High  Point 

Many  of  the  data  presented  here  are  taken 
from  the  recent  collection  of  lectures  given 
at  the  Yale  Summer  School  of  Studies  on 
Alcohol  and  published  in  book  form  under 
the  title  of  Alcohol,  Science  and  Society 
by  the  Quarterly  Journal  of  Studies  on  Alco- 
}wl"\ 

In  this  book  Dr.  Jellinek  states  that  there 
are  about  100,000,600  men  and  women  of 
drinking  age  (15  years  and  over)  in  the 
United  States,  about  one  half  of  whom  use 
alcoholic  beverages.  Of  the.se,  about  3,000,- 
000  use  alcohol  excessively,  running  a  seri- 
ous risk  of  becoming  compulsive  drinkers  and 
of  developing  chronic  alcoholic  disease. 

Physiologic  Effects  of  Alcohol 

Haggard  says  that  in  ordinary  alcoholic 
beverages,  ethyl  alcohol  is  the  only  alcohol 
of  importance,  and  that  even  amyl  alcohol, 
the  much  berated  fusel  oil,  is  of  no  signifi- 
cance. In  a  man  weighing  about  150  pounds 
ethyl  alcohol  is  oxidized  by  a  normal  liver 
at  the  rate  of  about  7  to  10  Gm.  per  hour — 
that  is,  the  amount  in  about  0.6  to  0.8  fluid 
ounces  of  whisky.  During  the  process,  the 
very  toxic  acetaldehyde  is  formed,  but  is 
oxidized  so  fast  that  it  has  no  detectable 
effect  on  the  individual.  Adulterants  such  as 
wood  alcohol  are  excluded  from  this  discus- 
sion. 

Unlike  sugar  and  fat.  alcohol  cannot  be 
stored  in  the  body.  Though  oxidized  con- 
tinually as  long  as  it  is  in  the  body,  it  is 
practicallv  always  ingested  faster  than  it 
can  be  oxidized,  so  that  some  of  it  is  elimi- 
nated in  the  breath  and  urine. 

While  undiluted  distilled  liquors  cause  se- 
vere local  irritation  of  the  mucous  mem- 
branes from  the  mouth  to  the  stomach,  there 
is,  according  to  Haggard,  little  irritation 
from  alcohol  in  concentrations  of  less  than 
15  or  20  per  cent,  and  none  below  5  or  6 
per  cent.   Haggard  also  states  that  about  30 


The  steadily  increasing  industrial  employment  of 
women  in  this  country  has  not  as  yet  been  reflected 
in  a  higher  tuberculosis  mortality  in  women,  even 
at  the  ages  of  highest  susceptibility.  —  Henry  D. 
Chadwick,  M.D.  and  Alton  S.  Pope,  M.D.,  The  Mod- 
ern Attack  on  Tuberculosis,  The  Commonwealth 
Fund,  Revised,  1946. 


Read  i)efore  the  S*^ction  on  Neurologj'  and  P.svchiatrv. 
Medical  Society  of  the  State  of  N'ortli  Carolina.  Virginia 
Beach,  ^'irginia.   May  11.   1947. 

From  the  Deportment  of  Internal  Medicine.  Bo^mian  Gray 
School  of  Medicine  of  Wake  Forest  College,  Winston-Salem. 
North  Carolina. 

1.    .\lcohol.    Science,    and    Society,    New    Haven.    Connecticut, 
Quarterly    .Tournal    of    Studies    on    Alcohol,    194.T. 
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or  40  per  cent  of  the  alcohol  swallowed  may 
be  absQi'bed  directly  through  the  stomach 
wall,  though  most  food  and  drink  are  not. 
The  rest  is  absorbed,  as  are  most  other 
things,  through  the  intestinal  wall.  If  the 
alcohol  content  of  the  beverage  is  more  than 
4  or  5  per  cent,  the  stomach  secretes  Huid 
which  dilutes  it  down  to  that  strength.  Al- 
cohol taKon  on  an  empty  stomach  is  of  course 
absorbed  much  faster  than  alcohol  taken  with 
a  meal. 

Haggard  says  that  deaths  from  bad  boot- 
leg liquor  were  due  to  wood  alcohol,  not  to 
fusel  oil.  as  some  claimed.  He  also  states 
that  taking  two  or  more  kinds  of  drinks  in 
succession  causes  no  more  intoxication  than 
taking  two  or  more  drinks  of  the  same  kind, 
with  equal  alcohol  content,  in  equal  amounts, 
and  under  like  conditions. 
The  hitoxicathui  level  of  alcohol  in  the  blood 

Even  in  severe  intoxication,  the  alcohol 
concentration  in  the  blood  stream  is  low,  for 
0.7  to  0.9  per  cent  is  a  fatal  level.  This  con- 
centration is  very  rarely  reached,  since 
stupor  usually  intervenes  and  prevents  the 
subject  from  drinking  a  lethal  amount. 

The  concentration  of  alcohol  in  the  blood 
is  important  medicolegally.  According  to 
Greenberg,  if  it  is  0.05  per  cent  or  less,  a 
person  is  definitely  )iof  under  its  influence  to 
a  degree  where  he  cannot  safely  operate  a 
motor  vehicle.  If  it  is  0.15  per  cent  or  more, 
he  definitely  is  under  its  influence.  Between 
these  levels,  some  persons  are  intoxicated 
and  some  are  not,  according  to  individual 
susceptibility.  Many  believe  that  the  law 
should  make  0.05  per  cent  the  legal  limit  for 
driving. 

Since  the  concentration  of  alcohol  in  the 
blood  bears  a  fixed  ratio  to  that  in  the  breath, 
the  blood  does  not  have  to  be  taken  to  de- 
termine its  alcohol  content.  Greenberg  has 
devised  e  practically  fool-proof  "alcohol- 
ometer" which  tests  the  breath,  makes  auto- 
matic records,  and  expresses  the  results  in 
terms  of  blood  concentration.  It  can  be  op- 
erated by  any  intelligent  police  officer.  If 
anything  goes  wrong,  either  no  record  is 
made,  or  the  error  is  in  favor  of  the  accused, 
so  that  he  cannot  be  wrongly  convicted  by 
the  instrument.  It  is  legalized  in  Connecticut 
and  used  by  the  state  police  there. 
Effects  of  alcoholic  excess 

It  is  obvious  that  the  concentration  of  al- 
cohol in  the  blood  is  too  low  to  be  dehvdrat- 


ing.    The  most  probable  explanation  of  in- 
toxication     is  that  alcohol  disturbs  oxygen/ 
metabolism  in  the  cells.    The  symptoms  are 
very  like  those  produced  by  flying  at  high 
altitudes  without  oxygen. 

It  is  superfluous  to  point  out  to  this  audi- 
ence that  alcohol  is  not  a  stimulant,  but  a 
depressant,  or  that  most  physical  diseases 
produced  by  alcoholism  are  due  in  part,  at 
least,  to  a  vitamin  lack.  Jolliffe  says  that  we 
do  not  yet  know  how  alcoholic  wet  brain  and 
KorsakoflT's  psychosis  are  brought  about,  but 
cirrhosis  of  the  liver,  multiple  neuritis, 
Wernicke's  di.sease  (acute  hemorrhagic  polio- 
encephiilitis),  delirium  tremens,  and  alco- 
holic pellagra  are  due  especially  to  the  lack 
of  thiamine  or  niacin.  These  deficiencies  may 
be  caused  in  two  ways.  Whisky,  since  it  can- 
not be  stored  and  is  totally  devoid  of  vita- 
mins, replaces  food  only  in  energy-produc- 
tion. The  whisky  drinker  is  not  likely  to 
eat  as  much  as  usual ;  even  if  he  does,  how- 
ever, storing  as  fat  or  glycogen  the  food 
not  used  as  energy  or  protein  replacement, 
we  now  know  that  there  is  a  direct  relation- 
ship betv.'een  caloric  intake  and  vitamin  re- 
quirement. The  more  calories  we  take,  the 
more  vitamins  we  need.  This  finding  explains 
the  hitherto  puzzling  fact  that  avitaminoses 
do  not  occur  in  total  starvation.  When  too 
many  e.rfi'a  calories  are  ingested  as  alcohol, 
the  normal  vitamin  intake  becomes  inade- 
Quate.  The  fact  that  many  conditions,  such 
as  polyneuropathies,  may  become  irrevers- 
ible, however,  suggests  that  alcohol  in  itself 
mav  be  a  destructive  nerve  poison. 

It  is  well  known  that  3  ounces  of  whisky 
will  usually  impair  efficiency.  Occasionally 
a  paradoxical  reaction  may  occur,  as  Jellinek 
shows,  in  the  following  manner :  A  young 
man,  practicing  marksmanship  alone,  makes 
a  score  of  10  without  alcohol.  Alcohol  brings 
his  score  down  to  7.  In  competition,  however, 
the  man  "gets  rattled"  without  alcohol,  and 
his  score  is  only  4.  Alcohol  inhibits  his  con- 
flicts due  to  shyness  and  embarrassment,  and 
brings  his  score  up  to  7,  but  never  to  10. 

Causes  of  Alcoholism 

The  incidence  of  alcoholism  is  high  among 
children  from  alcoholic  homes.  Since,  how- 
ever, the  incidence  is  no  higher  than  normal 
among  children  of  alcoholic  parents  who  are 
moved  in  infancy  to  non-alcoholic  homes,  it 
appears  that  this  is  an  environmental  rather 
than  a  hereditary  effect.   An  alcoholic  parent 
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not  only  sets  the  example  of  alcoholism,  but 
tends  to  neglect  children  and  to  produce 
tensions  in  them. 

In  case?  of  marital  discord  connected  with 
alcoholism,  it  is  of  some  importance  to  know 
whether  alcoholism  or  the  discord  is  pri- 
mary. Each  may  create  or  aggravate  the 
other,  setting  up  a  vicious  circle.  There  is. 
of  course,  no  type  of  personality  that  cannot 
become  alcoholic,  as  there  is  no  type  which 
is  inevitably,  under  all  circumstances,  doomed 
to  alcoholism. 

Cost  of  AlcohoUfim 

Benson  Y.  Landis  calculates  the  economic 
cost  of  alcoholism  to  the  United  States  in 
1940  at  a  grand  total  of  nearly  $779,000,000. 
This  figure  includes  the  cost  of  mental  and 
physical  diseases,  accidents  with  injui'y  and 
property  damage,  crime  due  to  alcoholism, 
the  maintenance  of  alcoholics  in  jails  and 
prisons,-  ,i.nd  wage  losses.  Landis  recommends 
setting  up  Yale-plan  alcohol  clinics  wherever 
possible,  with  the  suspension  of  sentences  for 
drunkenness  on  condition  that  the  alcoholics 
attend  these  clinics  and  carry  out  their  treat- 
ment until  they  are  discharged. 

Donald  S.  Bei'ry,  director  of  the  Traffic 
and  Transportation  Division  of  the  National 
Safety  Council,  says  that  the  average  driver 
of  a  car  with  about  0.15  per  cent  of  alcohol 
in  his  blood  is  fifty-five  times  more  likely  to 
be  involved  in  a  personal  injury  accident 
than  a  driver  with  no  alcohol.  One  fifth  of 
daylight  accidents  are  associated  with  a 
drinking  driver,  one  third  of  those  during 
the  hours  of  darkness. 

M  TotaJ  Ahfitinencc  the  Aiifurer? 

The  consideration  of  total  abstinence 
movements  is  a  part  of  the  study  of  the  alco- 
hol problem,  for  they  aim  at  prophylaxis. 
The  best  exposition  of  the  philosophy  of 
these  movements  which  I  have  seen  is  that 
of  Mr.  Harry  S.  Warner,  who  states  that  the 
exponents  of  total  abstinence  believe  that 
the  natural,  healthy  way  of  life  is  non-alco- 
holic. 

"That  alcoholic  pleasure  in  restrained,  moderate 
degrees  is  widely  soug-ht  and  socially  approved  is 
obvious,  .  .  .  but  this  social  practice  is  regarded  as 
unworkable  .  .  .  while  large  numbers  continue  mod- 
erate in  their  use  of  alcohol  throughout  life  .  .  .  the 
pleasure  afforded  those  who  do  is  not  sufficient  to 
offset  the  excesses  of  those  who  do  not,  and  never 
will,  maintain  moderation  .  .  . 

"The  attitudes  of  the  community  are  vital,  both 
as  to  cause  and  as  to  cure.  The  majority  of  all  who 


become  intemperate,  whatever  their  backgiound, 
even  the  compulsive  drinker,  who  is  so  because  of 
inner  emotional  conditions,  learned  to  count  on  al- 
cohol in  some  social  group,  because  of  social  ap- 
proval, in  theii-  younger  days.  Social  invitation  and 
suggestior,  the  desire  to  conform  to  expectations, 
to  be  one  of  the  group,  especially  not  to  be  a  'wet 
blanket,'  are  the  starting  points  of  modei'ate  and 
heavy  drinking  alike  .  .  . 

"The  man  of  strength  is  no  less  strong  for  choos- 
ing not  to  add  to  the  unhealthy  pressures  that 
luirden  the  weaker  ..." 

Treatment  of  AlcohoUefi 

Brief  jailing  or  long  imprisonment  may 
be  necessary  in  certain  cases  of  alcoholismi 
to  protect  society,  but  it  does  not  cure  the 
alcoholic.  After  release  from  confinement 
for  a  few  days  or  many  years,  the  alcoholic 
usually  gets  drunk  very  promptly,  according 
to  Hon.  William  M.  Maltbie,  Chief  Justice  of 
the  Supreme  Court  of  Connecticut. 

Medical  treatment  usually  consists  of 
either  the  conditioned  reflex  method  or  psy- 
chotherapy. The  former  is  brief  and  less 
costly,  but  has  to  be  repeated  at  intervals. 
The  latter,  when  successful,  is  more  lasting, 
but  is  unavoidably  expensive  in  time  and 
money.  Tt  is,  of  course,  essential  to  distin- 
guish between  ordinary  alcoholism  and 
drinking  that  is  symptomatic  of  a  psychosis, 
a  psychopathic  personality,  or  a  focal  brain 
lesion  or  injury.  It  is  useless  to  treat  alco- 
holism in  such  people,  unless  the  primary 
trouble  can  first  be  eradicated. 

Although  revival  meetings  have  some  re- 
markable cures  to  their  credit,  they  are  no- 
toriously inefficient.  The  alcoholic  who  goes 
on  an  em.otional  debauch  in  every  such  meet- 
ing and  "gets  converted,"  only  to  get  drunk 
the  next  day,  is  all  too  common.  Very  many 
alcoholics,  of  course,  do  not  attend  such 
meetings.  Individual  pastoral  counselin<>-  may 
help  or  hurt,  according  to  the  training,  in- 
sight, and  understanding  of  the  pastor.  It  is 
a  fine  thing  that  so  many  ministers  are  at- 
tending the  Yale  Summer  School  sessions.  A 
year  under  a  capable  hospital  chaplain  is 
most  valuable,  for  there  the  minister  learns 
the  basic  nature  of  many  psychosomatic  con- 
ditions, including  alcoholism. 

In  recent  years.  I  have  found  that  the  most  ■ 
widely  effective  method  of  treatment  is  to 
refer  the  patient  to  an  active  local  chapter 
of  the  Fellowship  of  Alcoholics  Anonymous. 
However,  to  profit  from  their  treatment,  or 
from  any  other,  the  patient  must  recognize 
that  he  needs  help  and  must  want  to  get  well. 
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In  such  a  case,  no  amount  of  trouble  is  too 
great  for  the  organization  to  take  to  help 
him,  and  he  does  not  have  to  have  money. 
I  use  it  as  the  court  of  jirst  resort,  rather 
than  of  last,  for  my  alcoholic  patients  who 
■irant  help  (Did  are  iriUing  to  strive  for  life- 
long total  abstinence.  The  members  have  no 
"holier-than-thou"  attitude,  and  they  can  pen- 
etrate all  rationalizations  and  pretexts,  be- 
cause they  have  been  through  thesameprocess 
and  know  all  the  complex  tricks  of  the  alco- 
holic. Probably  the  most  important  thing  in 
their  method  of  treatment  as  contrasted  with 
other  methods— psychologic,  medicinal,  or 
religious — is  their  insistence  that  their  mem- 
bers promptly  take  an  active  part  in  helping 
other  alcoholics.  This  is  the  finest  type  of 
occupational  therapy  that  has  ever  been  de- 
vised, and  is,  I  believe,  largely  responsible 
for  their  notable  success. 

Discussion 

Dr.   Thomas    G.    Peacock    (Southern   Pines):     Dr. 

Taylor  has  given  us  a  very  good  paper,  and  I  agree 
with  him  that  Alcoholics  Anonymous  is  doing  honest, 
sincere  work  in  helping  these  patients.  In  one  point 
they  go  a  little  hit  further  than  I  have  ever  gone: 
Since  I  know  that  it  is  useless  to  ask  an  alcoholic 
to  promise  to  stop  drinking  forever,  I  try  to  get 
him  to  say  "I'm  not  going  to  take  a  drink  until  the 
Fourth  of  July,"  or  Easter,  or  Christmas.  Alcoholics 
Anonymous  believes  that  "Sufficient  unto  the  day  is 
the  evil  thereof,"  and  they  ask  their  members  to 
nromise:  "I'm  not  going  to  take  a  drink  today." 
They  are  doing  an  excellent  job  and  are  accomplish- 
ing something. 

I  thiuA  pei'haps  dilantin  or  phenobarbital  may  be 
a  helpful  adjunct  in  the  treatment  of  alcoholic  pa- 
tients— provided,  of  course,  it  is  not  given  often 
enough  to  produce  addiction. 

Dr.  Taylor:  I  follow  very  closely  Dr.  Strecker's 
viewpoint.  Dr.  Strecker  will  decline  absolutely  to 
accept  any  alcoholic  who  wants  to  be  taught  to 
drink  like  a  gentleman.  Dr.  Sti'ecker  believes  that 
that  possibility  for  the  real  alcoholic  personality  is 
practically  non-existent.  Incidentally,  Alcoholics 
Anonymous  feels  the  same  way. 

In  his  book  Alcohol — One  Man's  Meat — which, 
from  the  standpoint  of  treatment,  is  the  most  im- 
portant book  on  the  subject  I  know  of — Dr.  Strecker 
says  that  the  place  to  treat  alcoholism,  medically, 
is  in  the  doctor's  office.  The  institution  is  a  first-aid 
measure  absolutely  necessary  to  protect  the  alco- 
holic from  himself  and  to  protect  society  from  him. 
But  it  is  ridiculous  to  think  we  can  persuade  the  al- 
coholic not  to  drink  for  the  rest  of  his  life  while  he's 
locked  up  where  he  can't  drink. 


.Science  and  scientific  methods  which  can  provide 
useful  and  comforting  things  such  as  freedom  from 
infection,  good  nutrition,  alleviation  of  pain,  and 
prolongation  of  life,  cannot  conti'ol  fear,  or  shame, 
or  grief;  cannot  establish  purpose  or  dedication 
either  for  well  or  suffering  human  beings;  cannot 
instil  faith,  hope,  love,  equanimity,  or  the  other 
values  that  make  life  worth  living. — David  P.  Barr: 
The  Responsibilities  of  the  Internist,  Ann.  Int.  Med. 
27:199   (Aug.)   1947. 


LABORATORY  SERVICES  FOR  THE 
PRIVATE  PRACTITIONER 

Frank  Howard  Richardson,  M.  D., 
F.A.C.P.,  F.A.A.P. 

Black  Mountain 

What  is  the  duty  of  the  private  practi- 
tioner with  regard  to  having  routine  labora- 
tory work  done  on  his  patients?  It  goes 
without  saying  that  any  good  doctor  will 
have  all  necessary  laboratory  tests  made  on 
any  patient  in  whom  he  believes  they  are 
indicated.  But  what  about  the  occasional 
patient  with  no  obvious  signs  of  trouble  who 
has  an  early  disease  which  would  be  detected 
in  the  course  of  a  series  of  routine  labora- 
tory examinations?  Any  physician  who  is 
honest  with  himself  can  recall  cases  of  early 
diabetes,  beginning  nephritis,  helminthiasis, 
blood  dyscrasia,  or  latent  tuberculosis,  which 
a  urinalysis,  stool  examination,  complete 
blood  count,  or  tuberculin  test  would  have 
brought  to  light.  In  such  cases  a  routine 
laboratory  procedure  would  save  the  physi- 
cian's face  and  might  save  the  patient's  life. 

It  does  not  solve  the  problem  to  insist  that 
every  doctor  should  have  his  own  compact 
little  laboratory  in  which  he  can  perform  all 
the  routine  laboratory  tests.  The  fact  re- 
mains that  not  every  practitioner  can,  or 
will,  do  this ;  and  it  is  by  no  means  certain 
that  every  man  should  attempt  such  a  gigan- 
tic task.  The  "sink  test"  for  urine  is  one  of 
the  miserable  results  of  an  insistence  upon 
such  a  solution. 

•^  Tivo  Methods   of  Prnvidiiu/ 

Lahnratorij  Services 

I  would  like  to  suggest  two  possible  solu- 
tions to  this  problem.  The  first  is  one  that 
any  man  can  adopt  at  once.  The  second — 
which  is  perhaps  the  ideal  solution — requires 
a  little  more  organization  and  initiative. 
Suppose  we  consider  the  simpler  one  first. 

Arrangement  between  an  individual  practi- 
tioner and  a  technician  or  laboratory  director 

In  order  to  put  this  plan  into  operation, 
the  physician  gets  in  touch  with  some  labor- 
atory technician  who  is  already  running  a 
laboratory,  or,  preferably,  with  an  internist 
who  maintains  his  own  laboratory  but  also 
does  work  for  other  doctors  on  a  commercial 
basis.  The  latter  arrangement  is  more  sat- 
isfactory, since  the  internist  stands  respons- 
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ible  for  the  character  and  dependability  of 
all  the  work  done  by  his  technician,  and  he 
is  likely  to  pick  up  points  that  might  elude 
not  only  the  technician,  but  the  referring 
physician  himself.  He  can  also  make  avail- 
able other  procedures,  such  as  basal  metab- 
olism tests,  electrocardiograms,  and  the  more 
unusual  laboratory  examinations  beyond  the 
scope  of  an  ordinary  technician.  Frequently 
he  can  suggest  helpful  tests  that  would 
never  occur  either  to  a  technician  or  to  the 
referring  physician. 

The  !aboratoi\v  director  or  technician 
furnishes  the  referring  physician  a  list  giv- 
ing the  current  price  of  each  of  the  tests  he 
is  equipped  to  do — that  is,  the  fee  which  the 
commercial  laboratories  and  the  hospitals 
charge  the  patient.  Then,  by  consulting  his 
records,  he  finds  out  what  percentage  of  the 
bills  sent  out  to  his  own  patients  is  actually 
collected,  and  agrees  to  do  all  the  work  sent 
to  him  by  the  referring  physician  for  a 
slightly  higher  percentage  of  the  standard 
fees.  It  would  be  understood,  of  course,  that 
the  referring  physician  would  pay  on  this 
basis  for  all  the  work  he  sent  in,  whether  he 
actually  collected  from  the  patient  or  not. 

How  do  the  chief  actors  in  the  drama 
come  out?  The  laboratory  director  increases 
the  volume  of  his  work,  at  a  shade  better 
than  his  usual  percentage  of  collection.  The 
referrin:j  doctor  bills  those  of  his  patients 
who  can  afford  to  pay,  at  the  prevailing  rate. 
The  difference  between  this  fee  and  the  re- 
duced rate  at  which  he  pays  the  laboratory 
for  the  work  more  than  accounts  for  the 
work  done  on  charity  patients,  and  for  his 
failures  to  collect.  Such  at  least  seems  to  be 
the  experience  of  those  who  try  this  plan. 
In  addition,  of  course,  his  diagnostic  accur- 
acy is  improved  by  having  all  his  patients, 
and  not  merely  a  small  selected  group  of 
them,  given  a  full  battery  of  tests.  The  ad- 
vantages to  the  patient  are,  of  course,  ob- 
vious. 

Division  of  the  costs  of  a  laboratory  service 
among  several  participating  doctors 

The  second  plan  proposed  at  the  begin- 
ning of  this  discussion  is  a  little  moi'e  intri- 
cate at  first  glance;  but  it  is  so  much  more 
satisfactory  that  it  is  well  worth  exploring 
at  some  length. 

In  this  case,  an  internist  with  his  own 
laboratoi'y  or  a  commercial  laboratory  di- 
rector offers  to  supply  unlimited  laboratory 


service  to  all  the  physicians  who  join  in  the 
plan.  He  furnishes  each  participating  doctor 
with  a  schedule  of  fees  comparable  to  those 
current  in  his  locality.  At  the  end  of  the 
month  he  totals  the  expenses  involved  in 
furni.shing  laboratoi-y  services  to  the  partici- 
pating doctors,  and  prorates  the  cost  among 
all  the  participants  according  to  the  amount 
of  work  they  have  sent  in.  Each  doctor  col- 
lects the  standard  laboratory  fees  from  his 
own  patients,  and  the  difference  between 
these  fees  and  the  actual  cost  which  he  pays 
the  laboratory  is  sufficient  to  take  care  of 
charity  patients  and  failures  to  collect. 

Recently  considerable  criticism  has  been 
directed  at  some  laboratories  of  this  type 
for  the  exorbitant  fees  charged  the  patient, 
a  large  part  of  these  fees  being  retained  by 
the  referring  doctor.  This  practice  has  been 
considered  analogous  to  the  rebates  given 
eye  specialists  by  some  optical  companies. 
While  the  laboratory  director  should  charge 
the  participating  doctors  enough  to  allow 
himself  a  reasonable  recompense  for  his  own 
services,  and  while  the  referring  doctor  must 
charge  his  patients  enough  to  cover  his  own 
liability  for  cases  in  which  he  cannot  collect, 
neither  should  attempt  to  profiteer  at  the 
expense  of  the  patient. 

Conclusion 

These  two  plans  are  offered  rather  as  tar- 
gets for  others  to  shoot  at  than  as  complete 
and  perfect  solutions  of  the  problem  posed 
at  the  outset.  If  any  readers  of  the  Journal 
have  a  solution  of  the  problem  that  is  more 
practical,  won't  they  let  the  rest  of  us  in  on 
their  secret? 


Obstacles  to  the  practice  of  psychosomatic  medi- 
cine.— We  who  have  received  our  training  in  the 
past  have  had  our  attention  focused  upon  the  recog- 
nition and  treatment  of  organic  and  mechanical  ab- 
normalities. We  have  been  obsessed  with  the  fear 
of  missing  the  presence  of  serious  or  potentially 
serious  anatomical  or  chemical  disease.  Intellectually 
we  have  been  occupied  with  the  relationship  of  the 
clinical  signs  and  anatomical  deviations,  with  the 
correction  of  chemical  defects  and  with  the  search 
and  application  of  specifics.  We  have  become  bur- 
dened with  a  time-consuming  and  elaborate  ritual 
to  accomplish  these  purposes.  While  all  of  this  is 
praiseworthy  it  is  not  enough  if  in  the  process  we 
have  lost  the  listening  ear  and  our  contacts  with 
patients  as  people,  or  if  we  attempt  to  make  diag- 
noses and  decisions  without  consideration  of  per- 
sonal problems,  interpersonal  relationships,  and  life 
situations  in  family,  occupation  and  community. — 
David  P.  Barr:  The  Responsibilities  of  the  Internist, 
Ann.  Int.  Med.  27:201    (Aug.)   1947. 
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Maternal  Welfare  Section' 


CASE   REPORTS   FROM   THE   RECORDS 
OF   THE   MATERNAL   WELFARE 

COMMITTEE  / 

Iiu(ccin-((tc   Death    Ce)-tificufes 

The  laws  of  our  state  require  completion 
of  a  death  certificate  prior  to  burial  or  dis- 
posal of  a  body.  The  certificate  must  state 
the  cause  of  death,  and  in  cases  of  doubt  an 
investigation  must  be  made  by  the  local  cor- 
oner or  health  officer.  The  principal  pur- 
pose of  these  regulations  is  to  disclose  any 
irregularity  associated  with  the  death,  par- 
ticularly in  cases  where  homicide  must  be 
considered  as  a  possible  cause.  The  reason 
for  these  regulations  is  sound,  and  each  of 
us  must  be  in  sympathy  with  them. 

The  State  Board  of  Health  is  required  to 
collect  vital  statistics  on  all  deaths  occur- 
ring in  the  state.  The  Division  of  Vital 
Statistics  of  the  State  Board  of  Health  must 
make  periodic  reports  of  all  deaths  which 
occur,  giving  an  analysis  of  the  causes  of 
death.  This  information  is  used  freely  in 
both  lav  and  medical  publications.  The  ma- 
ternal and  infant  mortality  rates  are  prom- 
inent in  these  reports,  and  are  often  used  as 
an  index  to  the  quality  of  medical  care  avail- 
able in  any  given  area. 

The  maternal  mortality  survey  has  dem- 
onstrated an  important  problem  in  relation 
to  death  certificates.  In  the  case  of  a  death 
which  occurs  when  the  patient  is  unattend- 
ed, the  coroner  often  confers  with  an  avail- 
able physician  and  assigns  a  plausible  cause 
for  the  patient's  death,  without  ordering  an 
autopsy  or  obtaining  any  direct  evidence  of 
the  actual  cause  of  death.  An  additional 
problem  is  the  tendency  of  the  attending 
physician  to  assign  a  definite  cause  of  death 
in  doubtful  cases,  in  order  to  facilitate  the 
disposal  of  the  body  for  the  family  con- 
cerned. #j 

Inaccurate  death  certificates  have  occurred 
with  such  frequency  in  the  experience  of  the 
Maternal  Welfare  Committee  that  they  color 
the  reports  of  our  Bureau  of  Vital  Statistics. 

'■Prepared  by  the  Maternal  Welfare  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina: 


Frank  R.  Lock,  M.D., 

Chairman 
J.  Street  Brewer,  M.D. 
G.  M.  Cooper,  M.D. 
E.  W.  Franklin,  M.D. 


.1.  S.  Hunt.  M.D. 
T.  L.  Lee,  M.D. 
Ivan  Procter,  M.D. 
R.  A.  Ross,  M.D. 
R.  A.  White,  M.D. 


It  is  important  for  all  physicians  to  make 
[a  conceited  effort  to  correct  this  problem, 
ysince  it  affects  the  country's  opinion  of  the 
(quality  of  medical  care  in  North  Carolina. 

j  Case  1—N.  C.  M.  W.  C.  300 

1  A.  wliite  married  woman,  24  years  of  age,  was 
attended  during  her  pregnancy  by  an  obstetrician. 
There  wa^.  no  history  of  any  serious  illness,  and  no 
abnormalities  were  recorded  on  any  of  thirteen  pre- 
natal examinations.  Her  blood  pressure  ranged 
from  110  systolic.  60  diastolic  to  134  systolic,  86 
diastolic.  No  albumin  was  found  in  the  urine  on 
any  occ.".sion.  The  Kahn  test  was  negative.  In 
the  sixth  month  of  her  pregnancy,  the  patient  had 
a  mild  cnm-ulsion  at  home,  and  was  sent  to  the 
hospital  immediately.  The  blood  pressure  was  nor- 
mal and  urinalysis  revealed  no  abnormality.  A  sec- 
ond short,  mild  convulsion  occurred  during  the 
eighth  month  of  pregnancy.  All  findings  were  again 
within  normal  limits. 

A  normal  sixteen-hour  labor  was  completed  by 
low  forceps  delivery  with  episiotomy  and  repair.  A 
normal  living  child  was  delivered.  The  patient's 
puerperiuni  was  entirely  normal,  and  she  left  the 
hospital  on  the  seventh  postpartum  day. 

The  patient  was  seen  for  a  regular  check-up  six 
weeks  after  delivery.  Her  weight  was  122  pounds 
and  her  blood  pressure  130  systolic,  86  diastolic. 
A  urinalysis  revealed  no  abnormality.  The  pelvis 
was  in  excellent  condition,  with  complete  involution 
of  the  pelvic  organs.  Forty-eight  hours  later,  the 
patient's  husband  found  her  lying  on  the  bed  with 
marked  cyanosis.  She  was  not  breathing  and  was 
pronounced  dead   when   an   ambulance   arrived. 

An  autopsy  was  performed  by  the  coroner  and 
disclosed  only  slight  atherosclerosis  of  the  aorta. 
For  lack  of  positive  information,  the  death  was  at- 
tributed to  coronary  thrombosis  due  to  cardiovascu- 
lar diseasf. 

Discussio)i 

All  deaths  occurring  during  the  early 
weeks  of  the  puerperium  are  considered  ma- 
ternal deaths  unless  they  are  clearly  unre- 
lated to  the  patient's  pregnancy.  Although 
pregnancy  and  the  two  epileptiform  seizures 
during  the  prenatal  period  probably  had  no 
direct  relation  to  the  patient's  death,  it  is 
the  opinion  of  the  Committee  that  the  cause 
of  death  should  be  filed  as  undetermined  un- 
der these  circumstances. 

';  '    '''"■  '  Cose  2—N.  C.  M.  W.  C.  23 Jp 

A  married  colored  woman,  31  years  of  age,  first 
consulted  a  physician  in  the  seventh  month  of  her 
third  pregnancy.  She  was  carefully  examined,  and 
her  condition  found  to  be  normal.  Her  blood  pres- 
sure was  120  systolic,  70  diastolic.  L'rinalisis  show- 
ed no  abnormalities,  and  the  Kahn  test  was  negative. 
She  made  two  further  visits  for  prenatal  examina- 
tions, and  the  findings  were  normal  on  each  occasion. 

When  labor  began,  the  patient  delayed  in  calling  ; 
a  physician.  After  sixteen  hours,  a  physician  was 
called  and  found  the  patient  in  active  labor  with  a 
transverse  presentation  and  the  baby's  arm  pro- 
truding through  the  cervix.  The  cervix  was  fully 
dilated,  and  he  referred  her  to  a  hospital  for  de- 
livery. 

A   careful   examination   of  the  patient   was   made  i 
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upon  her  admission  to  the  hospital.  Her  general 
condition  was  excellent;  the  blood  pressure  was  nor- 
mal, and  no  edema  was  present.  The  fetal  heart 
could  not  be  lieard,  and  maceration  of  the  skin  of 
the  presenting  arm  indicated  that  the  fetus  was 
dead. 

The  patient  was  given  an  ether  anesthetic  by  an 
experienced  anesthetist,  and  the  attendant  delivered 
a  stillborn  baby  by  internal  podalie  version  and  ex- 
traction. The  obstetric  operation  was  completed 
without  difficulty.  No  unusual  external  vaginal  bleed- 
ing occurred,  and  no  vaginal  lacerations  were  ob- 
served. The  third  stage  of  labor  was  not  compli- 
cated, and  the  placenta  was  expressed  without  dif- 
ficulty. 

The  patient  reacted  from  the  anesthetic  sutficient- 
ly  to  inquire  if  the  baby  was  living.  She  then  be- 
gan to  complain  of  severe  pain  in  the  left  side  of 
her  chest;  profound  shock  rapidly  developed,  and 
the  patient  died  one  hour  after  delivery  in  spite  of 
the  administration  of  intravenous  plasma  and  stim- 
ulants. No  autopsy  was  obtained.  The  attending 
physician  listed  the  cause  of  death  as  pulmonary 
embolism,  upon  the  basis  of  the  clinical  picture  of 
rapid  death  associated  with  pain  in  the  left  side  of 
the  chest. 

Discils.sidU 

With  the  advantage  of  hindsight,  the  Com- 
mittee reviewed  the  record  and  considered 
the  probable  causes  of  the  patient's  death. 
It  was  recognized  by  the  Committee  that  the 
lower  segment  of  the  uterus  becomes  ex- 
tremely thin  during  normal  labor.  In  the 
presence  of  an  impacted  labor  of  sixteen 
hours'  duration,  this  segment  is  frequently 
less  tha'",  1  mm.  in  thickness,  and  spontane- 
ous rupture  of  the  uterus  is  often  imminent. 
The  prolapse  of  the  arm  would  also  tend  to 
increase  the  usual  thinning  of  the  lower 
uterine  segment. 

Rupture  of  the  uterus  often  occurs  when 
internal  podalie  version  is  performed  under 
these  circumstances.  Profuse  bleeding  into 
the  abdominal  cavity  may  be  present  with 
little  or  no  external  vaginal  bleeding.     Em- 


bryotomy is  a  useful  and  accepted  method  of 
solving  Ihe  problem  presented  by  this  case. 

The"  Committee  was  of  the  opinion  that 
the  pain  in  the  patient's  chest  probably  re- 
sulted from  blood  in  the  peritoneal  cavity 
and  under  the  diaphragm.  This  analysis 
was  presented  to  the  physician  who  attend- 
ed the  patient  as  a  more  likely  cause  of  her 
death  than  pulmonary  embolism. 

It  is  most  gratifying  to  the  Committee 
that  they  have  since  heard  from  this  physi- 
cian. He  expressed  appreciation  of  the  Com- 
mittee's ;(nalysis  and  stated  that  it  had  been 
helpful  to  him  in  a  similar  case  which  he  had 
since  observed. 

Pulmonary  embolism  is  a  diagnosis  com- 
monly assigned  in  cases  of  sudden  or  unex- 
pected death.  Often  it  is  given  as  the  cause 
of  death  because  evidence  for  a  definite  diag- 
nosis is  lacking.  A  careful  review  of  the 
patient's  final  illness  usually  leads  to  sev- 
eral possible  diagnoses  and.  at  times,  to  con- 
structive information  for  the  management  of 
a  similar  problem. 


The    family    doctor    as    father    confessor. — In    the 

busy  world  of  today  the  wear  and  tear  of  daily  liv- 
ing is  producing  stresses  and  strains  on  many  people 
who  seek  medical  advice.  The  family  physician  is 
the  father  confessor  of  people  with  weary  souls  and 
troubled  minds,  who  ofttimes  are  discouraged  with 
the  turn  of  events  from  day  to  day.  The  double  role 
of  the  physician  today  as  the  family  doctor  and 
the  father  confessor  places  him  in  a  unique  position 
for  social  influence.  Historically  the  father  of  medi- 
cine, Hippocrates,  was  the  priest  physician;  where- 
as in  modern  times  the  dramatic  events  of  the  lab- 
oratory and  the  amphitheater  draw  attention  to  the 
material  accomplishments,  the  greater  field  of  med-" 
ical  service  falls  into  the  realm  of  the  emotions  and 
ambitions  of  those  whom  the  doctor  serves. — Edward 
L.  Bortz:  Medical  Statesmanship,  JI.  Ann.  District 
of  Columbia,  16:654   (Dec.)    1947. 
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SURGERY 


JosiAH  C.  Trent,  M.D.,  F.A.C.S.,  Editor 
Durham 

II 

THE   WORK   OF   THE   EMPYEMA 
COMMISSION  IN  WORLD  WAR  V" 

In  the  winter  of  1917-18  the  army  camps 
in  the  United  States  were  ravaged  by  a  se- 
vere epidemic  of  hemolytic  streptococcal  in- 
fection of  the  lungs,  which  was  accompanied 
by  a  high  incidence  of  empyema.  During  the 
latter  part  of  1917  this  streptococcal  inter- 
stitial bronchopneumonia  was  causing  about 
65  per  cent  of  all  deaths  in  the  army  in  the 
United  States.  In  order  that  the  disease 
might  be  studied  more  adequately,  a  special 
pneumonia  commission  was  sent  by  the  Sur- 
geon General  to  Texas  in  February,  1918. 
In  March,  1918,  another  special  commission, 
known  as  the  Empyema  Commission,  was 
sent  to  Camp  Lee,  Virginia,  to  discover  what 
could  be  done  to  check  the  high  mortality  of 
this  complication.  The  head  of  this  latter 
commission  was  Lieut.  Col.  Edward  K.  Dun- 
ham, who  in  civil  life  had  been  a  bacteriolo- 
gist of  prominence.  Originally  the  Commis- 
sion consisted  only  of  him  and  myself.  It 
was  gradually  enlarged  until  finally  it  con- 
sisted of  twenty-two  members,  who  studied 
the  bacteriologic.  surgical,  and  nutritional 
aspects  of  the  problem. 

In  general  the  condition  was  character- 
ized by  a  large  pleural  exudate  which  oc- 
curred early  in  the  course  of  the  pneumonia 
and  consisted  of  serohemorrhagic,  fibrinous 
fluid  containing  many  streptococci  and  a 
small  number  of  leukocytes  and  red  cells. 
Such  cases  were  wrongly  diagnosed  as  empy- 
ema, because  the  medical  officers  failed  to 
realize  that  a  true  empyema  is  a  collection 
of  pus  which  is  easily  recognized  as  such  by 
the  naked  eye.  The  pleural  eflfusion  which 
occurred  early  in  the  course  of  the  strepto- 
coccal pneumonia  was  not  pus  in  the  usual 
sense. 

This  difference  in  conception  was  not 
merely  of  academic  interest,  but  was  of  very 
great  practical   importance.    Most  cases   of 


*  From   the   Department   of   Surgery,    Was'hington    University 
School  of  Medicine,   St.   Louis,    Missouri. 


empyema  which  had  been  encountered  by 
the  same  medical  officers  in  civilian  practice 
had  beeii  discovered  after  the  subsidence  of 
pneumonia.  When  an  aspirating  needle  had 
been  inserted  into  the  pleural  cavity,  thick, 
creamy  pus  had  been  withdrawn.  Open  drain- 
age, generally  by  rib  resection,  had  been 
followed  usually  by  prompt  recovery.  Those 
cases  were  due  to  infection  by  a  pneumo- 
coccus.  They  were  true  examples  of  empy- 
ma  (colkxtions  of  pus).  In  other  words,  they 
were  fully  developed  abscesses.  The  patients 
in  the  army  epidemic,  on  the  other  hand, 
were  found,  early  in  the  course  of  strepto- 
coccal bronchopneumonia,  to  have  pleural 
fluid  containing  only  microscopic  pus.  When 
the  same  principles  of  treatment  were  ap- 
plied, approximately  half  the  patients  died. 

It  became  evident  to  the  members  of  the 
Empyema    Commission    that    many    of   the 
deaths  in  those  cases  in  which  eaiiy  open 
drainage   had   been   instituted   were   due  to 
asphyxia.    Some  of  the  patients  were  oper- 
ated on  at  a  time  when  they  were  suffering 
from  severe  air  hunger.   They  were  cyanotic 
and   orthopneic.    The   additional   burden  to 
their  respiration  caused  by  creating  an  open 
pneumothorax  from  the  open  sucking  drain- 
age   wound    was    often    sufficient    to    cause  ^ 
death.    Sometimes  death  occurred  while  the  t 
patient  was  still  on  the  operating  table,  or ! 
an  hour  or  so  later. 

When  the  plan  of  treatment  was  changed 
b.\'  postponing  the  drainage  operation  until 
after  the  pleural  exudate  had  become  a 
creamy  pus.  there  was  a  dramatic  reduction 
in  mortality.  At  Camp  Lee.  for  example, 
the  mortality  dropped  suddenly  from  slightly 
more  than  40  per  cent  to  4.3  per  cent. 

It  seemed,  therefore,  that  probably  one  of 
the  most  important  factors  in  the  previous 
high  mortality  was  the  induction  of  an  open 
pneumothorax  at  a  time  when  the  patient 
could  not  withstand  such  an  additional  bur- 
den to  his  impaired  respiration.  During  the 
period  of  waiting,  which  was  generally  about 
ten  days  or  two  weeks,  the  pneumonia  usual- 
ly subsided  and  the  patient's  general  condi- 
tion impi'oved  greatly.  The  drainage  oper- 
ation war  performed  in  the  post-pneumonie 
phase  of  the  disease,  and  it  was  truly  an 
abscess  that  was  drained.  The  condition  waS' 
therefore  converted  into  one  which  was  very 
similar  to  the  well-known  benign  post-! 
pneumonic    pneumococcal    empyema    which 
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was  successfully  treated  by  open   drainage 
in  civilian  practice. 

There  were  many  who  doubted  the  impor- 
tance of  the  factor  of  open  pneumothorax. 
The  general  impression  at  that  time,  because 
x-ray  examinations  of  the  chest  were  very 
crude,  was  that  the  effects  of  an  open  pneu- 
mothorax were  confined  to  the  side  of  the 
chest  on  which  the  opening  was  present.  The 
mediastinum  was  regarded  as  constituting 
a  rigid  partition  between  the  two  halves  of 
the  thorax.  If  that  conception  were  true,  then 
indeed  the  creation  of  an  open  pneumothorax 
would  affect  only  one  lung.  Because  of  the 
lack  of  precise  information  about  the  effects 
of  an  open  pneumothorax,  R.  D.  Bell  and  I 
were  detached  from  the  Commission  and 
sent  to  the  Johns  Hopkins  Medical  School 
for  two  months  to  make  an  experimental 
study  of  the  problem.  It  seemed  probable 
also  that  such  a  study  might  have  a  bearing 
on  the  whole  question  of  the  performance 
of  intrathoracic  surgical  operations.  Chest 
surgery  at  the  time  was  confined  almost  ex- 
clusively to  the  removal  of  some  contained 
missiles  within  the  lung. 

The  experimental  study  yielded  much  val- 
uable information  on  the  dynamics  of  respi- 
ration and  on  the  effects  of  disturbing  the 
intrathoracic  pressure  relationships.  Limita- 
tions of  space  will  not  permit  much  discus- 
sion of  our  findings.  Briefly,  however,  it  can 
be  stated  that  an  open  pneumothorax  on  one 
side  was  found  to  exert  effects  on  both  lungs, 
but  not  to  the  same  degree.  The  normal 
mediastinal  partition  therefore  is  not  an 
efficient  barrier  to  the  transference  of  pres- 
sui-e  from  one  pleural  cavity  to  the  other. 

The  question  of  how  large  an  opening  in 
one  side  of  the  chest  can  be  withstood  is  de- 
termined very  largely  by  the  vital  capacity 
of  the  individual.  A  patient  with  a  high 
vital  capacity  can  compensate  for  a  much 
larger  opening  than  one  with  a  low  vital 
capacity.  Indeed,  if  the  vital  capacity  is 
scarcely  larger  than  the  tidal  air  require- 
ment, tht  patient  will  die  of  asphyxia  if  only 
a  tiny  opening  is  made.  On  the  other  hand, 
a  patient  with  a  good  vital  capacity  can  with- 
stand a  bilateral  open  pneumothorax  if  the 
openings  are  not  too  large. 

These  observations  not  only  did  much  to 
clarify  the  confused  ideas  about  the  effects 
of  open  pneumothorax,  but  they  also  pro- 
vided a  rational  basis  for  postponing  a  drain- 


age oper.".tion  for  empyema  until  the  exudate 
becomes  frank  pus.  When  this  occurs,  a 
true  abscess  is  present,  walled  off  from  the 
rest  of  the  pleural  cavity,  and  the  vital  ca- 
pacity is  higher  because  the  pneumonic  pro- 
cess has  subsided.  Thus  any  pressure  dis- 
turbances which  may  occur  will  be  minimal. 
Three  principles  of  treatment  for  acute 
empyema  were  recommended  by  the  Empy- 
ema Commission,  which  eventually  were 
internationally  accepted.  These  were:  (1) 
drainage,  but  with  the  careful  avoidance  of 
an  open  pneumothorax  during  the  period  of 
active  pneumonia;  (2)  early  sterilization 
and  obliteration  of  the  cavity;  (3)  mainte- 
nance of  the  patient's  nutrition.  Of  the  three 
principles,  the  first  one  was  considered  to 
be  by  far  the  most  important. 

These  principles  have  lost  some  of  their 
practical  value  in  the  last  few  years  since 
the  introduction  of  the  new  antibiotic  drugs. 
Empyema,  the  once  common  complication  of 
pneumonia,  recognized  since  the  time  of  Hip- 
pocrates 2300  years  ago,  has  become  nearly 
obsolete  because  of  penicillin. 

EvARTS  A.  Graham,  M.D. 
Profetisor  of  Surgery, 
Washington  University 
School  of  Medicine 


The    physical    changes    accompanying    emotion. — 

The  classical  studies  of  Harold  Wolff  and  his  asso- 
ciates have  shown  that  embarrassment  or  resent- 
ment mav  cause  in  the  stomach  a  flushing,  a  hyper- 
emia and  at  the  same  time  an  increase  in  secretion 
of  acid;  that  when  these  emotions  are  continuous 
or  often  repeated,  erosions  of  the  mucosa  may  occur 
and  that  finally  actual  ulcerations  may  develop  with 
svmotoms  indisting-uishable  from  peptic  ulcer.  Of 
enual  significance  were  their  observations  that  in 
the  same  individual,  fear  and  dread  may  be  accom- 
panied by  abnormal  pallor  of  the  gastric  mucosa 
vlth  diminution  or  temporarily  complete  absence 
of  gastric  secretion  and  with  loss  of  appetite  and 
disgust  for  food.  Similar  changes  have  been  seen 
in  the  nasal  mucous  membrane  where  resentment 
and  embarrassment  may  produce  hyperemia  and 
excessive  secretion  while  fear  results  in  pallor  and 
drving  of  secretions. 

These  observations  must  be  regarded  as  only  pre- 
liminary and  there  is  little  reason  to  suppose  that 
the  responses  to  emotion  of  other  tissues  and  organs 
are  less  significant.  Much  evidence  is  already  at 
hand  to  indicate  that  such  diverse  conditions  as 
asthma,  hypertension,  thyrotoxicosis,  ulcerative  coli- 
tis and  glaucoma  have  as  a  part  of  the  symptom 
complex  in  emotional  component  which  is  significant 
both  etijlogically  and  symptomatically. — David  P. 
Barr:  The  Responsibilities  of  the  Internist,  Ann. 
Int.  Med.  27:198  (Aug.)  1947. 


154 


NORTH   CAROLINA    MEDICAL  JOURNAL 


March,  1948 


North  Carolina  Medical  Journal 

Owned  and  published  by 

The  Medical  Society  of  the  State  of  North  Carolina, 

under  the  direction  of  its  Editorial  Board. 

EDITORIAL  BOARD 

Wingate  M.  Johnson,  M.D.,  Winston-Salem 
Editor 

Miss  Catherine  Johnson,  Winston-Salem 
Assistant  Editor 

Roscoe  D.  McMillan,  M.D.,  Red  Springs 
Business  Manager 

Paul  H.  Ringer,  M.D.,  Asheville,  Chairman 
W.  Reece  Berryhill.  M.D.,  Chapel  Hill 
Coy  C.  Carpenter,  M.D.,  Winston-Salem 
Ernest  W.  Furgurson,  M.D.,  Plymouth 
Hubert  A.  Royster,  M.D.,  Raleigh 
Josiah  C.  Trent,  M.D.,  Durham 

Address  manuscripts  and  communications  regarding 
editorial  matter  to  the 
NORTH   CAROLINA   MEDICAL  JOURNAL 
300  South  Hawthorne  Road,  Winston-Salem  7,  N.  C. 
Questions  relating  to  subscription  rates,  advertising, 
etc.,  should  be  addressed  to  the  Business  Manager, 

Red   Springs,  N.  C. 
All  advertisements  are  accepted  subject  to  the  ap- 
proval of  the  Council  on  Pharmacy  and   Chemistry 
of  the  American  Medical  Association. 

Annual  subscription  $3.00         Single  copies,  30c' 

Publication  office:  Carmichael  Printing  Co.,  118 
West  Third  Street,  Winston-Salem  1,  N.  C. 

March,  1948 


NIGHT  CALLS 

In  his  "Secretary's  Letter"  for  February 
16,  Dr.  Georpre  Lull,  secretary  of  the  Amer- 
ican Medical  Association,  tells  an  unplea.s- 
ant  trutS'  when  he  says  that 

"Patients  all  over  the  country  are  voicing  bitter 
criticism  of  the  medical  profession  because  of  their 
inability  to  obtain  the  services  of  a  physician  at 
night.  Scores  of  letters  are  being  received  at 
A.M. A.  headquarters  each  week  from  patients  who 
complain  that  doctors  decline  to  make  night  calls.  .  . 

"At  the  National  Conference  on  Medical  Service, 
held  in  Chicago,  February  8,  someone  told  the  au- 
dience that  a  state  legislator  whose  child  was 
seriously  ill  called  five  doctors  and  got  five  turn 
downs. 

"These  complaints,  piling  up  at  an  alarming  rate, 
present  a  grave  problem.  Every  doctor  knows  that 
a  hasty  turn  down  of  a  phone  call  at  night  creates 
ill  feeling  toward  the  medcal  profession  as  a  whole." 

Every  physician  who  has  been  in  practice 
for  any  length  of  time  knows  the  nightmar- 
ish sens.qtion  of  being  jerked  from  a  sound 


slumber  in  the  wee  small  hours  by  the  ring- 
ing of  the  telephone  bell.  He  knows  the 
immediate  impulse  to  refuse  to  leave  his 
good  warm  bed.  He  should  learn,  however, 
not  to  obey  this  impulse  without  inquir- 
ing about  the  symptoms  of  the  patient.  If 
he  is  convinced  that  the  call  is  necessary, 
he  must  force  his  tired  muscles  into  activity. 

The  time  has  been  when  it  was  taken  for 
granted  that  any  doctor  would  answer  every 
call  he  received,  unless  he  was  sure  that  it 
was  unnecessary.  Apparently  this  situation 
no  longei-  prevails,  if  we  may  judge  not  only 
from  Dr.  Lull's  letter  but  from  other  sources 
nearer  home.  Not  long  ago  a  young  doctor 
just  out  of  service  came  to  a  North  Carolina 
city  to  do  general  practice.  A  number  of 
older  doctors  were  glad  to  refer  to  him  calls 
that  thev  could  not  make  themselves,  and 
his  practice  grew  apace.  Within  si.x  weeks 
after  he  had  opened  his  offices,  a  medical 
veteran  who  had  been  giving  him  one  to 
three  referrals  a  day  received  a  call  about 
2  a.m.  from  one  of  his  old  patients.  After 
promising  to  send  someone  or  to  go  himself, 
he  called  the  young  man,  who  came  to  the 
telephone,  yawning  audibly,  and  said,  "0 
Doctor.  I  was  out  last  night  and  am  so  tired 
that  I  wish  you  would  get  somebody  else." 
The  older  doctor  got  up  and  made  the  call 
himself.  Early  next  morning  he  phoned  his 
secretary  not  to  give  the  young  man  another 
call. 

This  doctor  did  not  know  that  the  family 
whose  acquaintance  he  might  have  made  was 
one  of  a  closely-knit  community  of  relatives, 
all  mo.st  desirable  patients.  They  would 
have  been  the  nucleus  of  a  good  practice- 
but  the  young  man  was  so  exhausted  by  his 
first  six  weeks  as  a  civilian  doctor  that  he 
exchanged  this  golden  opportunity  for  an 
hour's  .sleep. 

Many  doctors  have  added  good  families 
to  their  lists  by  making  night  calls;  and. 
by  the  same  token,  many  doctors  have  lost 
desirable  families  by  refusing  to  make  calls 
at  inconvenient  hours. 

The  artificial  shortage  of  doctors  brought 
about  by  the  war  will  not  last  forever;  and 
as  competition  becomes  keener,  patients  will 
again  be  free  to  choose  their  doctors. 

The  medical  profession  still  has  a  great 
reservoir  of  good  will ;  but  it  is  possible  to 
lose  much  of  the  public's  approval  through 
real  or  apparent  indifference  to  human  suf- 
fering.    The   real   doctor,    in   the   words   of 
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the  late  J.  C.  da  Costa,  "must  learn  thorough 
self-surrender  and  all  his  life  must  wear 
the  iron  yoke  of  duty."  Consideration  of 
the  patient,  as  shown  by  willingness  to 
make  night  calls  when  necessary,  not  only 
helps  to  build  up  the  individual  doctor's  i-ep- 
utation,  but  is  the  best  sort  of  public  re- 
lations for  the  whole  medical  profession. 

ADEQUATE  HOSPITAL  SERVICES  TO 
ALL  THE  PEOPLE 

An  unusually  sane  and  logical  discussion 
of  the  future  course  of  hospital  construction 
in  this  country  is  to  be  found  in  the  memo- 
randum of  a  conference  between  James  F. 
O'Neil,  national  commander  of  the  American 
Legion,  and  Graham  L.  Davis,  president  of 
the  American  Hospital  Association. 

The  American  Legion  is  advocating  a  fed- 
eral hospital  system  of  300,000  beds  for  vet- 
erans unable  to  pay  for  hospital  service  and 
with  service-connected  disabilities.  The 
American  Hospital  Association,  like  the 
American  Medical  Association,  "is  not  in 
favor  of  federal  governmental  control  of  hos- 
pitals; nor  does  it  believe  in  the  principle  of 
the  care  of  the  population  in  the  govern- 
mental charity  hospital."  Furthermore, '  as 
Mr.  Davis  points  out,  "300,000  beds  is  far  in 
excess  of  the  needs  of  all  veterans  .  .  .  What 
will  happen  15  or  20  years  from  now,  if  not 
sooner,  with  the  hospital  construction  pro- 
gram under  Public  Law  725  (the  Hill-Burton 
Bill)  and  the  veteran  hospital  construction 
program  nearing  completion,  is  that  the  na- 
tion will  have  300,000  more  beds  than  it 
needs."  The  resulting  chaotic  situation  would 
be  "just  what  the  Communists  want." 

Mr.  Davis  reminded  Mr.  O'Neil  that  all  the 
national  health,  labor,  farm  and  business 
organizations  supported  the  Hill-Burton  Hos- 
pital Survey  and  Construction  Act,  the  pur- 
pose of  which  is  "to  assist  the  several  states 
...  to  inventory  their  existing  hospitals  .  .  . 
and  to  develop  programs  .  .  .  for  furnishing 
adequate  hospital  .  .  .  services  to  all  their 
people."  This  act  has  as  one  of  its  aims  "to 
get  doctors  and  nurses  in  the  rural  areas  by 
providing  them  with  adequate  facilities." 
The  veteran  hospital  program,  on  the  other 
hand,  provides  for  a  few  large  hospitals  to 
be  located  in  medical  centers,  preferably 
near  medical  schools. 


The  decision  to  locate  a  large  neuropsy- 
chiatric  hospital  at  Salisbury — 40  miles  from 
the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College — makes  it  seem  doubt- 
ful that  this  policy  will  be  strictly  adhered 
to  when  it  conflicts  with  political  expediency. 
Whether  the  huge  V.A.  hospitals  are  located 
in  large  cities  or  in  small  towns,  however, 
both  the  veterans  and  the  population  as  a 
whole  stand  to  lose  more  than  they  gain. 
If  the  hospitals  are  located  in  cities,  they 
will  be  in  competition  with  civilian  hospitals, 
and  will  make  it  difficult  for  the  latter  to 
secure  adequate  personnel.  If  smaller  com- 
munities are  chosen  for  the  oversized  V.A. 
hospitals  that  are  being  planned,  most  of  the 
veterans  who  seek  hospital  care  will  have  to 
leave  their  families  and  travel  long  distances 
in  order  to  get  it.  Furthermore,  small  com- 
munities do  not  afford  the  wealth  of  medical 
personnel  that  can  be  found  in  the  large 
cities.  The  hospital  care  of  veterans  will  be 
made  unnecessarily  expensive,  both  by  the 
distances  the  patients  wdll  have  to  travel  and 
by  the  greater  financial  inducements  that 
must  be  offered  the  professional  staffs  of 
the.se  hospitals. 

Dr.  Louis  Bauer  has  pointed  out  that, 
while  government  hospitals  have  78  per  cent 
of  the  total  bed  cauacity  of  our  nation,  thev 
account  for  only  39  per  cent  of  the  admis- 
sions ;  non-government  hospitals,  with  22  ner 
cent  of  the  beds,  care  for  61  per  cent  of  the 
patients.  The  following  case  history  throws 
some  light  on  the  reason  for  this  startling- 
discrepancy  : 

A  veteran  came  to  a  private  practitioner 
for  advice  about  a  gastrointestinal  condi- 
tion. When  told  that  an  x-ray  examination 
was  necessary  to  determine  the  cause  of  his 
symptoms,  he  replied  that  he  had  been  x- 
rayed  at  a  veterans'  hospital  in  this  state. 
In  reply  to  a  request  for  a  report  on  the 
findines  obtained  at  this  hospital,  the  medi- 
cal officer  in  charge  wrote  that  he  had  had 
part  of  the  gastrointestinal  tract  x-rayed, 
but  that  the  patient  had  left  before  the  exam- 
inations had  been  completed.  When  the  pa- 
tient was  asked  why  he  had  not  stayed  to 
have  the  rest  of  the  x-rays  made,  he  replied, 
"Why,  doctor,  I  had  been  there  a  month,  and 
got  tired  waiting."  Since  the  work  he  had 
had  done  at  the  government  hospital  in  a 
month  could  easily  have  been  completed  in 
two  to  three  days,  the  physician  could  not 
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blame  him  for  becoming  disgusted. 

The  doctor  later  was  told  by  one  who 
should  know  that  it  was  a  frequent  custom 
to  keep  patients  in  a  V.A.  hosp'ital  by  drag- 
ging out  their  laboratory  procedures.  Since 
the  hospitals  receive  their  allotments  of  tax 
money  on  the  basis  of  patient  days,  they  are 
kept  as  full  as  possible  during  slack  times 
by  prolonging  the  stay  of  their  patients. 

Physicians  who  have  talked  with  veterans 
about  the  treatment  they  have  received  in 
V.A.  hospitals  know  that  the  experience  re- 
lated above  is  not  an  uncommon  one.  If  the 
proposal  to  expand  the  federal  hospital  sys- 
tem to  300,000  beds  is  passed  by  Congress, 
the  enormous  waste  represented  by  such  in- 
cidents will  be  increased  to  alarming  propor- 
tions. In  the  interest  of  the  veterans  who 
would  receive  this  type  of  treatment,  as  well 
as  of  the  taxpayers  who  would  pay  for  it, 
every  doctor  should  back  the  American  Hos- 
pital Association  in  its  support  of  the  Hill- 
Burton  act  and  its  opposition  to  the  hospital 
construction  program  proposed  by  the 
American  Legion. 

ONE  DOCTOR  FOR  10,678  PATIENTS 

It  is  gratifying  to  know  that  the  physi- 
cians of  Great  Britain  have  voted  by  an 
overwhelming  majority  to  retain  their  free- 
dom instead  of  becoming  paid  government 
employees.  In  a  plebiscite  conducted  by  the 
British  Medical  Association,  86  per  cent — 
24,340  to  4,084 — voted  against  accepting  the 
National  Health  Service  Act  (the  British 
version  of  the  Wagner-Murray-Dingell  bill), 
and  85  per  cent— 24,066  to  4.495— said  they 
would  not  enter  the  service  if  the  majority 
voted  against  it.  A  little  calculation  shows 
that,  with  4,495  physicians  to  care  for  about 
47,000,000  people,  each  doctor  would  have 
to  be  responsible  for  nearly  11,000  patients. 

Although  the  scheme  is  called  "universal 
free  medical  service,"  few  are  naive  enough 
to  believe  that  any  service  furnished  bv  the 
government  is,  in  the  final  analysis,  free. 
The  people  will  have  to  pay  for  it  in  taxes 
— and  it  has  been  shown  over  and  over  that 
government  agencies  are  notoriously  ex- 
travagant and  inefficient  as  compared  with 
private  concerns. 

It  is  ridiculous,  of  course,  to  assume 
that  anything  approaching  adequate  med- 
ical care  could  be  furnished  by  such  a  dis- 
proportionately small  number  of  physicians. 


There  are  only  two  alternatives  apparent, 
however.  One  is  to  abolish  the  Act ;  the 
other  is  for  the  great  majority  of  British 
citizens  to  pay  twice  for  their  medical  care 
— once  when  they  pay  for  the  National 
Health  Service  Act  in  taxes,  and  again  when 
they  pay  for  treatment  by  private  physi- 
cians who  remain  outside  the  provisions  of 
the  Act. 

A  letter  from  Dr.  J.  C.  Watts  in  the 
British  Medical  Journal  for  February  14 
recounts  that,  following  the  introduction  of 
the  National  Health  Service  in  Scotland  in 
1865,  Joseph  Lister  was  excluded  from  the 
government  employment 
ister  of  Health  had  been 
that  the  use  of  carbolic 
vented  the  formation  of 
inimical  to  the  patient. 
Health  then  rose  to  say 


because  "the  Min- 

tully  informed  .  .  . 

acid,  since  it  pre- 

laudable  pus,  was 

.  The  Minister  of! 

that  he  was  pro- 


posing to  introduce  regulations  making  the 
use  of  carbolic  acid  and  similar  substances, 
loosely  described  by  Mr.  Lister  as  'anti- 
septics' (whatever  that  might  mean),  ille- 
gal." 

Is  it  too  far  fetched  to  wonder  what  the 
result  might  be  if  Mr.  Bevan  developed  a 
nreiudice  against  penicillin  or  other  anti- 
biotics? In  the  United  States,  the  mass 
immunization  of  our  armed  forces  came 
within  a  hair's  breadth  of  being  forbidden 
because  a  high-ranking  officer  had  a  severe 
reaction  to  a  dose  of  tetanus  toxoid. 

Another  letter  in  the  same  issue,  from 
D.  W.  Winnicott,  calls  attention  to  the  "dan- 
ger that  a  whole-time  State  medical  service 
could  be  forced  by  Parliament  to  accept  os- 
teopathy, homeopathy,  and  other  practices 
not  accepted  by  the  profession."  That  this 
danger  is  not  confined  to  the  other  side  of 
the  Atlantic  is  shown  by  a  release  from 
the  Veterans  Administration,  dated  Febru- 
ary 9,  which  quotes  Dr.  Paul  B.  Magnuson, 
chief  medical  director,  as  saying : 

"Within  the  limits  of  practice  of  the  healing  art 
iniDOsed  by  their  respective  state  licenses,  osteo- 
pathic physicians,  when  their  services  are  request- 
ed by  veterans,  may  be  designated  to  provide  out- 
patient treatment,  on  a  fee  basis,  for  service-con- 
nected disabilities  under  the  same  rules  and  reg- 
ulations a?  govern  such  services  by  doctors  of  med- 
icine." 

Let  us  hope  that  British  doctors  may  be 
successful  in  their  goal-line  stand  against 
the  forces  of  totalitaria,nism ;  and  let  us 
maintain  a  vigilant  watch  lest  American 
medicine  find  itself  in  the  same  uncomforta- 
ble position. 
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Climicopatlhologic  Confereece 


Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

The  patient  was  a  59-year-old  white  car- 
penter who  entered  the  hospital  on  July  31, 
1947.  His  chief  complaints  were  high  fever 
for  three  months,  and  weakness  for  two  and 
a  half  months.  About  three  months  before 
entry  he  had  a  cold  with  a  slight  cough  pro- 
ductive of  a  small  amount  of  whitish,  mucoid 
material.  He  also  noted  soreness  in  his 
"bronchial  tubes."  These  symptoms  con- 
tinued, and  about  two  weeks  later  he  noted 
a  gradual  onset  of  fever.  At  first  his  temper- 
ature would  rise  only  to  100  F.,  but  later  it 
rose  as  high  as  102  to  104  F.  daily.  These 
elevations  of  temperature  were  often  accom- 
panied by  a  hard  shaking  chill  with  profuse 
sweating.  The  chills  did  not  come  on  at  any 
definite  time  of  day.  They  would  often  occur 
every  two  or  three  days,  but  occasionally 
would  not  appear  for  several  days. 

Four  weeks  after  the  onset  of  his  illness 
the  patient  entered  another  hospital  for 
study.  Blood  cultures  were  negative,  as  were 
agglutination  tests  for  typhoid,  paratyphoid, 
brucella,  and  tularemia.  Blood  smears  were 
negative  for  amebae,  ova,  and  parasites.  It 
was  noted  that  the  right  leaf  of  the  dia- 
phragm was  elevated  and  moved  very  little 
on  respiration.  A  needle  aspiration  of  the 
liver  was  performed,  but  no  pus  was  found. 
During  his  hospital  stay  the  patient  began  to 
have  vague  abdominal  pain,  with  tenderness 
at  McBurney's  point.  An  appendectomy  was 
performed,  and  a  "low-grade  peritonitis" 
was  found.  There  was  some  brownish  fluid 
in  the  peritoneal  cavity. 

The  patient  appeared  to  improve  consider- 
ably after  the  operation,  and  his  fever  sub- 
sided. After  he  returned  home,  however,  the 
temperature  again  rose  to  105  F.  He  had 
been  given  unknown  amounts  of  penicillin, 
sulfonamides,  and  streptomycin,  as  well  as 
quinine  and  Diodoquin  without  benefit.  His 
weakness  gradually  progressed,  and  he  was 
referred  to  the  North  Carolina  Baptist  Hos- 
pital for  further  study. 

The  patient  had  had  typhoid  fever  twenty 
years  previously.  He  lived  in  a  malaria-in- 
fested country,  but  had  not  had  malaria.  He 
\had  never  had  diarrhea.  There  was  no  his- 
tory of  contact  with  a  tuberculous  patient. 


He  used  city  water,  but  had  an  outhouse 
which  Avas  downhill  from  his  home,  and 
drained  into  a  creek.  The  milk  he  drank  was 
raw  and  came  from  his  own  cows,  which 
had  all  been  tested  for  Bang's  disease. 

Physical  examination  showed  the  temper- 
ature to  be  102  F.,  the  pulse  120,  respirations 
24,  and  blood  pressure  100  systolic,  60  dia- 
stolic. On  admission  he  weighed  143  pounds, 
but  after  one  week  in  the  hospital  his  weight 
w-as  recorded  at  131  pounds ;  his  highest 
weight  several  years  previously  had  been 
165  pounds.  The  patient  was  a  fairly  well 
developed,  poorly  nourished  male  who  ap- 
peared chronically  ill.  The  skin  was  warm, 
moist,  and  pale;  no  petechiae  were  noted. 
The  pupils  reacted  normally,  and  the  fundi 
were  normal.  All  teeth  were  missing.  The 
tongue  was  slightly  red  and  smooth  about 
the  edges.  The  trachea  was  deviated  to  the 
right,  and  there  was  slight  emphysema  of 
the  chest.  At  the  right  lung  base  posteriorly 
the  breath  sounds  were  diminished,  fremitus 
and  whispered  voice  sounds  slightly  in- 
creased :  dry  rales  were  audible  at  the  left 
base  on  inspiration.  The  heart  was  not  en- 
larged to  percussion ;  the  heart  sounds  were 
distant,  ihe  rhythm  regular;  there  was  a  soft 
systolic  murmur  over  the  precordium,  loud- 
est at  the  apex.  The  abdomen  showed  a  well 
healed  right  rectus  incision.  Lateral  to  the 
incision  there  was  an  area  approximately  10 
cm.  in  diameter  which  was  moderately  ten- 
der. An  indefinite  mass  which  was  smooth 
and  non-tender  extended  4  cm.  below  the 
right  costal  margin ;  it  was  thought  that  this 
was  liver  or  perhaps  muscle  spasm.  The 
spleen  was  not  felt,  and  there  was  no  abdom- 
inal fluid.  The  genitalia  were  normal.  Rec- 
tal and  neurologic  examinations  were  not 
remarkable. 

The  urine  was  essentially  normal.  The 
blood  count  on  admission  showed  8.5  Gm.  of 
hemoglobin,  2,820,000  red  blood  cells,  and 
8,000  white  blood  cells  with  58  per  cent  poly- 
morphonuclears, 25  per  cent  nonsegmented 
polymorphonuclears,  8  per  cent  small  lym- 
phocytes, 6  per  cent  monocytes,  and  3  per 
cent  unclassified  cells.  Platelets  appeared 
adequate.  Smears  for  malaria  did  not  reveal 
parasites.  Total  serum  proteins  were  7.1 
Gm.  per  100  cc,  with  3.6  Gm.  of  albumin  and 
3.5  Gm.  of  globulin.  A  Kahn  test  and  stool 
examinations  were  negative.  A  bromsulfa- 
lein  test   showed   15   per   cent   retention   in 
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thirty  minutes.  Agglutinations  for  typhoid, 
brucella,  and  tularemia  were  all  negative,  as 
was  a  hetrophil  agglutination  test.  A  urine 
culture  and  nine  blood  cultures  were  nega- 
tive. A  complement  fixation  test  for  amebia- 
sis was  negative.  A  tuberculin  test  using 
old  tuberculin  in  a  1:10,000  dilution  was 
negative  on  August  3. 

The  electrocardiogram  was  norriial.  An 
x-ray  of  the  chest  showed  the  heart  and 
lungs  essentially  normal ;  there  was  a  l:)and- 
like  density  in  the  left  base,  and  the  left 
pleura  showed  evidence  of  calcification  in 
its  lower  portion.  This  finding  probably  rep- 
resented an  old  pleuritis  with  calcification. 
A  barium  enema  examination  and  x-rays  of 
the  esophagus  and  stomach  were  negative. 
The  fact  that  the  second  and  third  portions 
of  the  duodenum  were  never  visualized  at 
fluoroscopy  suggested  the  possibility  of  some 
pressure  from  the  extrinsic  mass  in  the 
right  upper  abdomen;  the  right  diaphragm 
was  elevated  and  moved  only  slightly.  X-ray 
examination  of  the  liver  and  spleen  follow- 
ing injection  of  Thorotrast  showed  homo- 
geneous concentration  of  the  dye  in  these 
organs  without  evidence  of  filling  defect. 

During  the  first  two  weeks  of  the  patient's 
hospital  stay  the  temperature  varied  between 
104  and  98  F.,  the  pulse  between  80  and  120, 
and  the  respirations  between  20  and  40. 
Beginning  August  7,  he  was  given  intra- 
muscular injections  of  emetine  hydrochlo- 
ride, 32  mg.  twice  daily  for  ten  days,  be- 
cause of  the  possibility  of  an  amebic  abscess 
of  the  liver.  There  was  no  response  to  this 
therapy. 

On  August  16  he  was  transferred  from  the 
medical  to  the  surgical  service  for  an  ex- 
ploratory laparotomy.  .  After  800,000  units 
of  penicillin  were  given  daily  for  three  days 
with  no  change  in  the  temperature  curve, 
an  operation  was  performed  on  August  21. 
An  incision  was  made  over  the  twelfth  rib; 
extraperitoneal  exploration  of  the  space  sur- 
rounding the  liver  posterolaterally  did  not 
reveal  any  inflammatory  reaction.  In  the 
upper  lateral  portion  of  the  liver  was  found 
a  rather  hard  nodule  about  1.5  cm.  in  size. 
Further  exploration  revealed  a  hard  white 
plaque  on  the  peritoneal  surface  covering 
the  kidiiey.  The  pathologic  diagnosis  on 
"frozen  section"  was  chronic  inflammatoiy 
tissue.  Deeper  digital  exploration  revealed 
many  hr.rd  lymph  nodes  of  various  sizes  in 


the  mesentery  and  retroperitoneal  space. 
The  gallbladder  was  identified  and  felt  to  be 
apparently  normal.  A  specimen  of  the  liver 
nodule  was  taken  and  sent  to  the  laboratory 
for  biopsy. 

On  August  25,  1947,  streptomycin  was 
started  in  doses  of  3  Gm.  daily.  The  tem- 
perature was  100  F.  on  August  27,  and 
thereafter  ranged  between  98  and  99.4  F. 
daily. 

The  patient  was  transferred  back  to  the 
medical  service  on  September  1.  Physical 
examination  was  essentially  the  same  except 
that  the  patient  felt  well  and  did  not  appear 
chronically  ill.  On  September  6,  a  skin  test 
with  purified  protein  derivative  of  tubercu- 
lin, first  strength,  was  negative  after  forty- 
eight  hours.  On  September  9,  a  test  with 
the  second  strength  purified  protein  deriva- 
tive gave  a  3-plus  reaction  in  forty-eight 
hours.  Another  agglutination  test  for  tu- 
laremia on  September  5  was  reported  as  be- 
ing negative.  The  hippuric  acid  and  galac- 
tose tolerance  tests  were  within  normal  lim- 
its. The  patient  was  continued  on  strep- 
tomycin, 3  Gm.  daily,  and  his  temperature 
ranged  between  98  and  100.2  F.  for  the 
remainder  of  the  hospital  stay.  When  he 
was  discharged  on  October  16,  the  patient 
felt  well  clinically  and  his  weight  was  145  i 
pounds. 

Discussion 

Dr.  George  T.  Harrell:  In  summary, 
this  is  the  story  of  a  severe  febrile  illness 
which  involved  the  liver  and  responded  to 
the  therapeutic  administration  of  streptomy- 
cin. The  onset  with  symptoms  suggesting 
an  upper  respiratoj'y  infection  was  followed 
by  generalized  symptoms  and  later  by  local- 
ization of  the  disease  in  the  abdomen.  Such 
a  sequence  of  events  could  follow  the  dis- 
.semination  of  an  infectious  agent  through 
the  lymphatics  or  through  the  blood  stream. 

Typhoid  fever  is  an  example  of  a  disease 
which  enters  through  the  lymphatics.  Fol- 
lowing ingestion,  typhoid  bacilli  are  phago- 
cytized  by  the  large  mononuclear  cells  in 
Peyer's  patches,  whence  they  are  carried 
through  the  intestinal  mucosa  into  the  lym- 
phatics. As  the  organisms  break  out  of  the 
regional  abdominal  lymph  nodes  into  the 
thoracic  duct,  they  are  carried  by  lymph  in- 
to the  subclavian  vein  and  thence  by  theblood 
to  the  lungs,  where  they  meet  a  large  filter  bed. 
The  lodgment  of  small  clumps  of  bacteria  in 
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the  lung  capillaries  may  give  symptoms  sug- 
gesting an  upper  respiratory  infection,  and 
many  cases  of  typhoid  are  diagnosed  as 
bronchiti>;  in  the  first  few  days.  The  infec- 
tion then  is  widely  disseminated  by  the  blood 
stream,  secondary  localization  occurring  in 
the  liver  and  biliary  passages.  In  this  case 
the  gradual  onset  of  fever,  with  steady  pro- 
gression to  high  temperature,  chills,  and 
sweating,  is  consistent  with  typhoid  fever, 
but  the  subsequent  course  is  not. 

An   organism    which   reached     the      body 
through   the   bowel,    passing   the   intestinal 
mucosal    barrier,     but     spreading     directly 
through  the  blood  stream  without  first  in- 
\  vading  the  lymphatics,  would  enter  the  portal 
■  circulation  and  be  filtered  out  in  the  liver. 
I  Amebae  invade  the  body  in  this  fashion.  If 
I  such  was  the  mode  of  spread  in  the  present 
I  case,  the  symptoms  of  an  upper  respiratory 
I  infection  must  have  been  due  to  an  intercur- 
rent disease  of  no  great  significance. 

Multiple  (Diatomic  structures  were  involv- 
ed. The  organ  first  proved  to  be  affected 
was  the  appendix;  a  report  of  the  pathologic 
findings  in  this  organ  might  prove  extremely 
informative.  It  is  known  that  the  perito- 
neum was  involved,  since  a  low-grade  peri- 
tonitis was  observed  during  the  appendec- 
tomy ;  a  peritoneal  plaque  presumed  to  be  fi- 
brotic  Wc,s  noted  at  the  second  exploration. 
The  abdominal  lymph  nodes  were  seen  to  be 
enlarged ;  the  results  of  a  pathologic  exam- 
ination of  a  node  would  shed  considerable 
light  on  the  mode  of  spread  of  the  infec- 
tion. The  liver  was  involved,  as  was  proved 
at  operation.  The  diaphragmatic  portion  of 
the  right  lobe  of  the  liver,  where  the  nodule 
was  found,  is  the  spot  where  amebic  abscess- 
es locate  most  frequently ;  aspiration  before 
the  first  operation  did  not  reveal  an  abscess, 
however.  Since  jaundice  was  not  a  clinical 
manifestation  of  the  disease,  the  periportal 
or  biliary  radicals  were  not  afl'ected ;  had  the 
central  ai-eas  of  the  liver  lobule  been  involv- 
ed, ascites  would  have  been  a  prominent  find- 
ing. The  x-rays  suggest  involvement  of  the 
lung,  though  the  presence  of  calcification  in- 
dicates that  the  lesion  was  of  long  standing 
and  possibly  inactive.  The  anatomic  distri- 
bution of  the  lesions  gives  the  impression  of 
a  widesyjread  disease  process  with  an  ai)par- 
ent  predilection  for  lymphatic  tissue. 

No  definite  etiologic  agent  was  clearly 
demonstrated.  To  judge  from  the  pathologic 


description  of  the  peritoneal  plaque,  the  pa- 
tient had  a  chronic  granuloma ;  this  type  of 
tissue  response  may  be  caused  by  many 
agents  ol"  disease. 

One  approach  to  an  etiologic  diagnosis  is 
an  analysis  of  the  po.ssible  sources  of  infec- 
tion. The  patient's  occupation  (carpenter) 
would  not  predispose  him  to  any  particular 
type  of  infection.  No  history  of  direct  con- 
tact with  an  animal  reservoir — such  as  rats 
or  rabbits — or  with  another  infected  indi- 
vidual is  given.  He  is  known  to  have  been 
exposed  to  malaria  in  the  past,  but  the  clin- 
ical course  of  the  disease  is  not  that  of  ma- 
laria. Since  his  home  was  connected  with 
a  city  water  supply,  which  is  presumed  to  be 
safe,  the  infection  must  not  have  been 
water-borne.  Though  he  did  not  have  the 
most  modern  facilities  for  sewage  disposal, 
the  fact  that  the  privy  was  downhill  from 
the  house  would  make  unlikely  direct  con- 
tamination of  food  or  water  with  sewage. 
The  most  likely  source  of  the  infecting  agent 
would  be  milk  The  patient  kept  his  own 
cows,  and  the  milk  was  not  pasteurized  be- 
fore it  was  used. 

Laboratory  data  are  helpful  in  arriving 
at  an  etiologic  diagnosis,  if  the  findings  are 
positive:  negative  findings  should  not  be 
accorded  the  same  weight.  Unfortunately 
most  of  the  diagnostic  studies  were  negative. 
The  blood  cultures  should  have  disclosed  a 
blood-stream  infection  with  the  most  com- 
mon gram-positive  or  gram-negative  bacte- 
ria. The  clinical  course  is  rather  long  and 
severe  for  the  typhoid  type  of  brucello- 
sis, but  tularemia  of  the  typhoid  type 
might  produce  exactly  this  clinical  picture. 
Brucella  might  have  been  recovered  if  the 
cultures  on  ordinary  media  were  kept  for 
several  weeks  or  if  special  media  were  used. 
The  tularense  organism  would  not  be  recov- 
ered from  blood  cultures  unless  a  special  me- 
dium containing  cystine  were  used.  The  bru- 
cella or  tularense  agglutinations  might  have 
become  positive  during  convalescence. 

Tuberculosis  is  a  disease  which  has  a  par- 
ticular affinity  for  lymphoid  tissue.  The 
x-ray  finding  of  an  old  pleuritis  with  calci- 
fication IS  compatible  with  an  initial  tuber- 
culous lesion.  Though  the  calcification  would 
suggest  that  the  lesion  was  well  walled  off",  a 
reinfection  type  of  tuberculosis  could  have 
followed  a  spread  from  this  initial  focus  even 
though  it  had  been  dormant  for  years.     A 
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reinfection  may  have  occurred  from  the  out- 
side, following  ingestion  of  contaminated 
milk.  The  negative  tuberculin  test  early  in 
the  course  of  the  illness  is  compatible  with 
an  infection  of  sufKcient  severity  to  over- 
whelm the  immune  processes ;  the  develop- 
ment of  a  positive  test  after  antibiotic  ther- 
apy and  during  convalescence  would  make 
tuberculosis  a  distinct  possibility. 

The  fact  that  the  white  blood  cell  count 
was  always  low  would  also  tend  to  favor  a 
tuberculous  etiology;  the  shift  to  the  left  in 
the  Schilling  hemogram  and  the  small 
number  of  small  lymphocytes  would  be  com- 
patible with  a  tuberculous  infection. 

A  fungus  disease  such  as  histoplasmosis 
might  be  considered,  but  the  spleen  was  not 
sufficiently  enlarged  nor  the  white  count  low 
enough.  A  larger  parasite,  Endamoeba  his- 
tolytica, may  penetrate  the  bowel,  frequent- 
ly at  the  appendix,  and  spread  to  the  liver 
through  the  portal  circulation ;  the  comple- 
ment-fixation test  was  negative,  however. 
The  use  of  Thorotrast  as  a  contrast  medium 
in  the  diagnostic  x-ray  studies  did  not  reveal 
a  metastatic  malignant  process  nor  a  diffuse 
failure  of  concentration  as  might  occur  in 
Hodgkin's  disease,  a  granulomatus  process 
of  uncertain  etiology. 

An  attempt  may  be  made  to  arrive  at  an 
etiologic  diagnosis  by  a  trial  on  chemother- 
apy. This  method  of  analysis  presupposes 
that  chemotherapeutic  drugs  are  specific  for 
restricted  groups  of  infectious  agents.  This 
principle  is  not  entirely  true,  but  the  thera- 
peutic spectrum  of  a  given  drug  is  reason- 
ably well  known.  Other  variables — such  as 
the  dosage  of  the  drug,  the  route  of  adminis- 
tration, :ind  the  duration  and  location  of  the 
pathologic  process — all  affect  the  therapeu- 
tic result. 

The  patient's  failure  to  respond  to  quinine 
is  reasonably  good  evidence  that  malaria  was 
not  the  cause  of  the  fever.  Since  quinine 
has  an  antipyretic  effect  and  is  a  general 
protoplasmic  poison,  which  affects  other  in- 
fectious sgents  as  well  as  Plasmodia,  a  good 
therapeutic  response  must  be  interpreted 
with  caution.  Diodoquin  given  by  mouth 
gives  good  results  in  amebic  dysentery  or 
amebiasis  confined  to  the  colon ;  it  is  not  ab- 
sorbed sufficiently  to  have  a  good  therapeutic 
effect  on  amebic  hepatitis.  Emetine  given 
parenterally  is  the  drug  of  choice  in  amebic 


hepatitis  or  early  abscess  of  the  liver;  the 
failure  of  an  adequate  course  of  this  drug 
would  make  amebic  infection  of  the  liver 
less  likely.  Emetine,  too,  may  have  a  non- 
specific temporary  antipyretic  effect. 

This  patient,  before  admission  to  this  hos- 
pital, had  had  a  course  of  sulfonamide  ther- 
apy which,  if  adequate,  should  have  con- 
trolled an  infection  with  the  usual  gram- 
positive  cocci  or  with  some  gram-negative 
cocci  and  bacilli.  An  unknown  amount  of 
penicillin  was  given  before  admission,  and 
an  adequate  amount  was  administered  pre-' 
operatively  in  this  hospital,  though  for  only 
three  d&ys.  The  failure  of  both  courses  of 
penicillin  to  alter  the  temperature  or  course 
of  the  disease  would  tend  to  rule  out  infec- 
tion with  sulfonamide-resistant  gram-posi- 
tive cocci,  the  gram-negative  cocci,  and  the 
spirochetes.  The  course  of  therapy  was  too 
short  to  produce  improvement  of  a  tertiary 
syphilitic  lesion,  and  it  must  be  remembered 
that  the  blood  serologic  test  may  be  negative 
at  that  stage  of  the  disease. 

Within  three  days  after  the  administration 
of  large  doses  of  streptomycin  was  begun, 
the  temperature  fell  to  normal.  It  is  true 
that  streptomycin  administered  before  ad- 
mission was  ineffective,  but  the  daily  dose 
and  duration  of  therapy  are  not  given.  Such 
a  prompt  response  to  streptomycin  would  be 
expected  in  cases  of  infection  due  to  most 
of  the  common  gram-negative  bacilli,  but  if 
any  of  these  organisms  were  present,  they 
should  have  been  grown  from  the  blood  or 
liver  with  no  difficulty.  Tularemia  responds 
rapidly  to  even  small  doses  of  streptomycin 
given  for  a  short  period  of  time;  the  clinical 
course  and  the  location  of  the  lesions  are 
compatible  with  the  typhoid  type  of  tulare- 
mia, but  the  agglutination  test,  which 
should  be  positive  after  recovery,  was  neg- 
ative. Brucellosis,  histoplasmosis,  and  Hodg- 
kin's disease  have  not  been  shown  to  re- 
spond to  the  administration  of  streptomycin. 

Ordinarily,  one  would  not  expect  streptomy- 
cin to  exert  a  beneficial  effect  before  the  sec- 
ond week  in  a  tuberculous  infection.  It  is 
conceivable,  however,  that  the  initial  course 
of  the  drug  was  sufficient  to  inhibit  multi- 
plication of  bacilli  without  eradicating  them. 
Sufficieni  inhibition  may  have  been  achieved 
to  permit  the  large  doses  of  streptomycin  to 
be  effective  in  a  much  shorter  period  of  time 
than  would  otherwise  be  anticipated.     The 
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fact  tha';  the  tuberculin  test  became  positive 
after  therapy  would  lend  additional  support 
to  the  impression  of  a  tuberculous  etiology. 
Recovery  from  tuberculosis  of  the  liver  is 
a  relatively  rare  occurrence.  Tubercles  are 
frequently  found  in  the  liver  in  the  course 
of  miliary  spread  of  the  disease.  Miliary 
tuberculosis  was  uniformly  fatal  before  the 
advent  of  streptomycin ;  the  effectiveness  of 
the  antibiotic  in  this  type  of  infection  is  still 
under  investigation'".  In  rai-e  cases  large, 
solitary  tujjercles  have  been  reported  as  the 
cause  of  recurring  fever  with  enlargement  of 
the  liver'-'.  Large  tuberculomas  should  have 
been  outlined  by  the  Thorotrast,  and  one 
would  not  expect  them  to  respond  so  prompt- 
ly to  chemotherapy'"'.  The  absence  of  jaun- 
dice would  tend  to  rule  out  retrograde  infec- 
tion along  the  small  branches  of  the  biMary 
tree — the  so-called  tubular  tuberculosis  of 
the  liver'-".  The  fact  that  laboratory  studies 
showed  no  diminution  in  liver  function 
would  suggest  that  the  lesions  were  small; 
the  response  to  streptomycin  would  indicate 
that  they  were  not  fibrotic  and  that  the  anti- 
biotic had  readily  penetrated  into  the  tu- 
bercles. 

Dr.   HarreU's   Diagnoi^es 

1.  Healed  tuberculous  pneumonitis  and 
pleuritis. 

2.  Tuberculosis  of  the  appendix  with  heal- 
ed focal  tuberculous  peritonitis. 

3.  Tuberculous  abdominal  lymphadenitis. 

4.  Tuberculosis  of  the  liver — multiple 
small  fibrocaseous  lesions  in  the  midzonal 
area  of  the  lobules. 

Anatomic  Discussion 

Dr.  Earl  R.  Baldwin,  Jr.:  The  tissue 
submitted  for  examination  consisted  of  a 
small,  grayish-white  mass.  Several  nodular 
elevations  2  mm.  in  diameter  were  noted  in 
cut  section.'^,.  Microscopic  examination  show- 
ed a  granulomatous  reaction  which  practi- 
cally destroyed  the  architecture  of  the  liver. 
There  were  numerous  areas  of  necrosis,  each 
surrounded  by  a  zone  of  round  cells,  Lang- 


hans'  giant  cells,  and  epithelioid  cells.  Be- 
yond this  zone  there  was  active  fibrous- 
tissue  proliferation. 

The  pathologic  picture  is  that  seen  in 
many  of  the  infectious  granulomas,  and  al- 
though it  is  impossible  to  make  an  etiologic 
diagnosis  on  the  basis  of  the  histologic  pic- 
ture alone,  the  response  seen  here  is  strong- 
ly suggestive  of  tuberculosis.  No  tubercle 
bacilli  were  demonstrated  by  doing  acid-fast 
stains  on  serial  sections  of  the  tissue  sub- 
mitted. 

Anatomic  Diac/iioftis 
Chronic  {/ra)U(lomatoiis  hepatitia,  suggestire 

of  fiihcrciilosis 

FoIIoir-Up  Note 

The  patient  was  transferred  to  the  West- 
ern North  Carolina  Sanatorium  on  October 
18,  1947.  Streptomycin  was  continued, 
though  the  dose  was  reduced  to  0.5  Gm. 
twice  daily  on  October  28.  On  November 
25  the  drug  was  discontinued  three  months 
after  therapy  was  started.  He  was  dis- 
charged December  18  on  limited  activity. 

About  February  1,  1948,  he  noted  after- 
noon fever  and  the  onset  of  cough  produc- 
tive of  a  half  cup  of  whitish  sputum  which 
was  occasionally  blood-flecked.  By  the  time 
of  his  return  visit  to  the  North  Carolina 
Baptist  Hospital  on  February  16,  he  had 
lost  10  pounds  in  weight.  An  x-ray  of  the 
chest  revealed  old  fibroid  changes  in  the  left 
lower  lung  field,  but  no  evidence  of  tuber- 
culosis. Acid-fast  organisms  of  atypical 
shape  were  found  in  the  sputum. 

The  diagnosis  of  tuberculosis  seems  even 
more  likely  in  view  of  the  latest  findings. 
Drug-fast  strains  of  organisms,  which  often 
are  morphologically  atypical,  may  develop 
in  the  course  of  chemotherapy. 
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Rosenkranz,   K.  and  Howard,   L.  D.:   Tubular  Tiiberculosis 
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The  toxicity  of  streptomycin  now  appears  to  be 
sufRcientlv  ?reat  to  deny  use  of  the  drug  to  those 
patients  who  are  making  satisfactory  progress 
under  conventional  forms  of  treatment.  At  present, 
most  experienced  physicians  prefer  to  reserve  the 
limited  suoply  for  patients  more  acutely  ill,  and 
especially  for  those  in  whom  the  disease  has  been 
progressive  during  recent  months,  and  no  other 
treatment  is  likely  to  be  effective.  Streptomycin  is 
of  no  lasting  or  significant  benefit  to  patients  who 
apparently  have  hotieless,  destructive  types  of  pul- 
monary tuberculosis. — H.  McLeod  Riggins,  M.D.  and 
H.  Corwin  Hinshaw,  M.D.,  Am.  Rev.  Tbc,  Aug., 
1947.  _ 

It  is  wise  to  assume  that  all  subjects  who  show 
a  positive  tuberculin  test  before  the  age  of  three 
years  have  active  infection.  In  such  children,  the 
infection  has  hardly  had  time  to  become  inactive. — 
Joseph  D.  Wassersug,  M.D.,  N.E.  .lour.  Med.,  July  3, 
1947. 
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MEOI(COLE(GAL  ABSTRACT 

J.  F.  Owen,  M.D.,  LL.B. 

Raleigh 


Insi^RANCE:    A    niisreprescntation    in 
an  anplicafion  for  a  policy   will  not 
make  the  policy  void  unless  it  is  made 
with  intent  to  deceive  or  unless  it  ma- 
teriaily  affects  the  acceptance  of  the 
risk   by   the   insure)-  and   conti-ibutes 
to  the  event  on   which  the  policy  be- 
comes payable. 
This  is  a  case  in   which  the  father  of  a 
minor  child   secured  for  her  benefit   a   pol- 
icy covering  hospital  insurance.     In  answer- 
ing the  usual  questions  he  failed  to  inform 
the   comnany   that   the   child   had   for   some 
time   suffered   from   hernia.     Subsequent   to 
the   issuance    of   the    policy   the   child    had 
an  attack  of  appendicitis  and  was  taken  to 
a   hospital,    where    an    operation    was    per- 
formed for  this  condition.     During  the  op- 
eration  the   surgeon   discovered   the  hernia 
and    repaired    it.     He     made    no    additional 
charge  for  this  service.     Because  the  insur- 
ance company  failed  to  conform  to  its  con- 
tractual   obligations,    this    suit    was    insti- 
tuted by  the  father  and  the  child  who  was 
the  beneficiary. 

The  insurance  company  alleged  in  its 
defense  that  the  failure  of  the  plaintiff 
to  reveal  the  presence  of  the  hernia  was  a 
deliberate  attempt  to  deceive,  and  that  this 
act  on  his  part  rendered  the  policy  void 
because  of  fraud. 

The  issues  submitted  to  the  jury  in  su- 
perior court  established  the  following  facts : 
(1)  that  the  policy  was  in  force  at  the  time 
of  the  operation;  (2)  that,  though  it  was 
incorrectly  stated  in  the  application  that  the 
feme  plaintiff  did  not  have  hernia,  the  state- 
ment was  not  made  with  intent  to  deceive; 
(3)  that  the  hernia  did  not  contribute  to 
her  hospitalization  and  did  not  materially 
affect  acceptance  of  the  risk  by  the  defen- 
dant insurance  company;  and  (4)  that  un- 
der the  terms  of  the  policy  the  plaintiffs 
w-ere  entitled  to  recover  $145.00,  the  sum 
alleged  to  be  due  on  the  insurance  contract. 
From  this  judgment  the  defendant  appeal- 
ed to  the  Supreme  Court. 

The  Supreme  Court  felt,  and  so  stated, 
that  the  false  answer  was  not  made  with 
intent  to  deceive,  did  not  materially  affect 
the  acceptance  of  the  risk,  and  did  not  con- 


tribute to  the  contingency  or  event  on  which 
the  policy  became  due  and  payable.  The 
child  was  sent  to  the  hospital  and  operated 
upon  primarily  because  of  appendicitis.  The 
hernia  operation  was  in  a  sense  purely  in- 
cidental, and  rendered  the  non-disclosur& 
complained  of  by  the  insurance  company  ini^ 
material.  The  judgment  of  the  court  be- 
low was  affirmed. 

(North   Carolina   Supreme   Court,   spring 
term,  1947.     Vol.  227,  p.  456.) 
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rHE  DIAGNOSIS  of  active  pulmonary  tuber- 
culosis rests  on  three  pillars — symptoms,  roent. 
g-enology,  and  the  finding  of  the  tubercle  bacillus. 
Of  this  triad  the  first  two  are  not  specific  for  the 
disease;  X-ray  shadows  can  only  suggest  the  diag- 
nosis, and  symptoms  may  be  vague  or  appear  late  i 
in  the  disease.  Physical  signs  and  tuberculin  tests 
have  definite  but  limited  diagnostic  significance. 
The  demonstration  of  tubercle  bacilli,  however, 
establishes  the  diagnosis  beyond  dispute.  In  this 
disease,  therefore,  the  laboratory  can  render  a 
unique  service  to  the  physician.  It  may  be  moi?e 
fully  utilized  if  the  possibilities  and  limitations  of 
bacteriological   methods   are  understood. 

THE  BACTERIOLOGICAL  DIAGNOSIS  OF 
PULMONARY   TUBERCULOSIS 

Diagnostic    significance    of    bacteriologic    findings. 

The  culturing  of  sputum  and/or  gastric  contents  is 
of  paramount  importance  if  a  complete  diagnostic 
picture  is  desired.  If  frequent  and  technically  expert 
studies  are  made  lioth  positive  and  negative  results 
have  a  diagnostic  importance  equalled  by  few  lab- 
oratory procedures  in  any  disease.  Under  the  con-  |_ 
ditions  .just  stated,  the  diagnostic  significance  of  4 
bacteriologic  findings  may  be  described  as  follows:    j' 

i\)    Tubercle   bacilli   are   demonstrable   in  practic- i 
allv    100    per   cent    of   patients   with   frankly   active  | 
pulmonary    tuberculosis.    Exceptions   to   this   dictuj 
ai'e:    In   a  considerable   percentage   of  patients  wi^ 
hematogenous   disseminations   and   without   cavitie 
tubercle    bacilli    cannot    be    demonstrated    for    lor_ 
periods  of  time.  In  about  20  to  30  per  cent  of  pa-  1 
tients     with     minimal,     asymptomatic     tuberculosis, 
tubercle    bacilli    cannot    be    demonstrated    with    the  | 
methods  at  present  available. 

^2)    Failure    to    find    tubercle    bacilli    on    frequent  I 
subsequent  examinations  in  patients  who  previously 
had    positive    findings,    strongly    suggests    that    the 
process  has  become  arrested. 

(3)  Failure  to  find  tubercle  bacilli  on  at  least  ter.  I 
specimens,  if  all   available  methods  have  been  used, 
practically   excludes   the   diagnosis   of  active  pulmo-  jil 
nary  tubeiculosis  with  the  exceptions  noted  above.     l| 

(4)  Demonstration   of  tubercle   bacilli    in    sputum  | 
or  gastric  contents  proves,  for  all  practical  purposes, 
the  existence   of  active   pulmonary   tuberculosis.    In 
rare  cases,  however,  tuberculous  lesions  occur  in  the  I 
upper  respiratory  tract  (including  trachea  and  large  ! 
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bronchi)  which  may  shed  bacilli  in  the  absence  of 
demonstrable  pulmonary  tuberculosis.  Nonpatho- 
genic acid-fast  bacilli,  which  resemble  but  are  not 
tubercle  bacilli,  have  occasionally  been  observed 
and  cultured  from  human  secretions.  In  case  of 
doubt,  acid-fast  bacilli  must  be  identified  by  animal 
inoculation. 

The  diagnostic  significance  of  negative  bacterio- 
logic  findings  depends  on  the  clinical  and  roentgen- 
ological picture:  In  patients  with  moderate  or  large 
amounts  of  purulent  sputum,  with  obviously  active 
pulmonary  lesions,  even  three  or  four  negative 
smears  and  concentrates  are  a  strong  argument 
against  the  diagnosis  of  pulmonary  tuberculosis. 
On  the  other  hand,  in  patients  with  minimal  or  no 
sputum  and  in  whom  the  pulmonary  lesions  are 
small,  without  cavitation  and  of  questionable  activ- 
ity, negative  bacteriologic  findings  assume  diagnos- 
tic importance  only  after  many  cultures  have  re- 
mained negative. 

Prognostic  significance  of  bacteriologic  findings. 
Disappearance  of  tubercle  bacilli  from  previously 
bacillifei-ous  secretions  suggests  that  the  process 
has  become  arrested.  Absence  of  tubercle  bacilli,  at 
least  in  smears  and  concentrates,  is  one  of  the  re- 
quirements in  the  National  Tuberculosis  Associa- 
tion's Diagnostic  Standards  for  classifying  a  pa- 
tient as   "apparently   arrested"   or   "arrested." 

Fluctuations  in  the  number  of  tubercle  bacilli  in 
sputum  and  gastric  contents  are  frequent  and  have 
little  prognostic  significance.  Grading  of  sputum 
'records  by  the  Gaffky  scale  should  be  discouraged. 
For  clinical  purposes  it  is  sufficient  to  grade  reports 
according  to  gross  distinctions,  such  as  "many 
bacilli,"  "few  bacilli"  and  "very  rare"  on  direct 
smear;  "bacilli  present  only  in  concentrates";  "spu- 
tum or  g.^stric  positive  on  culture." 

Methods  for  reasonably  accurate  estimation  of  the 
number  of  bacilli  have  been  worked  out  but  they 
are  too  complicated  for  routine  use. 

An  irksome  problem  is  the  patient  who,  after  ade- 
quate treatment,  fulfills  the  requirements  for  the 
classification  "arrested,"  but  from  whose  sputum 
or  gastric  contents  an  occasional  positive  culture  is 
obtained.  Many  such  patients  live  normal  lives  with- 
out breakdown.  There  is,  however,  some  evidence 
that  such  patients  reactivate  their  disease  more 
frequently  than  those  in  whom  all  cultures  are 
negative. 

Evaluation  of  bacteriologic  methods.  Under  the 
assumption  that  competent  laboratory  woi-k  is  done, 
one  may  expect  that  cultures  of  sputum  and  gastric 
contents  may  together  contribute  between  .30  and  40 
per  cent  of  the  total  positive  findings.  Between  60 
and  70  per  cent  of  the  new  admissions,  upon  whom 
a  positive  diagnosis  will  be  established  by  the  ex- 
amination of  smears  and  concentrates,  will  be  so 
diagnosed  by  one  of  the  first  three  examinations. 

These  figures  indicate  general  ti'ends;  they  are, 
of  course,  largely  dependent  on  the  type  of  patients 
under  consideration. 

Even  with  the  best  available  methods  it  is  not 
possible  to  demonstrate  tubercle  bacilli  in  all  patients 
with  active  tuberculosis.  This  is  due  to  technical 
deficiencies  and  because  some  patients  expel  bacilli 
only  at  irregular  intervals. 

Collection  of  Specimens.  Sputum :  Sputum  is  col- 
lected in  sterile  wide-mouthed  bottles  with  steriliz- 
able  screw-tops.  At  least  15  cc.  should  be  collected, 
even  if  it  takes  several  days  to  do  so.  Patients 
must,  of  course,  be  instructed  to  collect  only  sputum 
— that  is,  secretions  coming  up  from  below  the 
larynx,   and   not   saliva   or   postnasal   discharge. 

Gastric  contents:  Fasting  gastric  contents  must 
be  examined  in  all  patients  who  have  no  sputum  and 
those  in  which  sputum  examinations  have  been  neg- 


ative. Such  specimens  must  be  sent  to  the  laboratory 
immediately  after  withdrawal  and  must  be  prompt- 
ly prepared  for  culture,  since  prolonged  contact  with 
gastric  juice  seems  to  impair  the  viability  of 
tubercle  bacilli. 

The  Bacteriological  Diagnosis  of  Pulmonary 
Tuberculosis,  Max  I'inner,  M.D.,  Veterans  Adminis- 
tration Technical  Bulletin.  October  10,  1946.  (Orig- 
inal paper  includes  laboratory  directions  and  bibli- 
ography.) 


PUBLIC  RELATIONS 


PUBLIC  RELATIONS  AND  THE 
INDIVIDUAL  DOCTOR 

The  time  was  when  the  medical  profession 
did  not  need  to  concern  itself  about  its  re- 
lations with  the  public.  The  position  of  the 
doctor  as  a  leader  in  the  community  was  un- 
questioned, and  his  word  on  medical  mat- 
ters was  accepted  as  final.  Within  the  past 
decade  or  so,  there  has  been  a  subtle  chanore. 
The  public  has  become  better — or  worse — in- 
formed about  health  matters.  The  Reader's 
Diciest.  Time,  The  Sattn-daij  Evening  Post, 
and  other  popular  magazines  have  found 
that  the  layman  laps  up  quasi-scientific  ai'- 
ticles  on  medicine  as  a  cat  laps  cream.  More 
dangerous  is  the  potent  and  insidious  propa- 
ganda fed  the  public  by  Isadore  Falk,  the 
brains  of  the  Federal  Security  Agency,  and 
his  cohorts,  who  are  busily  engaged  in  smear- 
ing the  medical  profession  in  an  attempt  to 
bring  about  political  control  of  medical  prac- 
tice. The  millions  of  dollars  spent  by  fed- 
eral bureaucrats  and  the  personal  efforts  of 
45,000  federal  employees  to  destroy  the  con- 
fidence of  the  people  in  the  present  system  of 
medical  practice"*  are  bound  to  have  some 
infiuence. 

Part  of  the  blame  for  the  public's  more 
critical  attitude  toward  the  medical  profes- 
sion, however,  falls  on  the  doctors  themselves. 
Too  many  physicians  have  taken  advantage 
of  the  shortage  of  medical  personnel  created 
by  the  war.  A  complaint  heard  everywhere 
these  days  is  that  it  is  almost  impossible  to 
get  a  doctor  to  make  night  calls'-'.  The  long 
overdue  exposure  of  the  practice  of  accept- 
ing rebates  from  optical  houses  and  commer- 
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cial  laboratories  has  not  won  any  friends  for 
the  medical  profession. 

Whatever  the  reasons  for  the  changed  at- 
titude of  the  public  toward  their  physicians, 
it  is  obvious  that  something  must  be  done  to 
convince  people  that  the  doctors  are  their 
friends ;  that,  v\'hile  the  medical  standards 
in  this  country  are  the  best  in  the  world,  or- 
ganized medicine  is  constantly  striving  to 
raise  them  still  higher;  and  that  political 
control  of  medicine  would  inevitably  mean 
inferior  medical  care. 

The  American  Medical  Association  is  mak- 
ing a  serious  effort  to  improve  the  public,  re- 
lations of  the  medical  profession  from  the 
national  standpoint.  Our  State  Society  had 
one  of  the  first  Public  Relations  Committees 
in  the  country,  and  now,  under  the  able  lead- 
ership of  Dr.  Donald  Koonce,  this  commit- 
tee is  more  active  than  it  has  been  in  years. 
Public  relations  at  the  national  and  state 
levels  are  impoi-tant:  but  no  public  relations 
program,  regardless  of  how  vast  and  costlv 
it  mav  be.  can  succeed  without  the  cooper,'!- 
tion  of  the  county  medical  societies  and  the 
individual  doctors  who  compose  them. 

Every  county  society  in  the  state  should 
have  its  own  public  relations  committee.  One 
of  the  first  things  the  chairman  of  such  a 
committee  should  do  is  to  seek  a  conference 
with  representatives  of  the  local  paper  or 
papers.  He  should  give  them  the  names  oP 
his  committee  members,  and  tell  them  that 
any  one  of  these  doctors  will  be  glad  to 
supplv  information  about  any  medical  mat- 
ters that  may  arise.  This  committee  may 
also  assume  the  task  of  furnishing  speakers 
for  medical  talks  whenever  they  are  needed. 
Tt  is  not  too  much  to  a.sk  that  every  candidate 
for  public  office  who  lives  in  the  committee's 
sphere  of  influence  be  interviewed  bv  a  mem- 
ber of  the  committee,  bv  his  familv  doctor, 
or  bv  anv  physician  who  knows  him  well. 

Even  after  the  official  public  relations 
committees  of  the  national,  state,  and  coun- 
ty medical  societies  have  put  forth  their 
best  efforts,  the  layman's  opinion  of  the 
medical  profession  finally  boils  down  to 
his  opinion  of  the  individual  doctors  with 
whom  he  comes  in  contact.  "Good  pnbli.'' 
relations  depends  upon  good  work.s — not  so 
much  on  how  widely  we  are  known,  but  on 
how  favorably  we  are  known.  .  .  .  Our  pub- 
lic relations  cannot  be  successfully  promot- 
ed by  any  one  individual.  .  .  or  by  any  group 


hired  to  develop  this  program.  This  un- 
dertaking is  a  project  in  which  each  must 
do  his  part  .  .  .  working  as  a  team  ...  to 
inform  the  people  of  our  desire  to  be  of 
service  to  them."''" 

At  the  annual  meeting  of  the  Medical 
Society  of  Pennsylvania  in  Pittsburgh  last 
September,  one  of  the  best  exhibits  pre- 
sented was  that  of  the  Committee  on  Pub- 
lic Relations.  Members  in  attendance  were 
invited  by  one  sign  after  another  to  meet 
the  best  public  relations  man  the  medical 
profession  has.  These  signs  finally  led  to 
a  booth  containing  a  full-length  mirror. 
What  the  Pennsylvania  Medical  Society  was 
trying  to  get  across  to  its  members  is  equal- 
ly applicable  to  the  members  of  the  Medical 
Society  of  the  State  of  North  Carolina:  "Ev- 
erij  time  you  look  at  yourself  in  the  mirror, 
you  see  the  man  who  can  do  the  best  public 
relations  job  for  you  .  .  .  and  your  profes- 
sion."'^'' 

WiNGATE  M.  Johnson,  M.D. 
Winston-Salem. 

;t.  From  a  pamphlet,  "No  Idle  Challenge."  put  out  by  the 
rn<iriHnatinir  Committee  on  Public  Relations  of  the  Med- 
ical  So«-iet\'  of  the   State  of  Pennsylvania. 


CORRESPONDENCE 


To  the  Editor:  'I 

I  have  read  with  interest  and  approval 
the  editorial,  '"Preventive  Medicine  and  Vol- 
untary Health  Insurance,"  in  your  January 
issue.  The  adoption  of  the  suggestions  in 
this  editorial  would  indeed  extend  the  cov- 
erage of  voluntary  health  insurance  into  a 
more  nearly  adequate  program  to  combat 
socialized  medicine. 

The  section  dealing  with  the  payment  of 
professional  fees  for  surgical  care  only  is 
of  particular  significance.  The  obvious  con- 
clusion is  that  the  insurance  companies  have 
decided  that  hospitalization  for  an  operation 
is  of  more  importance  than  hospitalization 
for  a  medical  condition.  Payments  for  med- 
ical professional  fees  during  a  period  of  hos- 
pitalization should  be  covered  as  are  sur- 
gical professional  fees  at  present. 

There  is  one  point  of  particular  impor- 
tance not  mentioned  in  this  editorial.  As 
the  editorial  points  out,  insurance  is  bought 
to  cover  the  cost  of  unpredictable  financial 
catastrophe.     Hospital     insurance    coverage 
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has  lagged  far  behind  rising  hospital  costs. 
I  refer  not  only  to  actual  increases  in  room 
rates  and  hospital  procedures  due  to  increas- 
ed cost  of  operation,  but  to  the  expensive 
new  therapeutic  agents,  such  as  streptomy- 
cin and  penicillin,  which  medical  science  has 
made  available  in  the  last  few  years. 

Hospital  insurance  is  of  little  help  in  a 
long  and  serious  illness  which  requires  hos- 
pitalization. The  greatest  percentage  of  to- 
tal coverage  is  on  the  short  stay  of  a  few 
days  to  two  weeks  where  few  "hospital  ex- 
tras" are  required.  The  patient  who  needs 
the  maximum  help  is  the  one  who  is  forced 
to  be  away  from  work  for  a  long  period  of 
hospitalization  and  convalescence.  I  believe 
that  a  study  would  reveal  that  a  very  small 
percentage  of  total  hospitalizations  are  for 
illnesses  of  particular  severity  or  of  long 
duration.  I  am  referring  primarily  to  such 
conditions  as  a  brain  or  lung  tumor,  or 
Rocky  Mountain  spotted  fever.  Hospital  in- 
surance could  protect  the  patient  against 
illnesses  of  this  sort  by  paying  for  more 
of  the  expensive  extras  (other  than  room 
and  board)  which  cause  the  bills  to  rise  to 
such  enormous  proportions.  If  necessary, 
some  form  of  exclusion  on  minor  conditions 
(such  as  making  the  patient  pay  for  the 
first  two  days)  could  be  inserted  into  the 
policy  to  help  pay  the  cost  of  this.  I  doubt 
that  the  cost  of  covering  these  severe  ill- 
nesses would  be  enough  to  necessitate  this 
measure,  however. 

Obviously  the  insurance  comi)any  needs 
protection  against  unjustified  charges  or  ex- 
tended unnecessary  stays,  and  a  fairly  com- 
plete report  would  have  to  be  filed  with  the 
insurance  company  on  each  such  admission. 

These  thoughts  are  offered  only  as  ad- 
ditional suggestions  for  improving  our  in- 
surance protection.  We  can  all  agree  that 
the  Blue  Cross  Plans  have  done  an  amazing 
job  of  growth  and  coverage  in  the  last  few 
years.  The  job  is  not  yet  completed  and 
there  must  be  constant  improvements  in  the 
coverage  offered. 

Yours  very  truly, 

C.  T.  Hardy,  Jr. 
Business  Manager,  Private 
Diagnostic  Clinic,  Bowman 
Gray  School  of  Medicine  of 
Wake  Forest  College 
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State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  hold  a  meeting  for  the  purpose  of  licensure  by 
endorsement  of  credentials  on  May  4  at  the  Carolina 
Hotel,  Pinehurst,  at  10  a.m. 

The  board  will  hold  its  annual  written  examina- 
tion for  the  purpose  of  licensure  at  the  Sir  Walter 
Hotel,  Raleigh,  June  21-24.  Applicants  for  licensure 
by  endorsement  of  credentials  will  be  interviewed  on 
June  22,  the  board  to  convene  at  10  a.m. 


North  Carolina  Academy  of  General 
Practice 

The  North  Carolina  branch  of  the  American  Acad- 
emy of  General  Practice  was  organized  in  Greens- 
boro on  February  22.  with  ninety  doctors  present. 
Dr.  John  R.  Bender  of  Winston-Salem  was  elected 
chairman,  Dr.  W.  A.  Sams  of  Marshall  vice  chair- 
man, and  Dr.  Roscoe  McMillan  of  Red  Springs  sec- 
retary and  treasurer. 


The  North   Carolina  League  for 
Crippled  Children 

For  the  thirteenth  year,  the  North  Carolina 
League  for  Crippled  Children  invites  its  friends 
to  share  in  financing  its  work  during  the  Annual 
Easter  Seal  Campaign,  February  28  through  Easter, 
March  28.  Dui-ing  the  past  year  the  generous  con- 
tributions of  the  public  made  it  possible  to  expand 
considerably  the  program  of  the  League. 

Among  the  services  rendered  by  the  League  dur- 
ing the  past  year  were: 

1.  Medical  Care:  Specialized  care  to  insure  the 
best  possible  physical  correction  included  or- 
thopedic operations,  orthodenture  treatments, 
blood  transfusions,  clinical  treatments,  hospi- 
talization, convalescent  home  care,  and  physi- 
cian's visits  to  homes. 

2.  Artificial  Aids:  Artificial  limbs,  extension 
shoes,  crutches,  wheel  chairs,  glasses,  hearing 
aids,  and  a  plastic  ear  were  provided. 

;!.  Transportation:  To  clinics,  hospitals,  and 
schools. 

4.  Education:  a)  Special  training  classes  at  the 
University  of  North  Carolina  for  teachers  in- 
terested in  working  with  handicapped  pupils. 

b)  Summer  Educational  Center  for  handicap- 
ped children. 

c)  A  speech  correction  program  in  one  city 
school. 

d)  An  orthopedic   class  in   two   city  schools. 

e)  Bedside  teaching  in  hospitals  and  private 
homes. 

f)  Boarding  school  for  pupils  who  cannot  get 
to  and  from  public  school. 

g)  Speech  therapy  and  remedial  reading  for 
children  in  two  counties. 

h)  Educational  publicity  through  conferences 
and  bulletins  to  inform  the  public  of  the 
needs  of  crippled  children. 

5.  Research:  The  League  staff  made  a  nation- 
wide study  of  laws  pertaining  to  the  education 
of  handicapped  children.  Following  this  study, 
a  bill  was  drafted  and  introduced  to  the  1947 
General  Assembly.  The  General  Assembly  ap- 
proved  the   bill,   so   now  the   type   of  education 
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needed  by  the  handicapped  children  in  North 
Carolina  through  the  public  schools  will  be 
made  available  to  them,  as  soon  as  teachers 
can  be  trained  in  specialized  methods  needed 
for  conducting  such  classes. 
6.  Other  Services:  Referral  to  proper  agencies 
of  requests  for  services  not  available  from  the 
League.  Intei-pretation  to  parents  of  children's 
condition  and  needs  when  the  physician  was  un- 
able to  talk  with  parents.  Sujiplemented  services 
of  other  agencies  for  needs  not  included  in  scope 
of  their  program. 

The  League  is  a  private  social  agency  that  co- 
operates with,  but  does  not  duplicate  the  work 
of,  other  public  and  private  charitable  organiza- 
tions. It  aids  the  crippled  whether  the  condition 
resulted  from  accident,  disease,  infection  or  birth. 
Its  only  requirement  for  aid — a  valid  need  not 
otherwise    provided    for.     Its   main    source   of   funds 

voluntaiy  contributions  during  the  annual  Easter 

Seal   Campaigns. 

The  consistent  growth  of  the  League  during  th^ 
past  years  reflects  both  the  fundamental  need  for 
such  an  agency,  and  the  increase  of  public  confi- 
dence in  its  program.  Your  contribution  at  this 
time  will  improve  the  lot  of  one  or  more  crippled 
children.  For  whatever  your  heart  prompts  you 
to  give,  the  children  say  "thank  you  and  Happy 
Easter." 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  George  T.  Harrell,  Jr.,  professor  of  medicine, 
met  with  I'epi'esentatives  of  other  Southern  medical 
schools  at  Oak  Ridge,  Tennessee,  March  1  and  2, 
to  work  out  a  plan  whereby  the  schools  can  supply 
the  medical  research  staff  for  the  Oak  Ridge  Hos- 
pital. The  hospital  is  initiating  clinical  research  in 
the  treatment  of  leukemias  and  other  malignant 
diseases,  using  short-lived  radio-isotopes  directly 
from  the  nuclear  reactor  there.  The  Atomic  Energy 
Commission  and  Institute  of  Nuclear  Studies  at 
Oak  Ridge   jointly  sponsored  the  meeting. 

Dr.  Hai  rell  and  Dr.  David  Cayer  attended  a  course 
in  the  study  of  nuclear  energy  and  the  medical 
effects  of  the  atomic  bomb  at  the  Army  Medical 
School   in   Washington,  D.   C,   in   February. 


Miss  Gladys  E.  Frazier  of  Rochester,  New  York, 
has  joined  the  staff  of  the  department  of  neuro- 
psychiatry as  psychiatric  social  worker.  Joseph  A. 
Grassi,  former  head  of  the  psychology  department 
at  the  State  Hospital  in  Fairfield,  Connecticut,  is 
new  associate  in  clinical  psychology  at  Graylyn. 


News  Notes  from  the  University  of 
North  Carolina 

The  Department  of  Pulilic  Health  Nursing,  Scho(d 
of  Public  Health,  announces  that  a  new  course 
called  "Special  Fields  in  Public  Health  Nursing," 
has  been  added  to  the  requirements  for  candidates 
for  the  certificate  and  also  for  the  degrees. 

The  ever  increasing  demands  made  on  public 
health  nurses  indicate  that,  in  order  to  keep  abreast 
with  the  expanding  services,  knowledge  of  these 
special  fields  is  essential.  A  nationally  known  au- 
thority, a  specialist  in  his  field,  will  be  in  charge  of 
each  subject  presented.  The  course  carries  5  quar- 
ter hours  of  credit  and  is  designed  for  consideration 
of  the  functions  and  responsibilities  of  public  health 
nurses  in  the  various  phases  of  public  health  not 
already  included  in  "Maternal  and  Child  Health 
Services."  It  covers  particular  fields  of  public  health 
nursing  which  require  adaptation  in  organization 
and  administration.  These  fields  include  mental  hy- 
giene, cancer  control,  geriatrics,  tuberculosis  nurs- 
ing, and  orthopedic  nursing. 
Advantages: 

The  advantages  of  this  course  are  threefold.  It 
offers  to  the  regularly  enrolled  students  or  nurses 
an  opportunity  for  instruction  in  a  variety  of  timely 
subjects.  Those  who  wish  to  enroll  for  one  quar- 
ter of  work  during  the  summer  may  receive  in- 
struction in  the  five  subjects  offered  during  a  short 
period  of  time.  To  those  who  cannot  be  released 
from  the  ever-pressing  work  of  an  agency  for  a 
five  weeks  period,  it  is  possible  to  enroll  for  one 
week.  Those  who  wish  may  enroll  for  any  week 
which  holds  greatest  interest  for  them. 

While  this  course  is  designed  especially  for  pub- 
lic health  nurses,  other  interested  people  such  as 
community  workers,  social  workers,  health  educa- 
tors, and  teachers,  are  invited  to  enroll. 


Dr.    Manson    Meads,    instructor    in    medicine,    has 
lieen   appointed   a   "Scholar   in   Medical    Science"   by 
the  John  and  Mary  R.  Markle  Foundation  in  its  new  ■ 
post-fellowship   program   to  provide   an   oppoi'tunity 
for  promising  scientists  to  develop  as  teachers  and 
investigators.    He    is    one    of    sixteen    men    in    the  ^ 
country  to  be  named  for  such  an  appointment.  The  < 
appointment  carries  with  it  a  grant  of  $2.5,000,  pay-  , 
able  to  the  cooperating  medical   school   at  the  rate 
of  $5,000  annually  for  five  years. 


News  Notes  from  the  State  Board  of 
Health 

During  1947,  according  to  the  provisional  report 
of  the  Bureau  of  Vital  Statistics,  113,020  babies 
were  born  in  North  Carolina,  an  increase  of  12,425 1 
over  the  previous  year.  The  1947  birth  rate  of  29.3 1 
is  the  highest  since  1925,  when  a  birth  rate  of  29.?! 
was  recorded.  The  1946  birth  rate  in  North  Car- 
olina  was   26.3. 

The  infant  mortality  rate  last  year  was  only  35.4, 
as  compared  with  37.9  the  previous  year — a  de- 
crease of  2.5.  The  infant  mortality  rate  is  based 
on  the  number  of  babies  under  a  year  old  who  die, 
for  every  one  thousand  live  births.  The  maternal 
death  rate  last  year  was  1.8,  compared  with  2.0  the 
previous  year.  This  rate  is  based  on  the  number  of 
mothers  who  die  for  every  one  thousand  live  births. 

Births  outnumbered  deaths  in  North  Carolina  last 
year,  by  more  than  three  to  one.  The  death  rate 
for  1947  was  7.8,  with  30,252  deaths  from  all  causes. 
There  weie  just  6  deaths  from  typhoid  fever,  33 
from  diphtheria,  54  from  whooping  cough,  and  2 
from  malaria.  Death  rates  from  degenerative  dis- 
eases continue  to  climb.  Of  the  30.252  deaths  from 
all  causes  reported  to  the  State  Board  of  Health 
last  year,  13,643  were  caused  by  diseases  of  the 
heart  and  circulatory  system.  The  death  rate  froK 
pulmonary  tuberculosis  last  year  was  only  25.4,  ai| 
compared  with  27.9  in  1946. 
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111  recog'nition  of  the  work  being  clone  by  Miss 
Annie  Gaynor,  city  health  nuise,  in  connection  with 
the  club's  Hard-of-Hearing  Project,  the  Rocky  Mount 
Exchange  Club  designated  one  of  its  regular  weekly 
meetings  as  "Annie  Gaynor  Night."  J.  D.  Weaver, 
past  president  of  the  club,  after  reviewing  the  ac- 
complishments of  the  Hard-of-Hearing  Project,  pre- 
sented Miss  Gaynor  with  a  traveling  bag  as  a  token 
of  appreciation  for  the  faithful  work  she  is  doing  in 
the  Rocky  Mount  Schools  to  determine  which  of  the 
children  have  hearing  deficiencies. 


Last  year  Dr.  R.  A.  Kesler,  chairman  of  the  Amer- 
ican Veterinary  Medical  Association's  special  com- 
mittee on  rabies,  called  a  meeting  of  representatives 
of  the  American  Public  Health  Association,  the 
American  Medical  Association,  the  United  .States 
Public  Health  Service  and  other  interested  oigani- 
zations,  which  was  held  at  the  University  of  Penn- 
sylvania. The  Conference  unanimously  agreed  that 
in  a  program  for  the  control  of  rabies  in  the  United 
States  prime  consideration  must  be  given  to  ( 1 )  ade- 
quate diagnostic  facilities,  (2)  the  control  of  animals 
capable  of  transmitting  the  disease,  and  (.3)  mass 
immunization  of  susceptible  animals,  particularly 
dogs. 

Control  mea.sures  for  animals  capable  of  trans- 
mitting rabies  should  include: 

(a)  Licensing  of  all  dogs. 

(b)  Proper  disposition  of  ownerless,  unwanted  and 
stray  domestic  animal  pets. 

(c)  As  soon  as  rabies  appears  in  a  community, 
strict  control  of  all  dogs  should  be  enforced  for  what- 
ever period  of  time  may  be  considered  necessaiy. 
Dogs  should  not  be  permitted  to  run  at  large. 

(d)  Dogs  which  have  bitten  persons  or  other  ani- 
mals, and  dogs  which  are  suspected  of  having  rabies 
should  be  confined  in  a  suitable,  authorized  place 
under  veterinary  supervision  for  a  period  of  not  less 
than  fourteen  days. 

(e)  Dogs  known  to  have  been  exposed  to  rabies 
should  be  destroyed  or  kept  confined  for  a  period  of 
not  less  than  six  months. 

(f)  Dogs  under  6  months  of  age,  being  particu- 
larly susceptible  and  less  satisfactorily  immunized 
than  older  animals,  should  be  confined  until  the  area 
is  certified  as  officially  free  of  rabies. 

(g)  Tho  control  program  should  be  continued  for 
a  period  of  at  least  90  days  subsequent  to  the  last 
reported  case  of  the  disease. 

(h)   Should   rabies  be  found  to   exist   in   wild   life 
prompt    arrangements    should    be    made    for    active 
cooperation  with  the  U.  S.  Fish  and  Wild  Life  Ser- 
vice and  the  analogous  agency  of  the  state  involved. 
Mass  Immunization. — The    vaccination     of     dogs, 
combined  with  other  control   measures   as   indicated 
herein,  provides   the   most   satisfactory   method   for 
the  prompt  control  of  rabies.  Vaccinated  dogs,  when 
ebil*     properly    tagged,    may    be    allowed    at    large    thirty 
days  after  vaccination.     Vaccination   should   consist 
of  at  least  one   injection   of   an   immunization   dose 
can     of  an  accepted  canine  rabies  vaccine.     Evidence   in- 
dicates that  a  single  5  cc.  subcutaneous  injection  of 
an  approved  vaccine  is  eff'ective  in  a  mass  vaccina- 
tion progiam.  However,  the  injection  of  three  doses 
of  vaccine  in  5  cc.  amounts  a  week  apart  provides 
greater  immunization   and   should   be   advised   when 
practical.     For    permanently    reducing    the    number 
™of    susceptible    dogs,    it    should    be    suggested    that 
|o\vners  have  their  dogs  immunized  annually. 
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News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Mrs.  Charles  E.  Piatt  of  Charlotte,  a  member  of 
the  Board  of  Directors  of  the  North  Carolina  Tu- 
berculosis Association  for  twenty-four  years,  died 
on  February  12. 


New  Public  Health  Nursing  Course 
AT  North  Carolina  College 

Miss  Esther  Henry,  R.N.,  B.S.,  M.S.,  of  New 
York  city,  has  been  appointed  director  of  the  course 
of  Public  Health  Nursing  at  the  North  Carolina 
College  in  Durham.  Miss  Henry  has  a  rich  expe- 
rience with  official  and  non-official  agencies.  The 
appointment  of  Miss  Henry  and  the  opening  of  the 
first  postgraduate  course  in  public  health  nursing 
at  North  Carolina  College  is  the  realization  of  a 
dream  of  the  late  Dr.  .James  E.  Shepard. 


Second  District  Medical  Society 

The  Second  District  Medical  Society  met  at  New 
Bern  on  February  18  as  guests  of  the  Craven 
County  Medical  Society.  The  meeting  was  called 
to  order  by  Dr.  William  Willis,  and  a  delicious 
turkey  dinner  was  enjoyed.  About  a  hundred  doc- 
tors and  guests  were  present.  After  dinner  Dr. 
W.  L.  Thomas,  assistant  professor  of  gynecology 
at  the  Duke  University  School  of  Medicine,  read  a 
paper  on  "Psychosomatic  Gynecology."  This  paper 
was  discussed  by  Dr.  Leslie  Lee  of  Kinston,  Dr. 
John  C.  Tayloe  of  Washington,  and  Dr.  Paul  Whit- 
aker  of  Kinston.  Dr.  R.  D.  McMillan,  secretary  of 
the  North  Carolina  Medical  Society,  then  made  an 
address  . 

It  was  decided  to  have  the  next  meeting  at 
Kinston.  Dr.  Floyd  Wooten  was  elected  president 
and  Dr.  Leslie  Lee  secretary. 


Fourth  District  Medical  Society 

The  Fourth  District  Medical  Society  met  with 
the  Edgecombe-Nash  Counties  Society  in  Rocky 
Mount  on  February  10.  Dr.  K.  D.  Weeks  spoke  on 
"Congenital  Heart  Disease"  and  Dr.  Kenneth  Wright 
on  "Hernia." 


Forsyth  County  Medical  Society 

Dr.  Louis  N.  Katz  of  Chicago  was  guest  speak- 
er at  the  February  meeting  of  the  Forsyth  County 
Medical  Society,  held  in  Winston-Salem  on  February 
10.  His  subject  was  "Principles  of  Digitalis  Ther- 
apy." 


New  Hanover  County  Medical  Society 

The  February  meeting  of  the  New  Hanover  Coun- 
ty Medical  Society  was  held  at  the  U.  S.  Naval 
Hospital,  Camp  Lejeune,  where  the  members  of 
the  Society  were  guests  at  the  Naval  Hospital. 
Following  dinner  Dr.  R.  B.  Rodman  spoke  on  "Hy- 
pertension" and  Dr.  W.  S.  Dosher  on  "Newer  Ad- 
vances in  Obstetrics." 

Recently  the  chiefs  of  the  Medical  and  Surgical 
Services  at  Camp  Lejeune  presented  papers  at  the 
regular  monthly  meeting  of  the  New  Hanover  Coun- 
ty Medical  Society. 
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News  Notes 

Dr.  Thomas  F.  Vestal,  for  the  past  five  years 
director  of  the  Division  of  Tuberculosis  Control  of 
the  State  Board  of  Health,  resigned  last  month  to 
become  superintendent  and  medical  director  of  the 
Forsyth  County  General  Hospital  and  Home  for  the 
Indigent  and  Infirm. 


Recording  Your  Data  in  the  New 
American  Medical  Directory 

The  American  Medical  Association  reports  that 
115,000  physicians  have  returned  their  Directory  In- 
formation Cards  supplying  data  for  the  new  Amer- 
ican Medical  Directory  now  being  compiled.  Those 
physician;  who  have  received  these  cards  and  have 
not  returned  them  are  urged  to  do  so  at  once.  This 
information  is  needed  for  your  listing  in  the  1940 
directory. 

Please  use  the  card  that  has  been  addressed  to 
you,  as  it  bears  the  serial  number  which  has  been 
assigned  to  your  data.  If  a  card  is  received  by 
you  addressed  to  another  physician  who  has  moved 
away,  return  the  card  with  the  doctor's  new  address 
written  on  the  slip  bearing  his  name  and  serial 
number  if  you  can  supply  the  information. 

Befoi-e  filling  out  your  card,  check  the  list  of 
specialties  on  the  back  of  the  card  and  select  only 
one  specialty,  indicating,  in  the  space  provided  on 
the  front  of  the  card,  either  that  your  practice  is 
limited  to  that  specialty  or  that  you  give  special 
attention  to  that  branch  of  medicine  along  with 
general  p)actice.  Fill  in  the  lines  marked  "Intern" 
and  "Resident"  only  if  you  are  now  serving  an 
internship  or  residency  in  a  hospital. 

A  second  request  with  a  duplicate  Information 
Card  will  be  sent  very  soon  to  all  physicians  from 
whom  cards  have  not  been  received  so  that  they 
may  have  an  opportunity  to  supply  the  necessary 
information   for  their  listing   in   the   Directory. 

In  checking  the  information  cards  received  from 
physicians,  the  Directory  Department  of  the  A.M. A. 
reports  that  it  becomes  increasingly  apparent  that 
many    are    not    aware    of    the    difference    between 
"Membership"    and    "Fellowship"    in    the    American 
Medical  Association.  Here  are  the  ofhcial  definitions: 
Every  MEMBER  in  good  standing  in  the  con- 
stituent   medical    association    of    the    state    in 
which  he  is  engaged  in  practice  whose  name  is 
officially  reported  to  the  Secretary  of  the  Amer- 
ican Medical  Association  for  enrollment  becomes 
automatically    a    MEMBER    of    the    American 
Medical    Association    and    is    not    called    on,    as 
such,   to  pay  any  dues   or  to   contribute   finan- 
cially   to   the    Association. 

MEMBERS  of  the  American  Medical  Associa- 
tion are  eligible  to  apply  for  FELLOWSHIP. 
To  qualify  as  a  FELLOW,  a  MEMBER  in  good 
standing  is  required  to  make  formal  applica- 
tion for  FELLOWSHIP,  to  pay  FELLOWSHIP 
dues  and  to  subscribe  for  The  Journal.  Applica- 
tions must  be  approved  by  the  Judicial  Coun- 
cil. FELLOWSHIP  dues  and  subscription  to 
The  Journal  are  both  included  in  one  annual 
payment  of  $12.00,  which  is  the  cost  of  The 
.lournal  to  subscribers  who  are  not  FELLOWS. 
MEMBERS  of  constituent  state  medical  asso- 
ciations pay  dues  to  those  bodies,  but  as  MEM- 
BERS they  pay  nothing  to  the  American  Med- 
ical Association.  FELLOWS  pay  dues  and  sub- 
scription to  The  Journal  in  the  sum  of  $12.00 
a  year,  which  has  nothing  to  do  with  county  or 
state  dues. 


According   to    an    amendment   to    the    By-Laws 
of  the   American   Medical  Association,  no  phy- 
sician may  be  officially  recorded  as  a  MEMBER 
of  the  American  Medical  Association  except  on 
the  basis  of  membership  in  one  constituent  state 
medical  association,   and   that  one   the   associa- 
tion  of  the   state   in   which   the   physician   con- 
cerned  maintains   legal   residence   and   engages 
in   the   practice   of   medicine. 
Each  Fellow  receives  a  Fellowship  Card  from  the 
Association    annually    as    payment    of    his    dues    is 
recorded,  which  card  is  presented  for  admission  to 
the  Annual  Meetings  of  the  Association. 

Physicians  who  are  eligible  for  Fellowship  should 
make  formal  application  immediately  so  that  they 
may  attend  the  Chicago  Session  and  so  that  a  rec- 
ord of  theii-  Fellowship  may  be  received  in  time 
to  include  the  Fellowship  symbol  in  their  data 
listed    in   the   new  American   Medical   Directory. 


Mental  Hygiene  Society  of  Virginia 

The  eleventh  annual  meeting  of  the  Mental  Hy- 
giene Society  of  Virginia  was  held  at  the  Medical 
College  of  Virginia  in  Richmond  on  February  19. 


Seminar  in  Psychiatry 

The  Department  of  Mental  Hygiene  and  Hos-* 
])itals.  the  American  Psychiatric  Association,  the 
Medical  Society  of  Virginia,  and  the  U.  S.  Public 
Health  Service  have  planned  a  two-week  seminar 
in  psychiatry,  to  be  held  in  Richmond  from  April 
5,  to  April  16  inclusive.  During  this  two-week 
period  it  is  expected  that  the  various  phases  of 
mental  disease  and  hospital  treatment  will  be  cov- 
ered by  such  widely  known  physicians  as  Dr. 
Franklin  G.  Ebaugh,  Director  of  the  Colorado  Psy- 
chopathic Hospital,  Denver,  Colorado;  Dr.  Thomas 
M.  French,  Chicago  Institute  of  Psychoanalysis;  Dr. 
Samuel  W.  Hamilton,  Superintendent  of  Essex 
County  Hospital,  New  Jersey;  Dr,  Gregory  Zil- 
boorg,  New  York  City;  Dr.  R.  Finley  Gayle,  Dr. 
David  C.  Wilson,  Dr.  J.  Asa  Shield,  of  Virginia; 
Dr.  John  Whiteborn,  Johns  Hopkins  University; 
Dr.  Winfred  Overholser,  Washington,  D.  C,  Pres- 
ident of  tl)e  American  Psychiatric  Association;  Dr. 
Frederick  H.  Allen,  Director  of  the  Philadelphia 
Child  Guidance  Clinic;  Dr.  Leo  Kanner,  Johns  Hop- 
kins University:  Dr.  Robert  H.  Felix,  U.  S.  Public 
Health  Service;  Dr.  C.  C.  Burlingame,  of  the  In- 
stitute for  Living,  Hartford,  Connecticut:  Dr.  Le- 
land  Hinsie,  Professor  of  Psychiatry,  Columbia;  Dr. 
Abraham  Myerson.  Boston,  Massachusetts;  Dr.  No- 
lan D.  C.  Lewis,  New  Y'ork  City,  and  many  others. 

There  will  be  no  charge  for  attendance  at  this 
seminar  and  it  will  be  open  to  all  physicians,  psy- 
chologists, and  associated  workers  in  the  field  of 
psychiatry. 


Ophthalmologic  Clinics  on  Beta 
Irradiation  With  Radium  "D" 

A.  D.  Ruedemann.  M.D.,  F.A.C.S.,  Professor  and 
head  of  the  Department  of  Ophthalmology,  Wayne 
University  College  of  Medicine,  Detroit,  will  give 
clinics  on  Beta  irradiation  in  Ophthalmology  at  the 
City  of  Detroit  Receiving  Hospital,  Macomb  and 
St.  Antoine  Streets,  every  other  Wednesday  from  10 
to  noon  until  June,  beginning  March  10.  The  use  of 
the  new  radium  "D"  ophthalmologic  applicator  will 
be  demonstrated.  All  ethical  specialists  are  invited 
to  attend. 
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American  Association  of  Industrial 
Physicians  and  Surgeons 

The  thirty-third  annual  meeting  of  the  American 
Association  of  Industrial  Physicians  and  Surgeons 
and  participating  allied  groups  will  be  held  at  the 
Hotel  Statler  in  Boston,  March  27-April  4.  Physi- 
cians, nurses,  and  all  persons  interested  in  the  field 
of  industrial  medicine  ai'e  invited  to  attend. 


consist  of  representatives  of  public  and  private  or- 
ganizations and  agencies  in  the  country  concerned 
with  various  phases  of  the  nation's  health.  Pre- 
liminary estimates  are  that  700-800  people  will  at- 
tend the   Assembly  sessions. 


The  American  Society  for  the  Study 
OF  Sterility 

The  American  Society  for  the  Study  of  Sterility 
is  holding  its  Fourth  Annual  National  Session  on 
June  21  and  22,  1948,  at  the  Congress  Hotel  in 
Chicago.  The  two-day  program  will  be  divided 
into  a  special  series  of  panel  discussions  on  male 
infertility,  with  papers  to  be  read  on  female  and 
miscellaneous  infertility  aspects  on  the  second  day. 

Additional  information  may  be  obtained  from  the 
secretary.  Dr.  John  O.  Haman,  490  Post  Street, 
San  Francisco  2,  California. 


Sixteen  Scholars  in  Medical  Science 
Announced  by  Markle  Foundation 

Sixteen  young  scientists  have  been  appointed  as 
the  first  group  of  Scholars  in  Medical  Science,  under 
the  plan  announced  last  fall  by  the  John  and  Mary 
R.  Markle  Foundation  to  support  qualified  young 
scientists  who  wish  to  make  a  career  in  academic 
medicine.  The  Scholars  were  selected  from  candidates 
nominated  by  accredited  medical  schools  in  the 
United  States  and  Canada  by  regional  committees 
appointed  by  the  Foundation.  Toward  the  support 
of  the  Scholars  and  their  research  the  Foundation 
has  allocated  a  total  of  $400,000  to  their  respective 
medical  schools,  each  school  to  receive  $25,000  pay- 
able at  the  rate  of  $5,000  annually  for  five  years. 

As  faculty  members  of  the  participating  medical 
schools,  the  Scholars  will  devote  the  next  five  years 
to  teaching  and  research,  at  the  end  of  which  time 
they  will  have  had  an  opportunity  to  become  estab- 
lished teachers  and  investigators.  According  to 
John  M.  Russell,  Executive  Director  of  the  Founda- 
tion, an  undetermined  number  of  Scholars  will  be 
appointed  each  year  for  the  next  few  years  for  the 
long-range  purpose  of  strengthening  the  faculties 
of  medical  schools,  and  medical  education  generally. 

Among  the  sixteen  Scholars  whose  apnointments 
begin  in  ::948  are  Ivan  W.  Brown.  Jr.,  of  the  Duke 
University  School  of  Medicine,  whose  field  of  re- 
search is  injury  produced  bv  transfusion;  and  Man- 
son  Meads,  of  the  Bowonan  Gray  School  of  Medicine, 
whose  field  of  research  is  infectious  diseases. 


Federal  Security  Agency 

Oscar  R.  Ewing,  Federal  Security  Administrator, 
has  announced  the  formation  of  a  National  Health 
Assembly,  to  be  held  in  Washington,  May  1-4. 
The  Assembly  is  being  set  up  as  a  result  of  the 
message  of  President  Truman  to  Mr.  Ewing  of 
January  30  in  which  Mr.  Ewing  was  requested  to 
develop  feasible  national  health  goals  for  the  next 
ten  years. 

Twenty-four  national  leaders  in  various  fields 
have  been  invited  by  Mr.  Ewing  to  serve  on  the 
executive   committee    of   the   Assembly,   which    will 


United  States  Public  Health  Service 

Dr.  Leonard  A.  Scheele,  assistant  surgeon  gen- 
eral of  the  United  States  Public  Health  Service  and 
director  of  the  Cancer  Institute,  has  been  named  to 
succeed  Dr.  Thomas  Parran  as  surgeon  general  when 
the  latter's  term  expires  in  April. 

Previously  withheld  from  publication  for  security 
reasons,  results  of  research  on  the  blood  fluke  in- 
fection, schistosomiasis,  have  been  released  by  the 
U.  S.  Public  Health  Service  of  the  Federal  Security 
Agency  in  "Studies  on  Schistosomiasis,"  National 
Institute  of  Health  Bulletin  No.  189. 

The  212-page  "Studies  on  Schistosomiasis"  may 
be  purchased  through  the  Superintendent  of  Docu- 
ments, Government  Printing  Office,  Washington  25, 
D.  C,  at  50  cents  per  copy. 

*     *     *     * 

FellowshiDs  leading  to  a  Master's  Degree  in  Public 
Health  in  the  field  of  Health  Education  are  again 
being  offered  to  anv  Qualified  United  States  citizen 
between  the  ages  of  22  and  40,  according  to  a  state- 
ment released  recently  bv  the  United  States  Public 
Health  Service,  Federal  Security  Agencv.  Funds  are 
available  through  a  grant  from  the  National  Foun- 
dation for  Infantile  Paralysis. 

Information  and  application  blanks  may  be  ob- 
tained bv  wi-iting  the  National  Foundation  for  In- 
fantile Paralysis,  120  Broadway,  New  York  5,  New 
York. 


National  Negro  Health  Week 

April    4-April    11,    1948 

The  need  for  a  health  plan  for  the  individual 
Negro  and  his  family  will  be  emphasized  in  this 
years  National  Negro  Health  Week,  scheduled  for 
Aoril  4  to  11.  Chairman  of  the  Health  Week  Com- 
mittee IS  Dr.  Roscoe  C.  Brown,  chief  of  the  Office 
of  Negro  Health  Work,  Public  Health  Service,  Fed- 
eral Security  Agency. 

Special  tribute  will  be  oaid  to  Booker  T.  Wash- 
ington, whose  birthday  will  be  celebrated  on  Aoril  5. 
Dr.  Washington  founded  the  Health  Week  move- 
ment in  1915.  After  his  death,  the  annual  program 
was  carried  on  at  Tuskegee  Institute  and  Howard 
University  until  19.''.2,  when  it  was  made  a  part  of 
the  Public  Health   Service  year-round   activities. 

The  theme  of  this  year's  National  Negro  Health 
Week  will  be  "A  Practical  Health  Program  for 
Myself  and  My  Familv.  Learn  what  we  ought  to 
know — Health  Education.  Do  what  we  ought  to 
do — Healthful  Living." 

Groups  interested  in  taking  part  in  National 
Negro  Health  Week  activities  may  obtain  informa- 
tion and  supplies  by  writing  Dr.  Roscoe  C.  Brown, 
chief,  Office  of  Negro  Health  Work,  U.  S.  Public 
Health  Service,  Federal  Security  Agency,  Wash- 
ington 25,  D.  C.  For  information  about  the  ob- 
servance of  Health  Week  in  their  owm  communi- 
ties, they  may  get  in  touch  with  their  state,  county 
or  local  health  department. 

(BULLETIN    BO.\RD    CONTINUED    ON    PAGE    172) 
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A  Text-Hook  of  I'atholojjv.  Bv  William 
Boyd,  M.D.,  Dipl.  Psvch.,  M.R.C.P.,  Edin.; 
F.R.C.P.,  Lond.;  LL.D.,  Sask.;  M.D.,  Oslo; 
F.R.S.C.  Professor  of  Pathology  and  Bac- 
teriology of  the  University  of  Toronto. 
Ed.  5.  Price,  $10.00.  1049  pages.  Philadel- 
phia: Lea  and  Febiger,  1947. 

The  latest  revision  of  this  fine  standard  textbook 
continues  the  high  standard  set  in  previous  edi- 
tions. The  subtitle,  "An  Introduction  to  Medicine," 
sets  the  tone  of  the  book.  Pathology  is  presented 
with  a  physiologic  outlook  in  an  attempt  to  bring 
together  knowledge  on  disease  processes  from  all 
the  fields  of  medicine.  The  first  portion  discusses 
general  principles  of  pathologic  processes.  The  sec- 
ond portion  discusses  lesions  in  specific  organs. 

The  book  is  very  generously  illustrated  with  pho- 
tographs and  photomiciographs — a  technique  which 
gives  a  true  representation  of  the  changes  seen  vis- 
ually. A  few  drawings  are  used,  of  which  some 
are  in  color;  they  add  little  to  the  book.  The  few 
color  photographs  are  far  superior.  Many  I'efer- 
ences  are  quite  old. 

The  book  is  not  intended  to  be  used  as  a  reference 
book  by  practicing  pathologists.  It  is  written  from 
the  viewpoint  of  the  student,  both  undergraduate 
and  graduate.  It  should  be  very  useful  for  prac- 
ticing physicians  who  wish  to  review  the  subject  or 
to  get  a  fresh  outlook  on  disease  in  their  patients. 


Derniatologic  Clues  lo  Internal  Disease.  By 

Howard  T.  Behrman.  ]\I.  D.,  .Assistant 
Clinical  Professor  of  Dermatology,  New 
York  University  College  of  Medicine.  Ifi.^ 
pages.  Price.  $.5.00.  New  York:  Grune  and 
Stratton,  Inc.,  1947. 

The  preface  of  this  book  states  that  there  is  an 
apparent  need  for  a  correlation  of  the  manifesta- 
tions of  skin  disorders  with  those  arising  in  some 
visceral  dysfunctions.  If  correlation  is  to  be  con- 
sidered the  author's  purpose,  it  is  this  reviewer's 
opinion  that  he  falls  far  short  of  the  goal.  The 
book  consists  of  an  alphabetical  list  of  diseases, 
ranging  from  acanthosis  nigricans  to  yellow  fever, 
with  a  brief  description  of  the  cutaneous  lesions 
that  may  appear  in  each  condition.  Little  attempt 
is  made  io  distinguish  between  rare  cutaneous 
lesions  and  the  more  common  types  that  are  useful 
for  diagnosis.  No  correlation  is  oft'ered  between  the 
various  diagnostic  categories  discussed,  even  when 
the  skin  lesions  are  similar,  and  little  efl'ort  is  made 
to  correlate  the  skin  findings  with  the  more  basic 
internal  dysfunction. 

As  the  descriptions  are  listed  only  by  diagnosis, 
it  is  necessary  to  make  the  diagnosis,  or  susuect 
it,  before  co7isulting  the  text.  The  inclusion  of  the 
term  "clues"  in  the  title  is  therefore  somewhat 
misleading.  The  author  states  that  he  has  avoided 
"lengthy  dissertations''  and  "disconcerting  theoreti- 
cal controversies,"  and  the  text  thus  contains  no  in- 
dication that  there  might  be  any  diff'erence  of 
opinion  among  authorities  about  any  of  the  topics 
mentioned.  As  there  is  no  index  and  no  table  of 
contents,  the  book  would  be  most  difficult  to  use  for 
reference,  especially  in  conditions  that  have  been 
given  more  than  one  diagnostic  term. 

The  photographs  are  the  most  interesting  part 
of  the  book,  118  illustrations  being  offered. 


Handbook    of    Conirnunicable    Diseases.    By 

Franklin  H.  Top,  A.B.,  M.D.,  M.P.H., 
F.A.C.P.,  Medical  Director,  Herman  Kiefer 
Hospital;  Clinical  Professor  of  Preventive 
Medicine  and  Public  Health,  Wayne  LTni- 
versity  College  of  Medicine;  Exti-amural 
Lecturer  in  Infectious  Diseases  and  Epi- 
demiology, School  of  Public  Health,  Uni- 
versity of  Michigan;  Consultant,  Preven- 
tive Medicine  Section,  Surgeon  General's 
Office,  United  States  Anny.  Ed.  2.  Price 
$9.50.  992  pages.  St.  Louis:  The  C.  V. 
Mosby  Company,  1947. 

The  author  continues  the  useful  organization  of 
material  found  in  the  first  edition.  The  relation- 
ship between  the  infecting  agent  and  the  immunity 
of  the  host  is  considered.  The  methods  of  pre- 
venting communicable  disease  and  the  principles 
of  nursing  care,  both  in  the  home  and  in  the  hos- 
pital, are  covered.  The  specific  diseases  are  classi- 
fied by  the  poital  of  entry  into  the  body — respiratory 
tract.  g.".r,trointestinal  system,  mucous  membranes, 
or  skin.  Each  classification  is  further  subdivided 
accoi'ding  to  the  type  of  infecting  agent — fungi, 
bacteria,  or  viruses. 

The  appendix  contains  informative  tables  on  the 
frequency  of  complications  in  the  most  common 
infectious  diseases,  and  on  quarantine  regulations, 
sninal  fluid  findings,  and  the  schedule  for  theranv 
of  syphilis.  Both  the  black-and-white  and  the  color 
illustrations  are  good.  References  to  specific  points 
and  general  references  have  been  kept  up  to  date 
and  are  found  at  the  end  of  each  chapter. 

Many  additions  have  been  made  to  the  second 
edition,  such  as  the  chapters  on  atypical  pneu- 
monia, rheumatic  fever,  and  infectious  hepatitis. 
In  some  olaces  throughout  the  book  the  discus- 
sions of  chemotherapy  are  not  always  up  to  date, 
but  advances  in  this  field  are  very  rapid.  It  is  sur- 
prising that  the  author  has  kept  so  well  abreast 
of  recent  practice.  The  book  is  recommended  for 
students  and  practitioners. 


Elements  of  Genetics.  By  Edward  C.  Colin, 
Ph.D.,  Chicago  Teachers' College.  Ed.  2.  402 
nages.  Price,  $-3.50.  Philadelphia:  The  Blak- 
'ston  Company,  1946. 

The  second  edition  of  Colin's  textbook  of  genetics 
carries  the  subtitle,  "Mendel's  Laws  of  Heredity 
with  Special  .Application  to  Man."  The  material 
covered  has  been  thoroughly  revised  and  brought  up 
to  date  since  the  1941  edition.  The  author  states 
that  his  purnose  is  to  present  a  clear  and  readable 
account  )f  the  elements  of  the  science  of  genetics, 
and  he  has  succeeded  in  covering  the  essential  prin- 
ciples in  a  concise  and  easily  understandable  man- 
ner. 

The  importance  of  hereditary  factors  in  deter- 
mining pi'edisposition  to  disease  is  rapidly  becoming 
more  widely  recognized.  Physicians  are  finding  that 
a  ready  source  of  reference  to  basic  principles  of 
genetics  is  increasingly  useful.  This  book  is  recom- 
mended as  an  adequate  source  of  basic  information, 
and  throughout  the  text  one  will  find  examples  of 
the  application  of  principles  to  specific  situations  in 
human  families. 

A  glossary  of  genetic  terms  is  appended,  and  the 
index  is  adequate  for  easy  reference.  The  text  is 
illustrated  liy  ninety  photographs  and  drawings. 
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Minor  Surgery.   By   Frederick  Christopher, 

M.D.,  F.A.C.S.,  Associate  Professor  of  Sur- 
gery at  Northwestern  University  Medical 
School,  Chief  Surgeon,  Evanston  (Illinois) 
Hospital.  Ed.  G.  1058  pages,  937  illustra- 
tions on  595  figures.  Price,  $12.00.  Phila- 
delphia &  London:  W.  B.  Saunders  Com- 
pany, 1948. 

This  volume  piesents  a  detailed  review  of  the 
literature  on  each  subject  discussed,  and  in  this 
fact  lies  its  major  fault.  For  example,  451  refer- 
ences are  given  on  open  lesions  and  409  on 
injuries  of  the  upper  extremities.  So  numerous  are 
the  authors  quoted  that  their  various  opinions,  at 
times  contradictory,  produce  confusion  instead  of 
giving  a  definite  idea  as  to  pathogenesis,  diagnosis 
and  treatment.  In  this  lespect,  and  in  the  organ- 
ization, this  volume  falls  far  below  the  high  standard 
set  by  the  author's  Textbook  of  Surgery. 

The  relative  lack  of  organization  produces  fre- 
quent repetitions,  and  a  particular  example  of 
wasted  space  is  the  nearly  identical  paragraphs  on 
tennis  leg  found  on  pages  6  and  749.  Drugs  and 
dosage  are  given  in  the  apothecary  or  metric  sys- 
tem, apparently  without  plan;  and  occasionally  both 
are  used  in  the  same  prescription,  the  drugs  being- 
written  in  Latin  and  the  amounts  in  grams.  From 
this  practice  a  serious  error  results  on  page  292, 
where  the  dose  of  sodium  luminal  for  restlessness 
due  to  head  injury  is  given  as  2  Gm.  hypoder- 
mically.  A  few  omissions  are  of  major  import,  such 
as  failure  to  mention  lower  nephron  nephrosis  under 
the  discussion  of  burns,  sucrose,  sulfonamides,  or 
blood  transfusion,  and  to  warn  of  homologous  serum 
jaundice  in  the  section  on  plasma  administration. 
Greater  unity  and  usefulness  would  be  attained  if 
less  were  written  about  the  very  rare  lesions  and 
about  apparently  outmoded  ideas.  The  number  of 
typographical  errors  is  greater  than  is  usually  seen 
in  a  book  by  this  publisher. 

Because  of  the  extensive  review  of  the  literature 
provided,  this  volume  may  be  recommended  as  a 
source  for  references.  Although  the  author  implies 
in  the  preface  that  the  book  is  intended  for  those 
less  well  trained  in  surgery,  it  would  appear  that 
this  is  the  group  for  which  it  is  least  suited.  Con- 
siderable experience  would  be  necessary  to  select 
the  best  from  the  several  methods  of  treatment 
given  in  many  instances. 


Sex  Power  in  Marriage.  By  Edwin  W. 
Hirsch,  B.S.,  M.D.  218  pages.  Price,  $.3.00. 
Chicago:  Research  Publications,  1947. 

Sigmund  Freud  certainly  started  something — to 
use  a  slang  phrase — when  he  stressed  the  impor- 
tance of  sex  in  psychology.  Much  has  been  written 
about  the  necessity  of  maintaining  a  normal  out- 
look upon  sex  life,  especially  after  marriage.  This 
little  book  of  Dr.  Hirsch's  discusses  frankly,  but 
decently,  the  prevalence  of  sexual  difficulties,  and 
suggests  ways  for  overcoming  them.  It  is  perhaps 
as  safe  a  guide  to  attaining  a  normal  sex  life  as 
most  that  have  been  offered  the  public. 

A  number  of  case  reports  make  up  the  last  chap- 
ter in  the  book,  and  should  help  intelligent  laymen 
to  understand  themselves. 


Ps.vchopathology  and  Education  of  the 
Brain  Injured  Child.  By  Alfred  A.  Strauss, 
Psycho-Educational  Consultant,  Evanston, 
Illinois;  President,  Cove  Schools  for  Brain- 
Injured  Children,  Racine,  Wisconsin;  and 
Laura  E.  Lehtunin,  Psycho-Educational  Di- 
rector, Cove  Schools  for  Brain-Injured  Chil- 
dren. 206  pages.  Price,  $5.00.  New  York: 
Grun-;-  and  Stratton,  Inc.,  1947. 

The  authors  present  the  thesis  of  this  volume  as 
follows:  "A  brain  injured  child  is  a  child  who  before, 
during,  or  after  birth  has  received  an  injury  to  or 
suffered  an  infection  of  the  brain.  As  a  result  of 
such  organic  impairment,  defects  of  the  neuromotor 
system  may  be  present  or  absent;  however,  such  a 
child  may  show  disturbances  in  perception,  thinking, 
and  emotional  behavior,  either  separately  or  in  com- 
bination. These  disturbances  can  be  demonstrated  by 
specific  tests.  These  disturbances  prevent  or  impede 
a  normal  learning  process.  Special  educational  meth- 
ods have  been  devised  to  remedy  these  specific 
handicaps." 

_  It  is  the  belief  of  the  authors  that  the  brain  in- 
jured child  can  be  distinguished  from  the  defective 
child  and  from  the  behavior  problem.  The  criteria 
on  which  this  distinction  can  be  made  are:  first,  the 
history  of  head  injury  either  before,  during  or  sub- 
sequent to  birth;  second,  the  presence  of  certain 
neurologic  abnormalities  on  physical  examination; 
third,  the  finding  of  a  single  child  with  low  intelli- 
gence among  siblings  and  relatives  of  good  intelli- 
gence; and  fourth,  the  presence  of  certain  specific 
psychologic  disturbances  as  seen  on  special  quali- 
tative tests. 

It  is  suggested  that  certain  psychologic  disturb- 
ances result  from  brain  injury,  regardless  of  the  lo- 
cation of  the  injury.  The  most  outstanding  charac- 
teristics of  these  disturbances  are:  (1)  disinhibition 
(drivenness);  (2)  the  catastrophic  reaction  (Gold- 
stein); (3)  distractibility,  or  forced  responsiveness 
to  stimuli  (evidenced  by  undue  fixation  upon  irrele- 
vant stimuli  and  instability  between  figure  and 
ground  patterns);  (4)  perseveration  (the  persistent 
repetition  or  continuation  of  an  action  once  begun  i; 
(5)  the  use  of  substitutions  and  detours  in  the  per- 
formance of  difficult  tasks. 

The  authors  describe  in  detail  the  method  of  test- 
ing individuals  suffering  from  these  defects  and  the 
ways  by  which  the  brain  injured  child  can  be  dis- 
tinguished from  the  defective  or  maladjusted  one. 
After  analyzing  the  defects  observed,  they  then 
present  in  detail  the  training  methods  which  they 
have  found  helpful  in  teaching  brain  injured  chil- 
dren. 

The  book  is  an  excellent  presentation  of  methods 
of  study  in  such  cases  and  of  teaching  methods 
which  may  be  used  in  dealing  with  specific  prob- 
lems. The  thorough  attention  to  detail  in  dealing 
with  individual  cases,  the  careful  analysis  of  the 
particular  defects  noted,  and  the  presentation  of 
specific  measures  which  are  used  in  dealing  with 
them  in  individual  cases  make  the  book  particularly 
useful. 

This  book  is  a  valuable  addition  to  the  library 
of  anyone  concerned  with  the  diagnosis  and  treat- 
ment of  brain  injured  children. 
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Veterans  Administration 

Medical  records  of  more  than  100,000  ill  and  dis- 
abled World  War  II  veterans  will  be  used  to  aid 
researchers  in  their  efforts  to  discover  the  causes  and 
cures  of  little-known  diseases  and  unusual  injuries. 

Object  of  the  program  is  to  analyze  the  medical 
records  of  such  veterans,  and  through  study  of  the 
history  of  their  ailments  and  of  the  medical  treat- 
ment given,  thus  attempt  to  arrive  at  sound  med- 
ical conclusions  and  recommendations  for  the  care  of 
others  who  might  incur  these  same  disabilities. 

The  work  will  cover  a  wide  variety  of  diseases 
and  injuries.  Among  the  studies  already  under- 
way is  one  on  neuropathologic  changes  in  peripheral 
nerve  injury,  which  is  being  conducted  by  Dr.  Barnes 
Woodhall  at  the  Duke  University  School  of  Medicine. 

Carl  R.  Gray,  Jr.,  Administrator  of  Veterans  Af- 
fairs, has  announced  that  Veterans  Administration 
will  reduce  its  personnel  by  approximately  8,500 
employees  before  the  end  of  the  current  fiscal  year, 
June  30,  1948. 

The  planned  reductions  are  to  be  made  in  services 
other  than  medical.  No  decreases  are  contemplated 
in  the  VA  medical  program  for  the  balance  of  this 
fiscal  year,  ending  June  30,  1948.  In  VA's  recom- 
mended budget  for  the  fiscal  year  1949,  an  increase 
is  proposed  in  the  medical  program. 

Preventive  Medicine  Gets  Interim 
Specialty  Board 

Consultants  and  practitioners  of  preventive  med- 
icine, one  of  the  least  formalized  but  most  univer- 
sally important  branches  of  medical  science,  learned 
that  a  great  forward  step  toward  professional  rec- 
ognition of  their  calling  as  a  distinct  medical 
specialty  has  been  made  by  the  formation  of  an 
"Interim  Board"  of  Preventive  Medicine.  Announce- 
ment of  the  move  was  made  jointly  by  the  Surgeon 
General  of  the  Army,  Navy,  and  U.  S.  Public  Health 
Service. 

American  College  of  Surgeons 

The  American  College  of  Surgeons  takes  pleasure 
in  announcing  the  completion  of  a  new  teaching 
film  "Anomalies  of  the  Bile  Ducts  and  Blood  Ves- 
sels: Strictures  of  the  Common  Duct."  This  film  is 
now  available  for  loan  or  purchase  and  is  the  first 
in  the  series  of  teaching  films  being  produced  under 
the  expanded  motion  picture  program. 

The  picture  was  directed  by  Warren  H.  Cole, 
Professor  of  Surgery  and  Head  of  the  Department, 
University  of  Illinois  School  of  Medicine,  with  the 
cooperation  of  an  advisory  committee.  Inquiries  may 
be  directed  to  Ethicon  Suture  Laboratories,  Division 
of  Johnson  &  Johnson,  New  Brunswick,  New  Jersey. 


The  National  Foundation  for 
Infantile  Paralysis 

The  1948  edition  of  "Facts  and  Figures  about 
Infantile  Paralysis,"  a  publication  of  the  National 
Foundation  for  Infantile  Paralysis,  is  now  available 
to  physicians  and  public  health  workers.  Statistics 
on  the  disease,  revised  yearly,  are  gathered  from 
the  United  States  Public  Health  Sei-%nce,  state 
health  departments  and  various  other  sources. 

Copies  of  the  booklet  (No.  59)  may  be  secured 
free  of  charge  by  %\Titing  Education  Service,  The 
National  Foundation  for  Infantile  Paralysis,  120 
Broadway,  New  York  5,  N.  Y. 


This  Week  in  Chicago  Medicine 

The  Chicago  Medical  Society  has  inaugurated  a 
weekly  mimeographed  publication  entitled  "This 
Week  in  Chicago  Medicine."  It  has  been  designed  to 
keep  the  medical  profession  posted  on  "what's  going 
on"  and  tc  aid  out-of-town  physicians  who  may  be 
in  Chicago  and  wish  to  visit  clinics,  conferences, 
round  tables  or  medical  meetings. 

Any  doctor  planning  a  trip  to  Chicago  may  secure 
copies  of  this  bulletin  by  writing  to  the  Chicago 
Medical  Society,  30  North  Michigan  Avenue,  Chi- 
cago 2,  or  he  may  secure  copies  by  calling  in  person. 
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FOR  SALE 
Lake  Lure,  North  Carolina 
Charming  mountain  retreat  in  beautiful 
Blue  Ridge,  suitable  for  physician  or  patient 
seeking  peace  and  quiet.  One  story,  rambling 
house  with  3''z  acres  finest  woodland  and 
ravines.  Three  bedrooms,  three  baths,  vaulted 
living  room,  huge  stone  fireplace,  dining  room, 
modern  kitchen,  screened  porch,  luxurious 
closet  space,  knotty  pine  interior.  Concrete 
basement,  oil  furnace,  hot  water  heater,  laun- 
dry tubs.  Suitable  vear-round.  In  best  repair. 
Price,  $19,500. 

For  further  details  address: 

Office  of  Business  Manager,  North  Carolina 

Medical   Journal.   Red   Springs.   N.   C. 


KNOW  YOUR  HEART,  by  Howard  Blakeslee,  is 
Pamphlet  No.  137  in  the  series  of  popular,  factual, 
20-cent  pamphlets  issued  by  the  Public  Affairs 
Committee,  Inc.,  a  non-profit  educational  organiza- 
tion at  22  East  38th  Street,  New  Y'ork  16,  N.  Y. 


Indications  for  Protolysate 

Low  residue,  high  protein  diets,  often  needed  by 
surgical  patients,  are  more  easily  formulated  when 
Protolysate  is  included.  The  ability  of  Protolysate 
to  buffer  gastric  acidity  w-hile  providing  nitrogen 
nutrition  has  produced  increasing  clinical  evidence 
of  its  value  in  peptic  ulcer.  The  digestive  burden 
is  not  increased  when  Protolysate  is  used  as  a 
dietary  supplement. 

For  literature  and  professional  samples  of  Pro- 
tolysate write  Mead  Johnson  &  Co.,  Evansville  21, 
Indiana. 
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This  discussion  will  be  limited  to  endo- 
crine therapy  in  testicuLir  dysfunctions  and 
in  carcinoma  of  the  prostate. 

Testicular  Disorders 

In  order  to  comprehend  fully  the  various 
treatments  for  testicular  disorders,  one  must 
know  something  about  the  physiology  of 
the  pituitary  gland  as  well  as  of  the  testes. 
The  primary  function  of  the  testes  is  to 
ensure  survival  of  the  race.  Thus,  the  testes 
must  not  only  produce  spermatozoa,  but  must 
also  elaborate  an  androgenic  hormone  which 
will  make  it  possible  for  the  male  to  dem- 
onstrate sexual  reactions  to  the  female,  and 
will  develop  and  maintain  the  accessory  re- 
productive organs  so  that  effective  insemi- 
nation can  be  accomplished.  Numerous 
workers  have  shown  that  testosterone  or 
similar  androgens  will  stimulate  the  growth 
of  the  penis,  seminal  vesicles  and  scrotum, 
will  cause  descent  of  the  testes,  and  will 
activate  the  growth  of  the  prostate  and  its 
glandular  elements  to  produce  acid  phospha- 
tase and  other  components  of  prostatic  se- 
cretion. These  developments,  which  are  nor- 
mally part  of  pubescence,  enable  the  male 
to  deposit  his  spermatozoa  in  the  proper 
place  and  in  a  medium  of  prostatic  and 
seminal  secretion,  which  will  ensure  surviv- 
al of  the  spermatozoa  for  a  long  enough 
period  to  permit  fertilization  of  the  ovum. 
Other  changes  occurring  in  the  male  at 
puberty  are  deepening  of  the  voice,  with  an 

Read  at  tli?  Watts  Hospital  Medical  and  Surgical  Sympo- 
sium.  Durltani.    February   11.    19  ts. 

From  the  Department  of  Suraers-,  University  of  Michigan 
Medical   School,    Ann    Arbor,   ^!ichig:an. 


increase  in  the  size  of  the  laryngeal  promi- 
nence; growth  of  hair  in  the  pubic,  axillary, 
and  facial  regions;  increase  in  the  rate  of 
epiphyseal  maturity;  stimulation  of  muscu- 
lar development,  with  an  increase  in 
strength  and  endurance. 

Spermatozoa  are  produced  in  the  semini- 
ferous tubules,  while  the  androgenic  hor- 
mone is  elaborated  by  the  interstitial  or 
Leydig  cells.  In  general,  these  separate 
testicular  functions  respond  in  a  parallel 
manner  to  the  influence  of  many  agents;  in 
a  person  affected  by  inanition,  for  example, 
there  is  diminution  of  the  androgenic  secre- 
tion and  also  a  decrea-se  in  spermatogenesis. 
There  are  a  few  situations,  however,  in 
which  spermatogenesis  is  diminished  or  com- 
pletely absent,  while  androgen  production 
is  normal ;  such  situations  may  occur  in  pa- 
tients with  irradiated  or  cryptorchid  testes. 

The  spermatogenic  and  endocrine  func- 
tions of  the  testes  are  induced  and  main- 
tained by  gonadotropins  from  the  basophilic 
cells  of  the  anterior  lobe  of  the  pituitary. 
The  secretions  of  the  testes  in  turn  inhibit 
or  limit  the  production  of  the  gonad-stimu- 
lating  material.  A  delicate  balance  thus 
exists  between  pituitary  function  and  go- 
nadal function :  a  loss  of  testicular  function 
leads  to  increased  secretion  of  pituitary 
gonadotropins,  whereas  an  interstitial  cell 
tumor  of  the  testis  or  the  administration  of 
exogenous  androgens  (for  example,  testos- 
terone propionate)  suppresses  pituitaiw  pro- 
duction of  the  gonadotropic  substances.  A 
loss  or  diminution  in  pituitary  function  dim- 
inishes  the    secretion    of   androgen    by   the 
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testes,  while  injection  of  the  gonadotropic 
principle  from  the  pituitary  stimulates  pro- 
duction of  the  testicular  hormone.  There  is 
considerable  evidence  at  the  present  time 
to  indicate  that  the  fluctuations  in  urinary 
gonadotropin  levels  may  depend  upon  the 
ability  of  the  testes  to  metabolize  the  pitui- 
tary gonadotropic  material  rather  than  upon 
a  mysterious  inhibitory  effect  exerted  by  the 
testes. 

The  pituitary  gland  stimulates  the  gonads 
in  two  ways:  the  follicle-stimulating  hor- 
mone influences  the  spermatogenic  function 
of  the  .seminiferous  tubules,  and  the  lutein- 
izing hormone  regulates  the  activity  of  the 
interstitial  cells  in  their  production  of  male 
hormone.  The  urine  of  pregnant  women 
contains  a  gonadotropic  hormone  elaborated 
by  the  chorionic  cells  of  the  placenta.  It  has 
been  named  chorionic  gonadotropin,  and 
superfiicially  behaves  like  the  luteinizing  hor- 
mone of  the  pituitary.  Another  type  of 
gonadotropic  hormone  is  produced  by  the 
placenta  of  the  pregnant  mare  and  is  pres- 
ent in  the  blood  of  that  animal  during  preg- 
nancy. It  diff'ers  from  human  pregnancy 
gonadotropin  in  two  respects:  (1)  it  is  not 
excreted  in  the  urine,  and  (2)  it  possesses 
both  follicle-stimulating  and  luteinizing 
properties.  Preparations  of  all  three  types 
of  hormones  have  been  used  clinically. 

Cryptorchidism 

A  testicular  abnormality  occurring  quite 
commonly  in  childhood  is  cryptorchidism,  or 
failure  of  one  or  both  testes  to  descend  into 
the  scrotum  properly.  It  is  stated  that  in 
the  majority  of  cases  the  descent  of  the 
testes  is  completed  during  the  ninth  month 
of  fetal  life.  It  is  not  uncommon,  however, 
for  boys  to  have  partially  descended  testes 
until  the  age  of  puberty,  at  which  time 
descent  is  completed.  One  must  distinguish 
between  true  cryptorchidism  and  pseudo- 
cryptorchidism  before  any  therapy  is  con- 
templated. Intermittent  retraction  of  the 
testes  is  commonly  confused  with  true  re- 
tention. Hamilton  and  Hubert'"  have  de- 
scribed a  technique  whereby  true  retention 
can  be  distinguished  from  false  retention. 
Essentially  it  consists  in  putting  the  child 
at  ease  and  doing  a  mock  painless  examina- 
tion of  the  scrotum.    Then  a  hot  water  bag 


wrapped  in  flannel  is  applied  to  the  scrotum, 
groin  and  perineum,  and  the  patient  is  cov- 
ered with  blankets.  After  thirty  minutes  the 
examination  is  repeated.  Another  method 
that  we  have  employed  involves  observation 
by  the  mother  or  physician  when  the  child 
is  asleep  in  bed.  In  cases  of  pseudocryptor- 
chidism,  the  relaxing  effect  of  warmth  will 
usually  cause  both  testicles  to  descend  into 
the  scrotum. 

No  te.stis  should  be  allowed  to  remain  un- 
descended after  the  onset  of  puberty,  for  the 
following  reasons :  ( 1 )  Spermatogenesis  is 
inhibited  or  prevented  by  body  temperature 
at  the  abnormal  site,  and  the  normal  devel- 
opment of  this  function  can  occur  only  when 
the  testis  is  situated  in  the  scrotum,  where 
the  temperature  is  optimal  for  spermatogen- 
esis; (2)  the  incidence  of  testicular  tumors 
in  ectopic  testes  has  been  found  by  Lewis'-' 
to  be  twenty-two  times  as  great  as  in  normal 
gonads.  Unfortunately,  this  high  incidence 
prevails  even  if  the  undescended  testes  are 
brought  down  into  the  scrotum.  Unobserved 
development  of  testicular  tumor,  however, 
is  less  likely  if  the  gonad  is  in  the  .scrotum 
than  if  it  is  in  the  abdomen. 

Therapy  for  cryptorchidism  involves  the 
use  of  surgery,  endocrines,  or  a  combination 
of  both.  In  ca.ses  of  unilateral  cryptorchid- 
ism surgery  alone  is  employed  as  soon  as 
the  condition  is  diagnosed.  It  is  believed 
that  in  such  cases  the  failure  of  descent  is 
due  to  anatomic  factors  such  as  fibrous 
bands,  or  abnormal  direction  of  the  peri- 
toneal process,  and  not  to  hormonal  defici- 
ency. If  true  bilateral  cryptorchidism  is 
diagnosed,  no  treatment  is  initiated  until  the 
age  of  puberty  is  reached.  At  that  time  ther- 
apy with  chorionic  gonadotropin  is  given 
an  adequate  trial  — 100-500  international 
units  being  administered  intramuscularly 
three  to  six  times  per  week  for  eight  weeks. 
If  descent  does  not  occur  at  the  end  of  this 
period,  then  surgery  should  be  performed. 

It  is  the  policy  of  the  University  of  Michi- 
gan Urology  Clinic  not  to  use  hormone  ther- 
apy before  pubescence.  Numerous  workers 
have  demonstrated  that  the  admini.stration 
of  either  testosterone  or  gonadotropin  before 
puberty  can  result  in  marked  growth  of  the 
penis,  deepening    of    the    voice,    premature 


1.  H.iniiltim,  .1.  B.  .iiicl  Huliert,  C; 
Pseu(hKr>'ptorcln(lism  aiul  Trut 
cTinoIriKv,    -21  :(!J4-IU><    (Sept.)    Hi.'l 


l)iffereiiti;il   Diagnosis  of 
('r>"ptorolii(lisin,      Eiulo- 


Lewis.    T..    ('. :    Testis 
I'lH. 


'rumors,    J,    I'rol. 


(April) 


April,   1948 


HORMONES— NESBIT  AND  LAPIDES 


175 


closure  of  the  epiphyses,  growth  of  pubic, 
axillary  and  trunk  hair,  and  abnormal  mus- 
cular development.  In  addition  to  the  d'an- 
ger  of  dwarfism,  premature  somatic  puberty 
is  apt  to  have  a  deleterious  effect  on  the 
psyche  and  mental  development.  Certainly 
the  potential  dangers  of  endocrine  adminis- 
tration during  early  childhood  should  be  em- 
phasized, and  the  unnecessary  or  early  em- 
ployment of  these  hormones  is  to  be  de- 
plored. 

EinnichoidisD!  and  eioiuchism 

When  the  secretion  of  the  interstitial  tis- 
sue of  the  testes  is  diminished  or  lacking, 
certain  characteristic  changes  occur  in  the 
individual.  Deficiency  of  testicular  secretion 
beginning  in  childhood  gives  rise  to  the 
eunuchoid  state,  which  is  characterized  by 
small  genitalia,  extraordinary  length  of  the 
long  bones,  high-pitched  voice,  small  laryn- 
geal prominence,  lack  of  muscular  develop- 
ment, at  times  a  characteristic  distribution 
of  adipose  tissue,  and  a  beard  composed  of 
fine  hair. 

Postpuberal  interruption  of  testicular 
function,  or  the  castrate  state,  will  not  affect 
the  long  bones,  since  closure  of  the  epiphysis 
has  already  occurred.  The  secondary  sexual 
characteristics  show  some  evidences  of  re- 
gression, but  such  organs  as  the  larynx  and 
genitalia  do  not  return  to  an  immature  state. 

The  eunuch  may  show  a  decrease  in  the 
17-ketosteroids,  and  always  shows  an  in- 
crease in  the  urinary  gonadotropin  level — 
a  phenomenon  that  can  be  used  to  determine 
objectively  a  decrease  or  absence  of  testicu- 
lar function.  The  skin  is  soft  and  of  a  pasty, 
sallow  color,  which  is  due  to  lack  of  cutane- 
ous pigments  (melanin).  The  volume  of 
blood  in  the  skin  and  the  percentage  of 
oxygenated  hemoglobin  are  less  than  in  nor- 
mal men.  The  buttock,  however,  contains 
more  blood  than  in  normal  men.  The  beard 
of  the  eunuchoid  is  soft,  whereas  the  post- 
puberal castrate  retains  many  hairs  of  large 
diameter.  The  hair  and  skin  are  quite  dry, 
and  sebaceous  secretions  are  diminished. 
Acne  does  not  occur  in  either  type.  In  both 
eunuchoid  and  castrate  men,  adipose  tissue 
may  be  deposited  subcutaneously  about  the 
mammary  glands,  the  mons  pubis,  and  the 
trochanter.  In  the  prepuberal  eunuch  the 
vocal  pitch  and  range  remain  high,  while 
the  mature  voice  of  the  postpuberal  castrate 
is  largely  maintained.    Many  of  the  patients 


complain  of  fatigue  and  inability  to  cany 
on  sustained  work. 

In  the  eunuchoid  man  the  external  geni- 
talia are  very  small,  and  the  prostate  and 
seminal  vesicles  may  not  be  palpable  rectal- 
ly.  The  postpuberal  castrate  individual  dem- 
onstrates a  mature  penis,  but  the  scrotum 
appears  flat  and  small;  and  penile  erections 
in  general  are  of  limited  number  and  com- 
pleteness, and  semen  is  absent. 

The  use  of  androgens  is  clearly  indicated 
after  bilateral  orchiectomy  or  in  severe 
eunuchoidism,  in  order  to  relieve  the  fatig- 
ability and  sexual  incapacity  of  these  indi- 
viduals. Androgens  should  be  administered 
to  adolescents  who  demonstrate  signs  of  de- 
layed epiphyseal  closure  and  hypogenitalism, 
in  order  to  prevent  the  development  of  se- 
vere eunuchoidism. 

In  these  children  it  is  not  always  easy  to 
establish  the  diagnosis  early,  because  young 
boys  vary  in  their  body  types  and  in  the 
arrangement  and  amount  of  their  subcutane- 
ous adipose  tissue ;  furthermore,  the  relative 
size  of  the  genitalia  is  often  difficult  to  eval- 
uate. 

The  problem  of  hypogenitalism  at  puberty 
is  thoroughly  discussed  in  a  recent  article 
by  Hurxthal'-".  His  diagnostic  criteria  in- 
clude accuiT,te  measurements  of  the  gonads, 
endocrine  assays,  and  in  some  instances  tes- 
ticular biopsy.  Early  recognition  and  treat- 
ment are  desirable  if  the  stigmas  of  eunuch- 
oidism are  to  be  avoided,  and  with  this  fact 
in  mind  the  physician  would  be  well  advised 
to  treat  empirically  any  suspected  cases  at 
the  time  of  pubescence.  The  use  of  gonado- 
tropic hormones  should  be  tried  first,  because 
in  some  instances  the  hypogenitalism  ap- 
pears to  depend  upon  lack  of  the  pituitary- 
gonad  stimulus.  In  the  event  that  this  treat- 
ment fails,  the  condition  may  be  due  to  pri- 
mary testicular  failure  and  may  require  the 
administration  of  testosterone  in  moderate 
doses.  It  has  been  pointed  out  that  many  pa- 
tients recover  permanently  after  short 
periods  of  treatment  with  these  hormones. 

In  adult  cases  of  eunuchoidism,  therapy 
with  testosterone  produces  marked  mascu- 
linization  even  in  persons  castrate  for  more 
than  a  decade.  Erectile  ability  may  be  en- 
hanced within  several  hours:  changes  in 
blood  volume  and  pigments  of  the  skin  take 

3.    Hurx-thal,    L.    M.:    Hvpogenitalism  During  the   Usual   Time 
of  Puberty.   J. A.M. A.   138:12  I9    (Jan.   3)    1948. 
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place  within  one  hour  after  administration; 
and  the  genitalia,  with  the  exception  of  the 
testis,  demonstrate  marked  development. 
Systemically,  there  is  retention  of  sodium 
chloride,  nitrogen,  and  water;  muscular  de- 
velopment and  vigor  are  markedly  in- 
creased. The  secondary  sexual  hair  grows 
rapidly,  the  beard  becoming  stiffer  within 
a  few  weeks,  and  the  axillary  and  pubic 
hair  increase  in  coarseness.  In  many  pa- 
tients acne  appears  after  several  weeks  and 
the  hair  and  skin  appear  more  oily.  The  vo- 
cal pitch  of  the  eunuchoid  approaches  that 
of  the  mature  normal  man.  The  testes  do 
not  assume  normal  function,  but  there  is  an 
increase  in  the  secretions  of  the  prostate 
and  seminal  vesicles;  in  fact,  the  amount 
of  semen  may  be  a  rough  index  of  the  thera- 
peutic response  to  androgen  therapy.  Since 
testosterone  is  essentially  a  form  of  substi- 
tution therapy,  retrogressive  changes  occur 
when  therapy  is  stopped. 

Efhcacious  forms  of  androgenic  hormone 
are  testosterone  propionate  and  methyl 
testosterone.  Testosterone  propionate  is  ad- 
ministered intramuscularly  in  a  daily  dose 
of  20-25  mg.,  while  methyl  testosterone  is 
given  orally  in  a  daily  dose  of  50-100  mg. 
Deanesly  and  Parkes'^'  demonstrated  that 
subcutaneous  implantation  of  testosterone 
in  the  form  of  compressed  pellets  is  econom- 
ical, requires  infrequent  replacement,  and 
affords  a  more  prolonged  and  even  stimula- 
tion than  do  other  methods. 

Infertility 

Recently  great  interest  and  attention  have 
been  centered  on  the  problem  of  infertility 
or  sterility  in  the  male.  Methods  have  been 
developed  for  determining  obvious  abnor- 
malities in  the  ejaculate  of  an  individual. 
Essentially  these  procedures  involve  a  study 
of  the  morphology,  motility,  and  number  of 
spermatozoa.  If  the  examination  reveals 
deviations  from  the  normal,  further  investi- 
gations are  instituted. 

Complete  absence  or  a  persistently  low 
count  of  spermatozoa  necessitates  excision 
of  tissue  from  both  testes  for  biopsy,  in 
order  to  determine  whether  or  not  sperma- 
tozoa are  being  produced  in  a  normal  man- 
ner in  the  seminiferous  tubules  of  the  testis. 
If  large  numbers  of  mature  spermatozoa  are 
present  and  none  are  found  in  the  ejaculate, 

4.  Deanesly.  R.  and  Parkes.  A.  S. :  Factors  Influencing  the 
Effectiveness  of  Administered  Hormones,  Proc.  Roy.  Soc., 
London.    s.B.,    12-1:279-298    (Dec.    7)    1937. 


then  there  must  be  an  obstruction  of  the 
efferent  seminal  passages — the  most  com- 
mon locations  being  the  vas  deferens  and 
the  lower  portions  of  the  epididymis.  Treat- 
ment for  this  type  of  abnormality  involves 
such  surgical  procedures  as  vaso-epididy- 
mostomy,  vaso-orchidostomy,  and  catheriza- 
tion  of  the  ejaculatory  ducts.  If  biopsy  re- 
veals complete  degeneration  of  the  germinal 
epithelium  associated  with  hyalinization  or 
marked  fibroblastic  proliferation,  then  the 
situation  is  hopeless  and  no  further  proce- 
dures or  therapeutic  measures  are  advised. 

Biopsy  may  demonstrate  defective  sperm- 
atogenesis— for  example,  spermatic  cells  pro- 
gressing only  to  the  spermatid  stage,  or 
germinal  epithelium  an-ested  at  an  early 
stage  of  spermatogenesis.  Defective  sperm- 
atogenesis may  be  due  to  any  one  or  combi- 
nation of  ten  or  more  etiologic  factors. 
Briefly,  they  are  hei'edity,  nutrition,  temper- 
ature, infections,  neoplasms,  circulation,  ir- 
radiation, pressure,  constitutional  states, 
and  endocrines.  In  this  discussion  only  the 
endocrine  factor  in  sterility  will  be  con- 
sidered. 

As  has  been  previously  stated,  a  delicate 
reciprocal  relationship  exists  between  the 
anterior  lobe  of  the  pituitary  gland  and  the 
testis.  Hypofunction  of  the  pituitary  will 
lead  to  diminished  activity  and  atrophy  of 
the  gonads.  Hypoactivity  of  the  gonads  in 
turn  will  result  in  increased  secretions  of 
the  gonadotropic  principles  of  the  pituitary. 
Thus,  it  is  conceivable  that  mild  hypofunc- 
tion of  the  pituitary  is  the  etiologic  factor  in 
some  of  the  cases  of  infertility ;  this  postula- 
tion  has  been  supported  by  well  authenti- 
cated reports  of  improvement  following 
therapy  with  gonadotropins.  The  dosage  of 
the  gonadotropins  to  be  used  will  not  be 
given,  since  neither  the  precise  indications 
for  gonadotropic  therapy  nor  the  exact  dos- 
age has  yet  been  established.  In  actual  prac- 
tice, hormone  therapy  is  a  measure  of  last 
resort  and  is  administered  only  in  cases 
where  the  patient  is  willing  to  try  any  form 
of  therapy  which  offers  even  a  remote  chance 
of  benefit. 

The  thyroid  gland  plays  an  obscure  role 
in  relation  to  the  testis.  It  has  been  demon- 
strated that  hypofunction  of  the  thyroid  is 
accompanied  by  a  marked  decrease  in  libido. 
Removal  of  the  thyroid  in  the  rat  retards 
spermatogenesis.    The  use  of  thyroid  in  bar- 


April,    1948 


HORMONES— NESBIT   AND   LAPIDES 


177 


ren  women  having  a  subnormal  basal  meta- 
bolic rate  has  resulted  in  a  substantial  num- 
ber of  pregnancies.  On  the  basis  of  this 
meager  evidence,  thyroid  might  well  be  ad- 
ministered to  infertile  males  who  demon- 
strate a  low  basal  metabolic  rate. 

The  value  of  testosterone  in  stimulating 
spermatogenesis  is  questionable  in  the  light 
of  present  knowledge.  Meckel''"  and  McCul- 
lagh""  have  shown  that  large  doses  of  testos- 
terone depress  spermatogenesis,  while  Rub- 
instein'' and  Hurxthal'"  have  observed  stim- 
ulation of  spermatogenesis  with  moderate 
doses  of  testosterone  in  certain  cases  of  hy- 
pogenitalism. The  use  of  testosterone,  there- 
fore, in  the  treatment  of  male  sterility  at  the 
present  seems  to  be  based  upon  tenuous  evi- 
dence. 

The  male  climacteric 

The  syndrome  termed  the  male  climac- 
teric has  aroused  the  interest  of  both  physi- 
cians and  laymen  in  recent  years.  Heller  and 
Myers'**  have  demonstrated  that  it  is  a  defi- 
nite entity  and,  because  of  its  relatively  rare 
occurrence,  a  pathologic  entity  rather  than 
a  physiologic  one,  as  it  is  in  the  case  of  fe- 
males. They  have  treated  the  disease  suc- 
cessfully by  administering  androgenic  hor- 
mones. 

Symptomatically  the  patients  complain  of 
nervousness,  fatigability,  insomnia,  de- 
creased erotic  urge,  and  sexual  impotence ; 
occasionally  they  suffer  vasomotor  disturb- 
ances in  the  nature  of  hot  flashes.  It  should 
be  noted,  however,  that  these  symptoms 
often  occur  in  men  who  are  known  to  possess 
active  sexual  vigor  but  who  are  suffering 
from  fatigue,  anxiety,  or  psychoneurosis. 
Moreover,  modern  surgeons  have  observed 
that  men  who  are  castrated  for  the  treat- 
ment of  prostatic  cancer  rarely  exhibit  the 
symptoms  of  nervousness,  fatigability,  and 
insomnia.  Indeed,  castration  among  these 
individuals  often  appears  to  have  somewhat 
the  opposite  effect — a  fact  which  prompted 
Bumpus  to  comment  that  the  procedure  not 
only  controls  cancer,  but  changes  many  old- 
sters who  have  developed  erascible  disposi- 

5.  Heckel,  J.  and  Steinmetz,  C.  R.:  Effect  of  Testosf»rnne 
Propionate  upon  Seminal  Fluid  in  Men,  J.  Urol.  4.'):lis- 
123    (.Tan.)    1041. 

6.  Mcrulhiffh,  E.  P.  and  McGurl.  F.  J.:  Furtlier  Ob<»rvations 
on  Clinical  Use  of  Testosterone  Propionate,  J.  Urol.  42: 
I2li,1-I27.'i     CDec.')     1939. 

7.  Rul)inslein.  H.  S.  and  Kurland.  .\.  .\. :  Effect  of  Testos- 
terone Propicnate  on  Sperniato2:enesis  in  Human.  South. 
M.    .1.    32:499-593    CMav)    1939. 
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tions  from  "roaring  lions  to  gentle  lions." 

It  is  evident  that  the  male  climacteric  is 
an  uncommon  disease  and  that  the  majority 
of  men  who  have  complaints  simulating  this 
entity  probably  are  suffering  from  fatigue, 
psychic  disturbances,  or  malnutrition.  The 
differential  diagnosis  is  a  matter  of  prime 
importance,  since  androgen  therapy  is  ex- 
pensive and  can  be  definitely  harmful  when 
not  specifically  indicated.  Heller  and  Myers'"" 
have  demonstrated,  by  testicular  biopsy  and 
urine  gonadotropic  assays,  that  dysfunction 
of  the  testes  is  the  etiologic  factor  in  the  pro- 
duction of  the  male  climacteric.  In  true 
cases  of  the  male  climacteric  testosterone 
therapy  produces  a  marked  increase  in  the 
titer  of  the  urinary  gonadotropins  and 
marked  improvement  in  the  patient.  With- 
drawal of  androgenic  therapy  is  followed  by 
a  return  of  symptoms.  These  characteristics 
seem  to  differentiate  between  psychoneuro- 
sis and  the  male  climacteric. 

The  vasom.otor  disturbances  which  char- 
acterize the  climacteric  in  women  are  usually 
lacking  in  the  syndrome  of  the  male  climac- 
teric, although  hot  flashes  often  occur  in  men 
following  castration.  These  symptoms  de- 
pend upon  estrogen  deprivation  rather  than 
on  the  absence  or  diminution  of  male  hor- 
mone secretion,  and  symptomatic  relief  may 
be  obtamed  by  the  administration  of  estro- 
genic hormones. 

Carcinoma  of  the  Prostate 

A  contraindication  to  androgenic  therapy 
in  the  male  climacteric  is  the  presence  of 
carcinoma  of  the  prostate.  Carcinoma  of 
the  prostate  occurs  in  approximately  13  per 
cent  of  all  men  over  50  years  of  age  in  the 
United  States,  and  is  the  cause  of  death  in 
about  5  per  cent.  The  palliative  or  suppres- 
sive endocrine  treatment  of  prostatic  can- 
cers which  cannot  be  removed  by  radical 
surgery  commenced  in  1941,  following  the 
epoch-making  discoveries  of  Charles  Hug- 
gins"'^  who  in  that  year  demonstrated  a 
functional  relationship  between  this  disease 
and  certain  hormones.  Since  that  time  phy- 
sicians have  treated  patients  suffering  from 
carcinoma  of  the  prostate  by  the  adminis- 
tration of  estrogenic  hormones  and  by  sur- 
gical  castration.    The   series   of   cases   that 

9.  Huirsrins.  C.  and  HodL-es.  r.  \'. :  The  Effect  of  Castration, 
o**  Estrogen,  and  of  ATulrf)seTi  Injection  on  Serum  Phos- 
nhatases  in  ^letastafic  rarcin(mia  of  the  Prostate,  Cancer 
Research    1:293-297    CAprill    1941. 
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are  being  reported  currently  from  many 
clinics  will  doubtless  provide  a  means  for 
final  evaluation  of  the  methods  that  are  be- 
ing employed.  Spectacular  regression  of  the 
primary  neoplasm  has  been  observed  in 
many  of  the  patients,  and,  in  some  instances, 
have  disappeared  completely;  but  some  of 
the  patients  have  shown  improvement  of 
short  duration  only,  and  a  few  have  appar- 
ently derived  no  benefit  whatever  from  the 
endocrine  modifications  that  have  been  em- 
ployed. Some  observers  have  suggested  that 
carcinogenic  activity  in  some  cases  might 
even  be  accelerated  by  the  altered  hormonal 
status. 

It  appears  evident  that  a  critical  evalua- 
tion of  endocrine  therapy  must  take  into 
consideration  not  only  the  spectacular  re- 
missions but  also  the  failures,  and  must 
demonstrate  as  well  whether  the  change  in 
hormonal  status  produces  any  instances  of 
adverse  response.  Such  a  critical  evaluation 
must  have  control  series  of  cases  not  treated 
by  the  newer  methods  to  serve  as  a  base 
line  for  comparative  study.  There  are  few- 
such  series  reported  in  the  literature,  and 
those  that  are  available  are  lacking  in  many 
of  the  statistical  details  essential  to  critical 
comparative  analysis. 

Follow-up  stiidij  on  795  cases 

We  have  recently  made  a  follow-up  study 
on  795  cases  of  prostatic  carcinoma  that 
were  diagnosed  and  treated  in  the  Univers- 
ity of  Michigan  Hospital  between  the  years 
1925  and  1940,  inclusive.  All  but  12  of  the 
795  patients  have  been  followed  by  our  sur- 
vey; thus,  data  are  available  to  us  on  981-2 
per  cent  of  the  entire  series  of  cases.  Seven 
hundred  and  thirty-seven  of  the  patients 
have  been  reported  dead ;  605  died  of  prosta- 
tic cancer,  while  60  died  following  operations 
and  67  died  of  other  causes — 29  of  cardio- 
vascular disease.  Five  of  the  patients  died 
of  unknown  causes. 

The  average  survival  time  of  the  entire 
group  was  21.2  months,  the  extremes  being 
less  than  one  month  and  fifteen  years.  The 
influence  of  metastases  on  the  periods  of 
survival  is  of  interest.  Four  hundred  and 
seventy-five  of  the  patients  had  no  evidence 
of  metastasis  at  the  time  of  diagnosis,  and 
in  these  the  average  survival  time  was 
nearly  two  years,  the  extremes  being  less 
than    one  month  and    fifteen  years. 


were  260  cases  with  metastases  at  the  time 
of  diagnosis;  the  average  survival  of  these 
patients  was  seventeen  months,  the  extremes 
being  one  month  and  14  years,  8  months. 

At  the  present  time  our  two  closed  series 
of  patients  who  are  being  treated  by  endo- 
crine therapy  (orchiectomy  or  stilbestrol) 
have  been  followed  for  approximately  five 
and  a  half  years,  and  the  survival  rates  have 
recently  been  tabulated  for  comparison 
(table  'l). 

Table  1 
Survival  Rales  fo    luly,   1947   (Closed 
Orchiectomy 

Series 
(75  eases) 

Alive   and   symptom   free 22.1'^'t 

Dead   or  having 

lecurrence   of   symptoms     -.ll.Z"i  82", 

These  data  suggest  that  the  overall  sur- 
vival rates  in  the  two  series  are  appi'oxi- 
mately  the  same ;  and  they  demonstrate  that 
neither  form  of  therapy  offers  assurance  of 
prolonged  remission — a  fact  that  should  be 
borne  in  mind  in  determining  the  most  suit- 
able time  to  inaugurate  endocrine  therapy. 
Added  information  on  the  latter  point  is  af- 
forded by  the  survival  data  (table  2)  on  the 
patients  who  had  cancer  without  metastases 
at  the  lime  treatment  was  initiated. 


Series) 
Stilbestrol 
Series 

(50  cases) 


Table  2 

Survival    Rates — Patients    without    Metastases 
(Closed  Series) 

Orchiectomy      Stilbestrol 
Series                Series 

(45  cases)        (33  cases) 
Alive   and    symptom   free 29%                 27.2% 

Dead  or  having 

recurrence  of  symptoms  71% 

72.8% 

It  is  evident  that  neither  form  of  therapy 
prevents  metastases  or  advance  of  the  dis- 
ease, and  reason  would  seem  to  dictate  that 
endocrine  therapy  should  be  regarded  as  a 
palliative  measure  only,  and  for  that  reason 
should  be  employed  only  in  the  advanced 
stages  of  the  disease. 

Estrogen   therapy  vs.   orchiectomy 

Many  questions  have  arisen  concerning 
the  relative  merits  of  the  two  methods  of 
endocrine  therapy  that  are  under  discussion. 
Huggins  has  steadfastly  contended  that  cas- 
tration is  complete  and  that  its  effects  are 
continuous;  other  observers  have  favored 
estrogen  therapy,  being  of  the  opinion  that 
stilbestrol  neutralizes  not  only  the  testicu- 
lar hormone,  but  also  other  hormones  which 
There«T  might  stimulate  the  growth  of  the  tumor. 
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One  obvious  and  practical  disadvantage 
of  estrogen  therapy  is  the  ever-present  hu- 
man attribute  of  forgetfuhiess  and  neglect. 
One  fifth  of  the  patients  in  our  estrogen 
series  forgot  or  failed  to  take  their  pills 
regularly ;  and  at  least  two  of  the  patients 
stopped  taking  the  hormone  altogether,  after 
having  obtained  a  remission,  in  the  belief 
that  the  cancer  had  been  cured!  Another 
argument  for  castration  is  that  some  of  the 
patients  who  failed  to  respond  satisfactorily 
to  estrogen  therapy  have  had  remission  fol- 
lowing castration,  while  none  of  the  castra- 
tion failures  have  been  improved  by  estrogen 
therapy. 

Additional  evidence  of  interest  in  the  com- 
parison of  the  two  methods  of  endocrine 
therapy  is  afforded  by  the  survival  data  on 
patients  who  had  demonstrable  metastases 
at  the  time  treatment  was  begun   (table  3). 

Table  3 

Survival   Rates   of   Patients   with   Metastases 
(Closed  Series) 

Orchiectomy  Stilbestrol 

Series  Series 

(30  cases)  (17  cases) 

Alive   and   symptom  free 13.37&  0% 

Dead  or  having 

recurrence  of  symptoms  ....86.69o  100% 

From  these  statistics  it  would  appear  that 
orchiectomy  is  more  effective  than  estrogen 
therapy  as  a  palliative  measure  in  patients 
with  metastasis.  However,  when  the  data  are 
subjected  to  statistical  analysis  (chi-square 
formula  and  Yates  correction),  it  is  found 
that  the  differences  between  the  orchiectomy 
series  and  the  stilbestrol  series  are  not 
statistically  significant  at  the  5  per  cent 
level  in  either  table.  This  statement  means 
that  such  differences  might  be  expected  to 
arise  by  chance  more  often  than  five  times 
in  a  hundred,  and  we  can,  therefore,  make 
no  statistical  statement  regarding  the  super- 
iority of  one  treatment  over  the  other,  other 
factors  being  equal.  Critical  analysis  of 
larger  series  of  cases  over  longer  periods 
of  time  is  necessary  before  final  evaluations 
can  be  made,  but  the  present  series  permit 
the  inference  that  castration  provides  a 
better  clinical  response  than  does  estrogen 
therapy  alone. 

Conclusion 

In  this  brief  discussion  an  attempt  has 
been  made  to  point  out  not  only  conditions 
in   which   hormones    may    be    usefully    em- 


ployed but  also  some  of  the  situations  in 
which  hormone  therapy  has  no  demonstrated 
value.  It  is  apparent  that  precise  indications 
for  hormone  therapy  in  urologic  practice 
are  few  at  the  present  time.  Undoubtedly, 
future  research  will  reveal  additional  dis- 
ease syndromes  which  can  be  treated  by 
endocrine  therapy. 


CLINICAL  MANIFESTATIONS  OF 
GLIOBLASTOMA  MULTIFORME 

A  Review  of  Fifty  Cases 

Frederick  H.  Hesser,  M.D. 

Durham 

The  difficulties  encountered  in  the  differ- 
ential diagnosis  of  brain  tumor  and  other 
varieties  of  intracranial  disease  have  long 
been  a  favorite  topic  for  discussion.  Slowly 
growing  tumors,  either  benign  (meningi- 
oma, acoustic  neuroma)  or  malignant  (astro- 
cytoma), may  remain  undetected  for  com- 
paratively long  periods  of  time,  but  ultimate- 
ly may  develop  fairly  characteristic  clinical 
signs.  More  malignant  and  rapidly  develop- 
ing intracranial  neoplasms  (glioblastoma, 
astroblastoma),  on  the  other  hand,  may  cre- 
ate so  few  or  such  diverse  symptoms  that 
clinical  identification  may  be  impossible  until 
ventriculography  and  tissue  study  are  done. 
Certain  brain  tumors  are  apt  to  develop  in 
late  adult  life,  and  may  be  confused  with  the 
cerebral  manifestations  of  other  diseases 
which  may  appear  in  the  same  period — 
arteriosclerosis,  hypertension,  or  presenile 
degeneration.  Hastings'^',  who  reviewed  117 
autopsies  on  patients  with  brain  tumor, 
found  that  25  cases  incorrectly  diagnosed 
antemortem  were  in  individuals  over  40 
years  of  age.  Retrospect  in  cases  of  this 
sort,  however,  often  brings  out  clues  which 
might  have  pointed  suspicion  in  the  proper 
direction,  but  which  were  overshadowed  by 
more  prominent  features  in  the  clinical  de- 
velopment. 

That  our  own  assurance  can  mislead  us 
when  the  diagnosis  seems  clear,  and  that  un- 
obtrusive   but    significant    clinical    features 
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can  slip  by  unnoticed  are  demonstrated  in 
the  following  cases: 

Case  Reports 
Case  1 

A  43-year-old  lawyer,  previously  asymptomatic, 
was  having  lunch  in  a  restaurant  seven  weeks  be- 
fore admission  to  Duke  Hospital,  when  he  suddenly 
appeared  dazed,  complained  of  feeling  sick,  and 
rushed  to  a  rest  room.  There  he  vomited  on  the 
floor  and  was  found  soon  afterwards  in  a  series  of 
convulsions.  Hospitalized  promptly,  he  was  found 
to  have  grossly  bloody  spinal  fluid.  Improvement  was 
gradual  through  a  prolonged  delirium  into  conscious- 
ness marked  by  depression,  anxiety,  and  occasional 
feelings  of  unreality.  Intermittent  retro-orbital  and 
occipital  headaches  impi'oved,  but  he  occasionally 
noted  a  transitory,  unexplained,  and  disagreeable 
odor.  On  the  recommendation  of  a  well-known  psy- 
chiatrist, the  patient  was  admitted  to  the  neuro- 
psychiatric  service  of  Duke  Hospital  for  treatment 
of  "depression"  following  "brain  hemorrhage." 

Neurologic  studies  during  the  next  four  weeks 
showed  little  except  anisocoria  and  an  occasionally 
equivocal  left  plantar  reflex.  Examinations  by  an 
ophthalmologist  on  two  occasions  were  normal.  Elec- 
troencephalography demonstrated  low  amplitude 
waves  with  flattening  in  the  right  parieto-occipital 
region,  thought  to  be  "similar  to  records  associated 
with  vascular  disorders,  such  as  arterial  aneurysm 
and/or  thrombosis."  Depressive  symptoms  improved 
with  psychotherapy,  but  intermittent  headaches, 
olfactory  experiences,  and  feelings  of  unreality  per- 
sisted. Arteriographic  studies  were  planned  in 
search  of  congenital  intracranial  aneurysm. 

Suddenly,  four  weeks  after  admission,  the  patient 
complained  of  excruciating  right  occipital  headache 
radiating  into  the  neck,  and  lapsed  into  stupor. 
Pronounced  meningismus  appeared,  together  with 
left  homonymous  hemianopia  and  mild  left  hemi- 
paresis.  The  spinal  fluid,  which  was  under  normal 
pressure,  contained  3  red  cells  and  3  mononuclear 
cells  per  cubic  millimeter.  Total  proteins  were  46  mg. 
per  100  cc.  The  findings  at  lumbar  puncture  three 
days  later  were  essentially  normal.  After  four  days 
in  a  critical  condition,  the  patient  expired  in  a  state 
of  peripheral  circulatory  collapse  and  respiratory 
failure. 

The  final  clinical  diagnosis  was:  "Thrombosis  of 
the  right  posterior  cerebral  artery  associated  with 
congenital  aneurysm.  History  of  subarachnoid  hem- 
orrhage. Death  possibly  associated  with  extension 
of  thrombosis  to  basilar  ai-tery." 

At  autopsy,  a  large  invasive  tumor  of  the  glio- 
blastoma group  was  found  deep  in  the  right  temporo- 
occipital  lobe.  Extensive  necrosis,  cystic  degenera- 
tion,  and   hemorrhagic   extravasation   were   evident. 

Case  2 

A  49-year-old  housewife  was  -  brought  to  Duke 
Hospital  in  semicoma  two  weeks  before  death.  Fol- 
lowing three  convulsions  two  months  previously,  she 
had  lapsed  into  a  stuporous  state,  complaining  of 
soreness  and  aching  in  the  back  of  the  head  and 
neck.  Pneumoencephalograms  performed  within  the 
next  week  were  said  to  have  been  normal,  but  men- 
tal cloudiness  continued,  with  deepening  stupor  one 
week  prior  to  admission. 

Neurologically,  little  was  found  except  marked 
lethargy  alternating  with  deep  stupor,  photophobia, 
generally  hyperactive  tendon  reflexes,  and  equivocal 
plantar  responses.  At  lumbar  puncture,  the  spinal 
fluid  was  under  slightly  increased  pressure  and  con- 
tained 19  mononuclear  cells  per  cubic  millimeter  and 
93   mg.   of  protein  per   100   cc.   A   second   puncture 


three  days  later  disclosed  fluid  under  normal  pres- 
sure but  containing  322  red  cells  per  cubic  milli- 
meter and  showing  a  positive  benzidine  reaction 
after  removal  of  sediment.  Electroencephalography 
demonstrated  enlarged,  slow  waves  over  all  regions 
without  evidence  of  localization.  Pulmonary  conges- 
tion appeared,  together  with  terminal  leukocytosis, 
and  the  patient  died  twelve  days  after  hospitaliza- 
tion in  a  state  of  progressive  circulatory  collapse. 

The  final  clinical  diagnosis  was:  "Epidemic  enceph- 
alitis.  Questionable   brain  tumor." 

At  autopsy,  a  large  cystic  and  necrotic  glioblas- 
toma multiforme  was  found  invading  the  diencepha- 
lon  and  the  entire  left  cerebral  hemisphere.  The  tu- 
mor was  in  contact  with  the  posterior  liorn  of  the 
left  lateral  ventricle,  and  in  several  places  seemed 
to  occur  in  isolated  masses  suggesting  a  metastatic 
distribution. 

Our  experience  in  case  1  was  corroborated 
by  another  case  wherein  symptoms  of  cere- 
bral and  subarachnoid  hemorrhage  were  as- 
sociated with  more  definite  evidence  for 
brain  tumor: 

Case  3 

A  58-year-old  laborer,  complaining  of  intermit- 
tent pain  in  the  back  of  tlie  head  and  neck  for  two 
months,  rapidly  developed  right-sided  weakness  and 
inability  to  speak  four  months  before  admission  to 
Duke  Hospital.  After  gradual  improvement  for  four- 
teen weeks,  he  suffered  a  sudden  relapse  marked 
by  severe  headache,  right-sided  paralysis,  and  ir- 
rational behavior.  He  grew  steadily  worse,  vom- 
ited occasionally,  and  one  week  before  hospitaliza- 
tion exhibited  weakness  in  the  left  leg  and  incon- 
tinence. 

On  examination  the  patient  was  semi-comatose, 
with  normal  blood  pressure,  slightly  elevated  tem- 
perature, and  bradycardia.  The  neck  was  stiffs  and 
painful  on  attempted  anteflexion.  Neurologic  study 
revealed  bilateral  papilledema,  miotic  pupils,  and 
deviation  of  the  eyes  to  the  left.  Other  findings 
included  spastic  right  hemiplegia,  loss  of  pain  re- 
actions over  the  right  side  of  the  body,  hyperactive 
tendon  reflexes  on  the  right,  a  grasp  phenomenon  in 
the  left  hand,  and  bilateral  Babinski  signs.  The 
spinal  fluid,  which  was  under  a  pressure  of  240 
mm.  of  water,  contained  21  red  cells  and  11  white 
cells  (mostly  mononuclear)  per  cubic  milimeter,  and 
total  proteins  of  286  mg.  per  100  cc.  The  patient's 
condition  was  too  critical  for  other  studies.  He 
lapsed  into  coma  and  died  in  general  collapse  on 
the  fifth  hospital  day. 

The  final  clinical  diagnosis  was  "Brain  tumor, 
possibly  glioblastoma  multiforme,  with  intracerebral 
hemorrhage  and  subarachnoid  bleeding."  Other  di- 
agnostic considerations  included  "cerebral  and  sub- 
arachnoid hemorrhage,  possibly  from  intracranial 
aneurysm." 

Autopsy  demonstrated  glioblastoma  multiforme 
originating-  deep  in  the  left  cerebral  hemisphere  and 
extending  by  way  of  the  centrum  semiovale  and 
corpus  callosum  into  the  right  hemisphere.  A  ten- 
torial pressure  cone  was  associated  with  hemor- 
rhagic infarction  of  both  occipital  lobes.  Extensive 
tissue  necrosis  and  subarachnoid  hemorrhage  were 
evident  when  the  calvarium  was  opened. 

Clinical  and  Pathologic  Characteristics  of 
Glioblastoma  Multiforme 

The  clinical  behavior  of  intracranial  neo- 
plasms of  the  glioblastoma  group  may  vary 
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from  highly  characteristic  to  extremely  per- 
plexing, especially  for  those  who  must  at- 
tempt differential  diagnosis  before  neuro- 
surgical assistance  is  available.  Glioblastoma 
multiforme  (spongioblastoma  multiforme  of 
Globus  and  Strauss),  so  called  because  of  its 
pleomorphic  histologic  characteristics,  ap- 
pears customarily  as  a  deep-seated  cerebral 
tumor  of  late  middle  age,  tending  to  invade 
extensively  along  fiber  pathways  such  as  the 
interlobar  fasciculi  and  corpus  callosum.  (In 
childhood,  it  occurs  rarely  in  the  brain  stem 
and  cerebellum.) 

It  is  composed  of  neuroglial  elements,  in- 
cluding spongioblasts,  astroblasts,  and  ab- 
normal astrocytes  of  all  sorts.  Numerous 
mitotic  figures  appear  in  the  neuroglial  cells, 
as  well  as  in  walls  of  blood  vessels  in  areas 
of  characteristic  vascular  proliferation. 
Patchy  necrosis  is  common,  with  phagocytic 
response  and  glial  replacement.  Hemorrhagic 
extravasation  into  tumor  substance  occurs 
often;  gross  hemorrhage  or  cyst  formation, 
less  frequently.  The  invasive  and  destructive 
nature  of  the  neoplasm  frequently  produces 
dramatic  alterations  in  intracranial  vascular 
dynamics  (venous  stasis,  edema,  arterial  oc- 
clusion or  rupture,  internal  hydrocephalus), 
so  that  the  development  of  symptoms  may 
be  gradual  or  may  be  characterized  by  one 
or  more  apoplectic  episodes  simulating  cere- 
brovascular disease.  Glioblastomas  and  as- 
trocytomas occur  with  approximately  equal 
frequency  and  constitute  about  half  of  all 
tumors  in  the  glioma  series*-'. 

Cerebral  Hemorrhage  Due  to  Brain  Tumor 

Descriptions  of  the  syndrome  of  spontane- 
ous subarachnoid  hemorrhage  due  to  brain 
tumor  are  rare.  Russel  and  Kershman'-^' 
recorded  3  cases,  in  2  of  which  occipital 
glioblastoma  was  found  at  autopsy  following 
a  clinical  course  not  unlike  that  of  our  first 
case.  They  review^ed  the  literature  prior  to 
1937,  and  found  only  one  other  reported  in- 
stance'"" of  this  syndrome  associated  with  a 
gliomatous  tumor.  Little  has  appeared  on  the 
subject  since  this  time,  except  for  a  report 

2.  Elvidge,  A.,  Penfleld,  W.  ami  Cone,  W.:  The  (lliomas  of 
the  Central  Nenous  System;  A  Study  of  310  Verified 
Cases,  A.  Research  Neri',  &  Ment,  Dis„  Proc,  (1935)  16; 
lor-181,   1937. 

3.  Russel.  C,  K,  and  Kershman,  J.:  Spontaneous  Subarachnoid 
Haemorrhage  and  Brain  Tuniour,  Canad.  M,  A,  J.  36:568- 
577   (June)    1937, 

4.  Strauss,  I„  Globus,  J,  H,  and  Ginsburg,  S  W, :  Spontane- 
ous Subarachnoid  Hemorrhage;  Its  Relation  to  Aneurysms 
of  Cerebral  Blood  Vessels,  Arch.  Neurol,  &  Psychiat,'  27: 
1080-1132    (May)    1932. 


by  Porta'"''  on  spongioblastoma  with  recur- 
rent subarachnoid  hemorrhage,  and  one  by 
Beriel  and  Devic"^',  who  discussed  cases  of 
brain  tumor  with  the  syndrome  of  meningeal 
hemorrhage. 

References  to  symptoms  suggesting  sub- 
arachnoid bleeding  in  patients  with  angio- 
matous tumors  are  more  frequent.  Russel 
and  Kershman  concluded  that  brain  tumor 
must  be  considered  in  the  difl'erential  diag- 
nosis of  spontaneous  subarachnoid  hemor- 
rhage, and  indicated  that  a  gradual  onset  of 
symptoms  prior  to  ictus,  and  mental  changes 
subsequently,  should  arouse  additional  sus- 
picion. A  mistaken  diagnosis  of  intracranial 
aneurysm  in  such  cases,  however,  could 
hardly  be  criticized.  Furthermore,  during 
the  period  of  conservative  management 
which  follows  intraventricular  or  subarach- 
noid hemorrhage  in  patients  who  survive''^', 
opportunity  for  further  clinical  observation 
is  granted. 

Leakage  of  small  amounts  of  blood  into 
the  subarachnoid  space  without  aggravation 
of  tumor  symptoms  apparently  is  not  un- 
common. Globus  and  Sapirstein'*'  reviewed 
94  cases  of  brain  tumor  not  subjected  to  sur- 
gical intervention,  and  demonstrated  blood 
in  the  spinal  fluid  in  21  cases.  They  stated 
that  this  finding  was  not  correlated  with  the 
type  of  tumor,  with  sudden  aggravation  of 
symptoms,  or  with  evidence  of  gross  hemor- 
rhage into  tumor.  They  pointed  out  that  the 
seepage  of  blood  was  probably  caused  by 
alterations  in  the  vessel  walls  and  by  the  ne- 
crosis of  tumor,  both  encouraging  diapedesis 
or  extravasation  of  blood  elements  into  sur- 
rounding tissue.  Gross  hemorrhage  into  tu- 
mor was  less  frequent  in  their  series'"'  and 

5,  Porta,  V,:  Spongioblastoma  cerebello-pontino  eon  emor- 
ragia  subaracnoidea  spontanea  recidivante.  Arch,  ital,  di 
chir.    53:921-931,    1938. 

0,  Beriel  and  Devic,  A,:  Tumeurs  cerebrales  sous  I'aspect 
clinique  dhemorragies  meningees  au  cours  d'une  tuineur 
cerebrale,   Lyon  med,   161:17-48    (Jan,   9)    1938, 

7,  Hesser,  F,  H, :  The  Recognition  and  Management  of  Sub- 
arachnoid Hemorrhage,  North  Carolina  M,  J,  8:138-141 
(March)    1947. 

S.  Globus,  J.  H.  and  Sapirstein,  M, :  Massive  Hemorrhage 
into  Brain  Tumor;  Its  Signiticance  and  Probable  Relation- 
ship to  Rapidly  Fatal  Termination  and  -\ntecedent 
Trauma,    J,A,M.A.    120:348-352    (Oct,    3)    1942, 

9.  Gross  hemorrhage  into  tumor  occurred  in  9  of 
their  94  cases.  One  third  of  their  cases  were  of 
the  metastatic  type.  Spongioblastomas  (glio- 
blastomas) were  next  in  frequency  (24  cases); 
they  accounted  for  gross  hemorrhage  in  4  of 
their  9  cases  and  shared  equally  wdth  the  meta- 
static variety  as  a  cause  for  seepage  of  blood 
in  12  of  the  21  cases  in  which  subarachnoid 
bleeding  occun-ed.  This  finding  introduces  the 
probability  that  metastatic  tumor  has  to  be 
given  equal  consideration  with  tumors  of  the 
glioblastoma  group  in  the  differential  diagnosis 
of  cerebrovascular  disease. 
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was  considered  unlikely  as  a  cause  for  sud- 
den death. 

Oldberg-'^'"  likewise  found  gross  hemor- 
rhage into  tumor  uncommon  in  gliomas, 
though  more  prevalent  in  the  rapidly  grow- 
ing varieties  (occurring  in  5.6  per  cent  of 
glioblastomas  in  his  study  of  832  gliomas  in 
Cushing's  series).  Hemorrhage  into  brain 
tumor  was  accompanied  by  appropriate  clini- 
cal symptoms  in  only  0.84  per  cent  of  his 
large  series — a  finding  which  emphasizes  the 
fact  that  acute  aggravation  of  the  symptoms 
of  brain  tumor  may  develop  without  hemor- 
rhage. Oldberg  considered  such  sudden 
changes  more  often  due  to  vascular  occlusion 
with  rapid  necrosis  of  tissue,  to  acute  edema 
in  and  around  the  glioma  (especially  if  it 
is  cystic),  or  to  mechanical  intracerebral 
alterations  and  the  sudden  production  of  in- 
ternal hydrocephalus. 

Review  of  Fifty  Cases 

In  an  effort  to  analyze  the  clinical  charac- 
teristics of  these  tumors  more  critically.  50 
cases,  diagnosed  "glioblastoma  multiforme" 
by  operative  biopsy  (40  cases)  or  at  autopsy 
(10  cases),  were  reviewed  from  the  stand- 
point of  symptom  development,  neurologic 
manifestations,  and  preoperative  study  and 
diagnosis.  These  cases  constituted  12.5  per 
cent  of  approximately  400  intracranial  tu- 
mors of  fll  types  diagnosed  at  Duke  Hospital 
in  the  six-year  period  from  1941  through 
1946.  Initial  uncertainty  in  diagnosis  is 
made  evident  by  the  fact  that  27,  or  more 
than  half,  of  the  patients  were  admitted  to 
the  hospital  on  services  other  than  neuro- 
surgical. All  but  3  of  these  ultimately  were 
transferred  to  the  neurosurgical  service  for 
final  diagnosis  and  treatment  under  the 
supervision  of  Drs.  Woodhall  and  Odom,  to 
whom  I  am  indebted  for  the  privilege  of  us- 
ing their  case  material. 

The  age  of  the  patients  in  this  series 
ranged  from  13  to  68,  averaging  48  years. 
Males  (average  age  49)  were  affected  about 
twice  as  frequently  as  females  (average  age 
47). 

Syuiptorns 

The  duration  of  symptoms  before  hospital- 
ization varied  from  one  week  to  three  years, 
averaging  twenty-two  weeks.    The  onset  of 

10.  Oldberg,  E. :  Hemorrlia).'e  into  Gliomas:  a  Review  of  832 
Consecutive  Verifled  Cases  of  Glioma,  .\rcli.  Neurol.  & 
Psychiat.   30:1061-1073    (Nov.)    1933. 


symptoms  was  insidious  with  .gradual  pro- 
gression in  25  cases,  rapid  or  apoplectic  in 
20,  and  gi'adual  with  sudden  or  episodic  ag- 
gravation in  5.  Intracranial  vascular  disease 
was  suspected  in  about  half  the  patients 
whose  symptoms  included  sudden  episodes. 

Intermittent  headaches,  often  accompanied 
by  vomiting,  were  a  prominent  feature  some- 
where in  the  clinical  course  of  all  but  two 
patients.  The  localization  of  the  headache 
was  chiefly  frontal  in  about  half  the  cases, 
and  was  divided  equally  between  occipital 
and  generalized  in  the  remainder.  Pain  was 
lateraliztd  in  10  cases  and  corresponded  to 
the  side  of  tumor  location  in  9  of  these; 
otherwise,  the  distribution  of  headaches  was 
of  little  or  no  localizing  value. 

Neurologic  symptoms  (unilateral  weak- 
ness, aphasia,  visual  disturbance,  olfactory 
hallucinations,  jacksonian  motor  or  sensory 
seizures)  permitted  some  degree  of  anatomic 
localization  in  slightly  more  than  half  the 
group  (56  per  cent).  Selective  cerebral  in- 
jury was  suggested  in  another  16  per  cent, 
but  no  localization  whatsoever  was  possible 
in  28  per  cent  of  the  patients,  in  whom  men- 
tal changes  alone  (irritable  or  irrational  be- 
havior, emotional  flattening  or  depression, 
confusion,  and  gross  sensorium  defects) 
were  evident.  Some  degree  of  mental  aber- 
ration was  frequent  and  was  noted  in  all  but 
9  of  the  patients  on  first  examination.  Con- 
vulsions were  absent  in  27,  or  more  than  half 
the  cases.  They  occurred  as  generalized  tonic 
or  tonic-clonic  seizures  in  11  cases  and  as 
focal  seizures  in  10  cases.  Syncopal  attacks 
alone  appeared  in  2  cases. 

Signs 

Neurologic  signs  of  localizing  value"" 
were  found  in  37  cases,  often  as  isolated 
manifestations  such  as  homonymous  hemian- 
opia,  U'lilateral  lower  facial  weakness,  or 
monoparesis.  Signs  were  obscure  in  10  cases, 
absent  in  3.  Palsies  of  the  exti'aocular 
muscles  associated  with  increased  intra- 
cranial pressure  were  transitory  and  infre- 
quent. Papilledema  was  absent  in  8  cases, 
questionable  or  slight  in  21,  and  moderate 
to  severe  in  the  remaining  21  cases.  Uni- 
lateral predominance  of  papilledema  was  re- 
corded in  15  cases.  It  provided  no  lateraliz- 
ing  information,  being  homolateral  to  tumor 

11.  Objective  disturbances  alone  were  considered, 
since  many  patients  cooperated  too  poorly  for 
sensory  examination. 
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location  in  8  cases  and  contralateral  in  the 
rest.  Meningismus,  evidenced  by  painful 
rigidity  on  attempted  passive  anteflexion  of 
the  neck  or  by  Kernig's  sign,  was  pronounced 
in  8  cases  and  questionable  or  slight  in  9 
cases.  It  was  absent  in  33,  or  two  thirds,  of 
the  patients,  often  in  those  showing  marked 
neurologic  dysfunction  and  papilledema. 

Blood  pressure  was  moderately  elevated  in 
4  patients  and  delinitely  above  normal  in  2 
others,  with  values  as  high  as  200  systolic 
and  100  diastolic.  Although  symptoms  might 
have  been  compatible  with  hypertensive  en- 
cephalopathy in  these  individuals,  brain  tu- 
mor was  suggested  clinically  and  diagnosed 
neurosurgically  in  all  after  careful  consider- 
ation of  the  history  and  clinical  data. 

Accessoiij  clinical  findings 

Routine  laboratory  studies  were  not  re- 
markable. Leukocytosis  was  present  in  16 
cases,  the  count  ranging  as  high  as  19,000  in 
one  patient  suspected  of  brain  abscess.  Sero- 
logic tests  for  syphilis  were  negative. 

Preoperative  lumbar  puncture  was  per- 
formed in  21  patients.  In  4  of  these  cases, 
the  spinal  fluid  was  examined  shortly  before 
admission  to  the  hospital  and  was  reported 
as  being  under  "high  pressure"  in  3,  all  of 
whom  exhibited  marked  papilledema  at  the 
initial  examination,  together  with  unques- 
tionable signs  of  brain  tumor.  It  is  certain 
that  lumbar  puncture  would  have  been 
avoided  in  these  patients  had  the  referring 
physicians  been  aware  of  the  risks  involved. 

Reasonably  complete  studies  on  spinal  fluid 
removed  preoperatively  during  hospitaliza- 
tion were  i-ccorded  in  15  cases  (30  per  cent) , 
12  of  which  were  diagnostic  problems  with 
absent  or  questionable  papilledema.  In  only 
one  case  were  spinal  fluid  dynamics  and  con- 
stituency entirely  normal,  but  the  duration 
of  symptoms  in  this  instance  was  brief  (two 
weeks).  Initial  pressures  (wdth  the  patient 
in  the  lateral  recumbent  position)  ranged 
from  120  to  520  mm.  (average  247  mm.)  of 
water.  In  one  patient  who  was  subjected  to 
lumbar  puncture  on  four  occasions  several 
days  apart  the  pressure  varied  from  170  to 
520  mm.  of  water'^-'. 

The  cellular  content  of  the  fluid  was  nor- 

12.  Ford  and  Murphy' i^''  have  discussed  this  ten- 
dency of  brain  tumor  to  Droduce  wide  and  rapid 
fluctuations  of  intracranial  pressure. 

13.  Fonl,  V.  R.  ;in(l  Murpliy.  E.  L.:  Inuieased  Intrailanial 
Pressure.  A  Clinical  .Analysis  of  tlie  Cause.-'  ami  Character- 
istics of  Several  Tinws,  Bull.  .7olins  Hopkins  Hosp.  lil:.-iOO- 
.39.S    f.lune)    1!I39. 


mal  in  3  cases ;  a  mononuclear  pleocytosis 
(from  6  to  325  cells  per  cubic  millimeter) 
was  present  in  6  cases,  and  a  polymorpho- 
nuclear reaction  (8  and  26  cells  per  cubic 
millimeter)  in  2  cases.  No  investigation  of 
the  spinal  fluid  sediment  for  tumor  cells  was 
performed,  although  this  is  diagnostic''"  in 
some  instances.  The  spinal  fluid""'  in  8  of  the 
15  cases  contained  red  blood  cells  ranging 
from  6  to  322  per  cubic  millimeter.  It  seem- 
ed likely  that  bloody  spinal  fluid  occurred 
with  significantly  greater  frequency  in  this 
series  than  would  be  expected  from  trau- 
matic "bloody  tap"  and  was,  in  most  cases, 
incident  to  vascular  changes  in  the  tumor 
itself.  The  site  of  bleeding  into  the  sub- 
arachnoid space  was  found  at  autopsy  in  one 
case ;  tumor  presented  on  the  surface  of  the 
brain  in  2  cases ;  and  the  spinal  fluid  con- 
tained 100  to  322  red  cells  per  cubic  milli- 
meter in  3  other  cases.  No  xanthochromia 
was  reported.  The  spinal  fluid  in  one 
case,  however,  contained  1  red  cell  per 
cubic  millimeter  but  gave  a  3-pIus  benzidine 
reaction,  suggesting  earlier  subarachnoid 
bleeding.  (Symptoms  had  developed  precipi- 
tously one  week  prior  to  lumbar  puncture, 
with  occipital  headache,  nausea,  vomiting, 
and  stiflF  neck.)  Meningismus  was  present  in 
5  of  the  patients,  but  bore  no  relation  to  the 
degree  of  pleocytosis  or  to  the  presence  of 
red  cells  in  the  spinal  fluid. 

The  total  protein  content  of  the  fluids 
ranged  from  22  to  380  mg.  per  100  cc.  (aver- 
age 115  mg.  per  100  cc),  and  was  increased 
above  normal  in  all  but  3  cases ;  no  parallel 
with  the  duration  of  symptoms  or  with  the 
clinical  course  was  evident.  Pandy's  reaction 
was  negative  in  one  case  in  which  the  total 
proteins  were  as  high  as  93  mg.  per  100  cc. ; 
but  in  general  it  conformed  with  the  total 
protein  values,  being  positive  with  total  pro- 
teins as  low  as  66  mg.  per  100  cc.  Serologic 
and  mastic  tests  were  normal  throughout. 

D ijferentia I  die gnos is 

A  pi'eoperative  diagnosis  of  "brain  tumor, 
probably  glioblastoma  multiforme"  was  pos- 
sible in  27  cases  (54  per  cent)  before  ventric- 
ulography. Brain  tumor  of  another  type  and 
location  was  suspected  in  3  cases  (mesen- 
cephalic in  1  case  and  pituitary  in  2  cases  be- 
cause of  erosion  of  the  sella  turcica  incident 
to  increased  intracranial  pressure).  In  15 
cases   (30  per  cent)    diagnostic  possibilities 
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other  than  brain  tumor  were  under  consid- 
eration singly  or  in  combination  as  follows : 


Intracranial  vascular  disease'!^'  ^^^g  (>q^_ 
sidered  in  a  total  of  13  cases,  including  cere- 
bral arteriosclerosis  with  thrombosis  (7 
cases),  subdural  hematoma  (4  cases),  hyper- 
tensive encephalopathy  (3  cases),  congenital 
aneurysm  (3  cases),  subarachnoid  hemor- 
rhage (2  cases),  intracerebral  hemorrhage 
(1  case)  and  intraventricular  hemorrhage 
(1  case).  Encephalitis  was  considered  in  3 
cases,  brain  abscess  in  2  cases,  and  cerebral 
degenerative  disease  in  2  others.  Drug  intoxi- 
cation (bromides)  obscured  diagnosis  in  2 
cases.  Several  remarkable  impressions  ap- 
peared in  5  ca.ses,  including  idiopathic  con- 
vulsive disorder,  sinusitis,  unilateral  alco- 
holic neuritis,  psychoneurosis  and  hysteria. 

Some  18,  or  36  per  cent,  of  the  cases  could 
be  considered  difficult  diagnostic  problems 
because  clinical  signs  generally  were  little 
suggestive  of  brain  tumor.  Three  of  these 
were  not  accepted  as  brain  tumor  suspects 
until  electroencephalography  and  ventriculo- 
graphy proved  them  to  be.  The  first  2  cases 
reported  above  were  not  diagnosed  correctly 
until  autopsy,  though  both  had  been  studied 
with  reasonable  care  from  a  neurosurgical 
as  well  as  a  neurologic  point  of  view^ 

Special  studies 

Special  study  techniques  of  some  sort,  in- 
cluding x-rays  of  the  skull  and  chest,  electro- 
encephalograms, and  spinal  or  ventricular 
pneumoencephalography,  were  employed  in 
all  except  one  patient,  who  succumbed  too 
quickly  (case  3). 

Stereoscopic  x-rays  of  the  skull  in  lateral 
and  frontal  views  were  made  preoperatively 
in  47  patients  and  demonstrated  changes  of 
some  sort  in  13,  all  of  whom  exhibited  papil- 
ledema. Pressure  from  the  tumor  had  caused 
a  calcified  pineal  gland  to  shift  position  later- 
ally or  downward  in  8,  or  about  one  sixth  of 
the  cases.  This  observation  was  particularly 
helpful  diagnostically  in  2  of  the  more  diffi- 
cult problems.  Separation  of  sutures  w^as 
noted  in  4  cases,  enlargement  of  the  sella 
turcica  and  erosion  of  the  clinoid  processes 
in  2,  and  convolutional  thinning  in  one  case. 
Age  or  duration  of  symptoms  could  not  be 

14.  Approximately  112  cases  of  intracranial  vascu- 
lar disorders  of  all  varieties  were  diagmosed  in 
Duke  Hospital  during  the  year  1946.  Since  our 
series  covered  a  six-year  period,  the  frequency 
of  glioblastoma  multiforme  as  the  inciting  cause 
for  symptoms  of  intracranial  vascular  disease 
would  have  been  about  once  in  .53  cases. 


correlated  with  these  findings,  although  the 
two  youngest  patients  were  included  in  the 
group.  It  is  probable  that  tumor  growth  and 
cerebral  damage  were  too  rapid  in  most  in- 
stances to  produce  pressure  alterations  in 
the  skull.  No  evidence  of  tumor  calcification 
was  seen  in  any  case. 

Electroencephalography  was  of  diagnostic 
and  localizing  value  in  13,  or  about  half,  of 
the  28  cases  in  which  it  was  done.  Only  3  of 
these  13  cases,  however,  were  among  those  in 
the  group  of  18  previously  mentioned  as 
"diagnostic  problems."  Brain  tumor  was  sus- 
pected, but  localization  was  erroneous  in  7 
of  the  28  cases.  "Paroxysmal  cerebral  dys- 
rhythmia," suggesting  idiopathic  convulsive 
disorder,  appeared  in  one  case.  In  none  of 
the  cases,  significantly,  was  the  electroen- 
cephalogram considered  "normal,"  It  is  of 
interest  that  the  cerebral  electroactivity  in  3 
of  the  5  hypertensive  patients  was  of  the 
anoxic  or  dampened  type  over  the  affected 
area,  such  as  is  seen  in  cerebral  infarction  or 
subdural  hematoma.  Similar  electroenceph- 
alographic  changes  were  present  in  3  other 
patients  with  normal  blood  pressure,  indi- 
cating the  predominantly  vascular  nature  of 
the  cerebral  alteration  produced  by  the  tumor 
itself. 

Pneumoencephalography,  performed  in  all 
except  the  three  cases  presented  above, 
gave  confirmatory  diagnostic  information 
preoperatively  in  every  instance.  No  attempt 
has  been  made  to  determine  from  the  litera- 
ture the  frequency  with  which  pneumoen- 
cephalography fails  to  give  evidence  of  sub- 
sequently diagnosed  glioblastoma,  as  in  case 
2.  (Perhaps  Dr.  Odom,  who  has  agreed  to 
discuss  the  paper,  can  clarify  this  point  and 
comment  upon  the  operative  and  postopera- 
tive aspects  of  some  of  these  cases.)  Since 
the  prognosis  in  glioblastoma  multiforme  is 
invariably  poor,  no  attempt  was  made  in 
many  instances  to  prolong  an  already  hope- 
less situation  by  radical  and  heroic  tumor 
excision. 

Siibsequevt  course 

The  fcllow-up  data  available  in  most  of  the 
records  were  incomplete.  Symptoms  of  recur- 
rence had  developed  in  5  patients,  who  re- 
turned to  the  hospital  four  to  ten  months 
after  the  initial  operation.  One  of  these  pa- 
tients, with  a  two-month  preoperative  dura- 
tion of  symptoms,  was  operated  upon  three 
times  in  the  next  twenty-two  months,  mak- 
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ing  a  satisfactory  response  each  time.  In  the 
10  cases  which  came  to  autopsy,  the  duration 
of  life  from  onset  of  symptoms  averaged  four 
months,  ranging  from  one  and  a  half  to  nine 
and  a  half  months. 

Factors  in  the  Diagnosis  of 
Glioblastoma  Mtdtiforme 

Certain  pitfalls  in  the  diiferential  diagno- 
sis of  malignant  brain  tumor  from  other 
varieties  of  intracranial  diseases  are  evident 
from  the  foregoing  data.  These  include :  ( 1 ) 
age  and  the  presence  of  ai'teriosclerosis  and/ 
or  hypertension;  (2)  ictus  suggesting  cere- 
brovascular disease;  (3)  lack  of  localizing 
symptonis  or  signs;  (4)  temporary  clinical 
improvement;  (5)  normal  eyegrounds;  (6) 
mental  symptoms  alone  suggesting  toxic,  in- 
flammatory, or  degenerative  cerebral  dis- 
order, -ind  (7)  overemphasis  upon  historic 
or  other  data  to  the  exclusion  of  subsequent 
clinical  developments — for  example,  previ- 
ously "normal"  pneumoencephalograms  or  a 
history  of  subarachnoid  hemorrhage  suggest- 
ing intracranial  aneurysm. 

Pertinent  clinical  features  favoring  a  diag- 
nosis of  glioblastoma  multiforme  in  our 
series  were  as  follows :  (1)  illness  beginning 
in  the  second  three  decades  of  life ;  (2)  symp- 
toms of  short  duration  (twenty-two  weeks), 
with  episodic  aggravation,  in  half  the  cases ; 
(3)  headache  with  vomiting  in  most  in- 
stances; (4)  mental  disturbance  in  most 
cases,  often  rapid  and  early  in  appearance 
and  later  accompanied  by  neurologic  symp- 
toms in  half  the  cases;  (5)  convulsions  or 
syncope  in  about  half  the  patients:  (6)  ob- 
jective neurologic  signs,  ultimately,  in  about 
three  fourths  of  the  cases;  (7)  definite  alter- 
ations in  the  cerebrospinal  dynamics  and 
constituency  (pleocytosis,  seepage  of  blood, 
increased  protein  content)  ;  (8)  consistently 
abnormal  electroencephalogram ;  and  (9)  not 
infrequent  skull  changes  demonstrable  by 
x-ray. 

When  confusion  with  intracranial  vascular 
disease  existed,  suspicion  of  brain  tumor  was 
often  aroused  by  the  comparatively  brief 
duration  of  symptoms  and  by  the  rapid  ap- 
pearance, persistence,  and  steady  progression 
of  mental  change,  sometimes  episodic  or  sud- 
denly illuminated  by  the  appearance  of  neu- 
rologic symptoms  and  signs  suggesting,  but 
not  clearly  identified  with,  one  of  the  recog- 
nizable cerebrovascular  svndromes.  In  most 


cases  of  cerebrovascular  disease,  the  clinical 
course  is  more  protracted;  the  intellectual 
deficit  is  early,  gradual,  and  characteristic — 
sometimes  with  pathologic  emotionality — , 
and  the  neurologic  alterations  are  better  de- 
fined as  cerebral  artery  syndromes.  Further- 
more, convulsions  are  less  apt  to  occur,  and 
electroencephalograms  and  studies  of  the 
spinal  fluid  in  many  cases  may  be  normal. 

Finally,  if  any  doubt  in  diagnosis  exists, 
it  is  better  to  err  in  the  direction  of  looking 
for  brain  tumor  than  to  consider  sparing  the 
patient  the  risk  of  pneumoencephalography. 
Contraindications  to  this  procedure  are  few; 
opinion  has  been  expressed  that  the  demye- 
linizing  encephalomyelopathies,  such  as 
Schilder's  disease,  may  be  aggravated  there- 
by. Oldberg's  investigations  on  glioma,  how- 
ever, have  shown  that  even  decompression 
and  diagnostic  tap  are  entirely  justified  when 
intracerebral  hemorrhage  and  tumor  are  con- 
fused clinically'''-^  Horrax'*'\  furthermore, 
cited  3  cases,  clinically  typical  of  cerebro- 
vascular accident,  which  proved  to  be  oper- 
able brain  tumors  following  ventriculo- 
graphy. Certainly,  there  is  no  reason  to  dis- 
agree with  Wilson'"''  that  brain  tumor  should 
always  be  suspected  in  any  case  of  paralysis 
of  cerebral  type,  even  if  the  background  and 
clinical  findings  suggest  vascular  disease. 

Discussion 

Dr.  Guy  L.  Odom  (Durham) :  The  diagnosis  of  a 
brain  tumor  in  the  age  group  in  which  glioblastomas 
occur  is  a  particularly  important  problem  and,  at 
times,  an  extremely  difficult  one.  They  occur  in  the 
so-called  'cancer  age,'  the  older  age  group,  in  which 
also  occu'.-  the  vascular  lesions  which  so  commonly 
involve  the  brain.  You  may  ask  what  difference  it 
makes  whether  a  patient  has  a  vascular  lesion  or 
a  malignant  glioma.  It  makes  a  great  deal  of  dif- 
ference in  some  respects,  especially  from  the  stand- 
point of  prognosis.  At  times  malignant  gliomas 
are  located  in  parts  of  the  brain  which  can  be  re- 
moved, thus  affording  the  patient  a  year  or  several 
years  of  happy  existence.  Then,  thei-e  are  the  be- 
nign tumors,  which  may  be  present  for  a  number 
of  years  before  they  suddenly  produce  symptoms. 
The  patient  becomes  comatose,  or  rapidly  develops 
paralysis  on  one  side  or  the  other,  and  is  thought 
to  have  a  malignant  tumor;  operation,  however,  will 
show  a  benign  meningioma,  removal  cf  which  will 
permit  the  patient  to  live  out  his  normal  life  expect- 
ancy. The  I'eason  for  the  sudden  development  of 
symptoms  in  these  cases  is  that  the  brain  can  ad- 
just itself  very  well  to  slowly  increasing  intra- 
cranial pressure  or  to  a  slowly  growing  mass,  until 
there  is  an  obstruction  in  the  ventricular  system. 
Such  obstruction  produces  a  very  sudden  change  in 

l.T.  Horrnv.  G. :  The  Importance  of  Cerebral  Air  Studies  in 
Hie  Differentiation  of  Brain  Tumor  from  Intraeranial 
Va-ijcular  Disease,  S.  Clin.  N'ortli  America  16:165.5-1662 
rDec.)    10.56. 

16.  Wilson.  R.  B. :  Multinle  Gliomas  of  Brain  Simulating 
Vascular  Disease,  J.  M.  A.  Georgia  26:464-467  (Sept.) 
1937. 
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the    patient's    condition    and    frequently    makes    one 
think  of  the  possibility  of  a  rapidly  growing  tumor. 

I  feel  that  every  patient  in  whom  there  is  any 
doubt  about  brain  tumor  should  have  the  benefit  of 
either  a  ventriculogram  or  a  pneumoencephalogram. 
Frequently  such  studies  will  reveal  a  brain  tumor 
in  patients  who  have  no  complaints  other  than  slight 
mental  confusion  or  memory  defect,  no  positive  neu- 
rologic findings,  normal  x-rays  of  the  skull,  and 
normal  pressure  on  lumbar  puncture.  One  rule  that 
can  be  definitely  laid  down  is  that  any  patient  hav- 
ing convulsive  seizures  starting  late  in  life  should 
always  have  a  pneumoencephalogram  performed, 
even  if  the  neurologic  examination  is  negative. 

A  point  I  would  like  to  bring  up  is  the  question 
of  subarachnoid  bleeding  in  cases  of  malignant  glio- 
mas. I  wonder  whether  the  first  case  Dr.  Hesser  re- 
ported really  had  a  subarachnoid  hemorrhage.  Ap- 
parently the  diagnosis  is  based  on  the  fact  that  the 
patient  haci  bloody  spinal  fluid  when  he  was  admitted 
to  another  hospital.  If  this  is  going  to  be  published 
as  a  case  of  glioblastoma  with  subarachnoid  hemor- 
rhage, it  would  be  wise  to  check  back  into  the 
records  and  see  whether  the  symptoms,  clinical 
course,  and  subsequent  lumbar  punctures  (if  any 
were  made)   confirm  the  diagnosis. 

Dr.  Hesser:  Two  lumbar  punctures  were  done  and 
both  confirmed  the  presence  of  subarachnoid  hemor- 
rhage. 

Dr.  Odom:  I  have  always  felt  that  subarachnoid 
hemorrhage  is  not  as  common  with  malignant  tu- 
mors as  some  people  feel.  Vascular  change  is  one 
of  the  characteristic  findings  of  glioblastoma  multi- 
forme, and  accounts  for  the  sudden  change  in  the 
patient's  neurologic  status;  but  actual,  frank  hemor- 
rhage into  the  subarachnoid  space  in  these  cases 
is  an  extremely  rare  occurrence. 

Dr.  Graves:  I  would  like  to  make  a  very  short 
comment  about  one  of  the  discussant's  remarks— 
that  is,  in  regard  to  convulsions  starting  late  in 
life.  I  think  that  idiopathic  epilepsy  can  begin  at 
any  age,  although  it  is  true  that  it  usually  begins 
earlier  in  life  and  the  brain  tumors  usually  start 
later.  When  a  patient  develops  seizures  after  the 
age  of  30,  they  are  more  apt  to  be  due  to  brain  tu- 
mors than  to  epilepsy;  but  I  am  quite  sure  that  idio- 
pathic epilepsy  may  occur  at  any  age. 

Dr.  Odom:  I  did  not  want  to  leave  the  impression 
that  all  convulsive  seizures  occurring  after  30  years 
of  age  are  due  to  brain  tumors.  However,  if  a  pa- 
tient begins  to  have  attacks  after  30  and  does  not 
have  a  pneumoencephalogram,  he  has  been  mis- 
handled. Every  now  and  then  a  patient  who  has 
been  having  convulsive  seizures  for  several  years  is 
admitted  to  the  hospital  comatose  as  an  emergency. 
This  past  week  we  operated  upon  a  patient  who  had 
had  convulsive  seizures  for  two  and  a  half  years. 
He  was  admitted  to  the  hospital  last  week  with 
marked  papilledema  and  almost  complete  paralysis 
of  the  left  side  of  the  bodv.  An  extremely  large 
tumor  in  the  right  temporal  lobe  was  resected.  If 
that  patient  had  been  admitted  to  the  hospital  two 
years  ago  or  a  year  ago,  and  had  had  an  encephalo- 
gram made,  his  postoperative  course  would  not  have 
been  as  critical.  When  the  brain  can  no  longer  com- 
pensate for  the  increased  intracranial  pressure,  and 
when  changes  occur  in  the  midbrain,  the  operative 
prognosis  is  extremely  poor. 

Dr.  Hesser:  I  thank  Drs.  Odom  and  Graves  for 
their  comments. 

I  would  like  to  emphasize  the  point  that  natients 
with  brain  tumors  are  sometimes  treated  for  long 
periods  of  time  as  cases  of  simple  headache  prob- 
lem, or  sinusitis.  If  the  practitioner  would  examine 
the  eyegrounds  periodically  in  these  cases,  h.e  would 
sometimes  be  able  to  make  an  earlier  diagnosis. 


PRIMARY  CANCER  OF  THE  LUNG 

Howard  H.  Bradshaw,  M.D. 

Winston-Salem 

The  lung  i.s  the  second  or  third  most  com- 
mon site  of  primary  cancer  in  man.  Carci- 
noma of  the  lung  is  less  common  than  cancer 
of  the  stomach,  and,  in  some  clinics,  less 
common  than  cancer  of  the  large  bowel ;  in 
others,  it  occurs  more  frequently  than  carci- 
noma of  the  large  bowel.  For  several  years 
campaigns  have  been  conducted  to  make  the 
public  and  the  profession  familiar  with  the 
early  symptcm.s  of  cancer.  In  the  case  of 
cancer  of  the  lung  the  publicity  has  failed 
of  its  purpose.  During  the  last  fifteen  years 
there  has  been  only  a  slight  decrease  (from 
9.9  months  to  9  months)  in  the  average  in- 
terval between  the  onset  of  synrptoms  and 
hospital  admission  in  more  than  300  cases 
which  I  have  reviewed. 

It  is  debatable  whether  or  not  there  has 
been  an  actual  increase  in  cancer  of  the  lung. 
It  is  universally  agreed  that  more  cases 
are  being  seen  clinically  and  at  autopsy.  An 
increasing  ratio  of  lung  cancers  to  all  other 
cancers  has  been  reported  by  several  ob- 
servers. It  is  probable,  however,  that  the  in- 
crease is  more  apparent  than  real,  and  might 
well  be  explained  on  the  basis  of  increased 
longevity,  better  diagnostic  methods,  greater 
familiarity  of  the  pathologist  with  the  le- 
sion, and  the  classification  as  primary  of 
tumors  which  formerly  were  believed  to  be 
metastatic  or  secondary. 

Etiologic  Factors 

It  should  not  be  necessary  to  state  that 
the  cause  of  this  type  of  cancer,  as  of  all 
others,  is  unknown.  Unfortunately,  however, 
repoi'ts  are  appearing  almost  daily  in  the 
newspapers  about  the  discovery  of  a  cause 
or  a  cure  for  cancer.  Millions  of  dollars  are 
being  spent  for  research  on  this  subject,  and 
we  can  hope  for  more  information  in  the 
future. 

Lung  cancer  occurs  predominantly  in  pa- 
tients over  40,  but  is  occasionally  seen  in 
teen-age  youngsters.  For  some  unknown 
reason  males  are  afflicted  five  or  six  times  as 
frequently  as  females.  This  fact  has  been 
used  by  some  as  an  argument  that  smoking 
has  an  irritating  effect  which  is  a  factor  in 
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the  production  of  lung  cancer.  Such  reason- 
ing has  no  foundation  on  either  experiment- 
al or  clinical  evidence.  The  incidence  of  can- 
cer in  patients  with  truly  irritating  diseases 
of  the  bronchial  tubes,  such  as  bronchiecta- 
sis, has  never  been  shown  to  be  greater  than 
in  normal  individuals.  Many  patients,  both 
male  and  female,  who  have  lung  cancers 
have  never  smoked. 

S!j»iptoi)is 

The  first  and  most  common  symptom  of 
cancer  of  the  lung  is  an  unexplained  and 
persistent  cough.  The  prompt  and  thorough 
investigation  of  such  coughs  would  do  more 
to  ensure  early  diagnosis  and  prompt  treat- 
ment than  any  other  measure  or  measures 
now  available.  Many  patients  state  that  they 
"caught  a  cold"  and  that  the  resulting  cough 
has  persisted.  It  is  expensive  and  time  con- 
suming to  study  all  such  patients  properly; 
yet  that  is  the  only  way  that  early  diagnosis 
can  be  made  in  most  cases.  It  is  impossible 
to  make  any  statement  that  would  apply  to 
all  patients,  but  it  seems  wise  to  become  sus- 
picious of  the  possibility  of  cancer  in  any 
patient  over  30  years  of  age  who  has  previ- 
ously been  in  good  health,  and  who  has  a 
cough  which  persists  more  than  three  or 
four  weeks. 

Other  symptoms  are  far  less  frequent, 
especially  early  in  the  course  of  the  disease. 
The  most  common  are  hemoptysis,  chest 
pain,  and  dyspnea,  in  that  order  of  fre- 
quency. The  average  concept  of  lung  cancer 
— which,  unfortunately,  has  been  reprinted 
from  textbook  to  textbook — is  that  of  far  ad- 
vanced, hopeless  cancer.  Cases  presenting 
the  picture  of  anemia,  weight  loss,  profuse 
sputum,  massive  hemorrhages,  chest  pain, 
and  neurologic  or  skeletal  evidence  of  metas- 
tasis are  hopeless,  and  the  only  reason  for 
confirming  the  diagnosis  is  to  satisfy  one's 
curiosity.  Nothing  in  the  way  of  curative 
therapy  can  be  sensibly  considered. 

Diag)iosi.s 
In  recent  years,  mass  roentgenologic  sur- 
veys are  revealing  more  and  more  unsus- 
pected and  silent  shadows  in  the  lung  fields. 
If  such  abnormalities  are  properly  evalu- 
ated and  repeated  examinations  done,  more 
early  cancers  will  be  found.  The  attitude 
taken  by  some,  of  "waiting  to  see  what  will 
happen,"  may  lose  for  the  patient  his  only 
chance  of  a  cure.  One  is  perhaps  justified  in 


waiting  three  or  four  weeks  before  definitive 
action  is  taken.  If  the  shadow  does  not  re- 
gress after  a  short  period  of*  observation, 
however,  and  if  other  diagnostic  procedures 
have  been  exhausted,  then  exploratory  thor- 
acotomy is  justified.  It  is  the  silent,  acci- 
dently  discovered  cancer  that  is  usually  the 
most  amenable  to  treatment. 

The  only  effective  diagnostic  measures  are 
roentgenography,  bronchoscopy,  and  the  mi- 
croscopic examination  of  stained  bronchial 
secret'ons;  finally,  exploratory  thoracotomy 
may  be  necessary.  Such  an  operation  should 
become  less  and  less  frequent,  just  as  ex- 
ploratory laparotomy  has.  Both  perform- 
ances are  confessions  of  ignorance  and  are 
often  not  very  gratifying  to  either  the  pa- 
tient or  the  doctor.  The  value  of  the  other 
diagnostic  procedures  is  in  direct  proportion 
to  the  ability  of  the  individual  performing 
them. 

Roentgeiiographjj 

The  interpretation  of  x-ray  films  of  the 
lung  when  cancer  is  present  is  not  an  easy 
matter.  The  position  of  the  cancer  may 
greatly  alter  the  picture.  Malignant  pulmo- 
nary lesions  vary  from  a  small  growth  in  a 
major  bronchus  which  presents  no  abnor- 
mality to  a  large,  thick-walled  cavity  re- 
placing the  greater  part  of  a  lobe  and  con- 
taining a  fluid  level.  A  cancer  beneath  the 
visceral  pleura  may  give  rise  to  pleural  fluid 
which  prevents  the  tumor  from  being  visual- 
ized on  the  film.  Atelectasis,  bronchiectasis, 
and  obstructive  emphysema  may  all  result 
from  cancer.  Rib  erosion  with  symptoms  re- 
lated to  the  brachial  plexus  and  sympathetic 
system,  circumscribed  hilar  shadows,  and 
paradoxical  diaphragmatic  action  resulting 
from  phrenic  nerve  paralysis,  may  all  be 
produced  by  lung  cancer.  A  cancer  located 
in  the  mediastinal  aspect  of  the  left  lower 
lobe  may  be  entirely  obscured  by  the  heart 
shadow  if  only  a  conventional  posterior- 
anterior  view  is  taken.  Lateral  and  oblique 
views  may  be  necessary  to  visualize  it. 
Bronchoscojnj 

The  bronchoscope  should  be  considered  as 
an  adjunct  to  roentgenography  rather  than 
a  substitute  for  it.  It  should  be  recalled  that 
the  bronchoscope  is  too  large  to  enter  the 
medium  and  finer  subdivisions  of  the  bron- 
chial tree,  where  the  x-ray  film  is  most  val- 
uable. Exact  diagnosis,  of  course,  is  possible 
only  when  the  bronchoscopist  can  secure  a 
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piece  of  the  tumor  for  microscopic  examina- 
tion. Since  the  majority  of  lung  cancers  are 
bronchogenic  and  are  located  in  fairly  large 
bronchi,  most  of  them — 45  to  78  per  cent — 
can  be  diagnosed  accurately 

Whether  or  not  tissue  is  removed,  the  ex- 
pert performance  of  bronchoscopy  often 
yields  useful  information  which  demands 
continued  efforts  at  diagnosis.  Tracheal  or 
bronchial  fixation,  widening  of  the  carina, 
or  pus  or  blood  visuahzed  beyond  the  tip  of 
the  bronchoscope  is  strongly  suggestive  of 
cancer,  even  in  the  presence  of  a  negative 
x-ray  film.  Finally,  if  the  cancer  is  visual- 
ized, its  exact  position — a  knowledge  of 
which  may  be  all  important  if  removal  is 
contemplated — can  best  be  determined  by 
the  bronchoscopist. 
The  Po.panicolaoiL  techniqiie 

For  many  years  efforts  have  been  made 
to  diagnose  lung  cancer  by  the  microscopic 
examination  of  stained  smears  of  sputum 
or  pleural  fluid.  English  workers  have  been 
especially  diligent.  The  results  of  such  ex- 
aminations have  been  discouraging,  and  in 
most  clinics  they  have  been  abandoned.  In- 
terest in  exfimining  bronchial  secretions  or 
washings  obtained  through  the  broncho- 
scope has  recently  been  revived  by  the  work 
of  Papanicolaou.  The  finding  of  cancer  cells 
in  the  vaginal  or  cervical  secretions  has 
aided  in  the  earlier  diagnosis  of  cancer  of 
the  uterine  cervix  or  body.  The  same  stain- 
ing technique  or  another  employing  hema- 
toxylin and  eosin  has  been  applied  to  bron- 
chial secretions  with  apparently  increasing 
success. 

As  with  the  vaginal  smears,  false 
positive  or  false  negative  results  have  been 
obtained  in  a  small  percentage  of  the  exami- 
nations. Most  pathologists  prefer  more  tis- 
sue for  examination  than  is  usually  available 
in  the  secretions.  They  prefer  to  see  the  rela- 
tionship of  the  abnormal  to  the  normal.  It 
seems,  however,  that  a  high  degree  of  suc- 
cess is  possible  if  the  material  is  properly 
prepared  and  is  painstakingly  examined  by 
a  trained  cytologist.  The  tumor  beyond  the 
tip  of  the  bronchoscope  may  best  be  diag- 
nosed by  this  means.  On  the  other  hand, 
certain  cancers  may  remain  in  the  sub- 
mucosal layer  of  the  bronchus  and  not 
"shed"  cancer  cells  into  the  bronchial  lumen 
until  the  growth  has  reached  considerable 
size. 


Exploratorij  thoracotomy 

All  too  frequently  diagnostic  measures 
fail  to  give  an  answer  and  exploratory  thor- 
acotomy becomes  necessary.  Even  with  the 
chest  open,  it  is  often  difficult  to  get  a  piece 
of  tissue  for  frozen  section.  The  bronchus 
may  have  to  be  opened  or  considerable  nor- 
mal lung  traversed,  with  attendant  trouble- 
some bleeding,  before  an  adequate  specimen 
of  tissue  is  obtained.  If  obliterative  pleuritis 
is  added  to  the  other  difficulties,  it  can  be 
readily  appreciated  why  exploratory  thora- 
cotomy should  be  used  only  as  a  last  resort. 

Other  diagnostic  measures  are  occasion- 
ally used,  but  usually  are  positive  only  in 
inoperable  cancer.  The  removal  of  a  meta- 
static nodule  from  a  distant  site  or  the  direct 
aspiration  of  cancer  cells  from  an  intra- 
thoracic mass  may  give  the  correct  diagno- 
sis, but  is  rarely  of  any  additional  value. 

Treatme7it 

It  was  not  until  1933  that  the  first  success- 
ful therapy  was  applied  to  lung  cancer.  The 
therapeutic  procedures  that  have  been  tried 
most  often  are  the  roentgen  ray,  direct  ap- 
plication of  radium  to  accessible  lesions, 
and  surgical  removal. 
Roentgen  therapy 

Roentgen  therapy  has  been  used  in  more 
patients  than  all  the  other  methods  com- 
bined. No  cure  has  ever  been  reported,  even 
though  massive  doses  have  been  used — in 
some  cases,  with  the  chest  open  and  the 
tumor  exposed.  It  is  true  that  temporary 
improvement  may  follow  roentgen  therapy. 
Apparently  bronchial  obstruction  may  be 
partially  overcome  and  bronchial  drainage 
promoted.  Thus  an  occasional  patient  will 
gain  weight,  his  cough  will  be  less  disturb- 
ing, and  the  appearance  of  his  chest  film  will 
improve.  These  changes  are  all  fleeting,  and 
the  condition  progresses  to  its  inevitable 
end.  In  a  series  of  patients  treated  by  x-ray 
the  survival  time  was  only  three  to  four 
months  longer  than  in  a  series  of  untreated 
patients  ^ 
Endobronchial  radium 

Endobronchial  radium  application  was 
given  a  thorough  trial,  especially  in  Eng- 
land. An  apparatus  w-as  devised  whereby 
radium  could  be  held  in  place  against  the 
cancer  in  the  bronchial  wall  without  produc- 
ing bronchial  obstruction.  This  method  al- 
lowed  for   the   maximum,   direct   radiation. 
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Temporary   improvement   followed,   but  the 
cancer  eventually  proved  fatal. 

Pneumonectomy 

Occasional  attempts  to  remove  totally  the 
lung  which  was  the  site  of  cancer  were  all 
unsuccessful  until  1933.  In  that  year  the  first 
successful  operation  was  performed  on  a 
physician,  who,  as  late  as  May,  1947,  ap- 
peared to  be  in  good  health  and  was  conduct- 
ing a  busy  practice.  The  operation  is  now 
being  done  by  more  and  more  surgeons.  The 
mortality  rate  as  well  as  the  cure  rate  is 
improving,  because  of  better  anesthetic 
methods,  the  use  of  blood  and  blood  substi- 
tutes, the  availability  of  agents  to  combat 
infection,  and — last,  but  not  least —  added 
experience  and  knowledge  in  maintaining 
relatively  normal  respiration  during  and 
after  the  operation.  It  can  now  be  said  that 
approximately  7  per  cent  of  patients  oper- 
ated upon  for  lung  cancer  can  be  cured. 
That  statement  does  not  mean  that  7  per 
cent  of  all  patients  who  have  lung  cancer 
can  be  cured,  because  many  of  them  are 
quite  obviously  beyond  help  when  they  are 
admitted  to  the  hospital.  Not  all  of  those 
who  are  cured  are  able  to  carry  on  their 
occupation;  an  occasional  patient  becomes 
so  short  of  breath  that  his  activities  are 
greatly  restricted.  Fotunately,  however,  the 
majority  of  them  can  engage  in  a  gainful 
occupation. 

Occasionally  a  palliative  lobectomy  or 
pneumonectomy  is  justified  in  a  patient  who 
is  having  recurring  massive  hemoptyses,  or 
a  persistent  racking  cough  which  prevents 
him  from  eating  and  sleeping.  In  such  cases 
the  operation  merely  makes  the  few  remain- 
ing weeks  or  months  of  life  less  horrible. 

Siunmarij 

1.  Cancer  of  the  lung  is  the  second  or  third 
most  common  malignancy  occurring  in  man, 
and  the  incidence  appears  to  be  increasing. 

2.  The  most  common  early  symptom  is  a 
persistent  cough;  any  cough  of  more  than 
three  or  four  weeks'  duration  deserves  a 
thorough  investigation. 

3.  If  the  diagnosis  cannot  be  made  by 
roentgen  and  bronchoscopic  studies,  explora- 
tory thoracotomy  is  justified. 

4.  The  only  hope  of  cure  is  afi'orded  by 
pneumonectomy.  The  present  rate  of  cure  in 
patients  on  whom  this  operation  is  per- 
formed is  approximately  7  per  cent. 


BETTER   HEALTH— TODAY  AND 

TOMORROW— THROUGH 

MEDICINE 

WiLBURT  C.  Davison,  M.D. 
Durham 

The  two  following  statements  are  fre- 
quently quoted:  (1)  The  United  States  has 
the  best  medical  care  in  the  world,  and  (2) 
the  rejection  of  37.6  per  cent  of  the  Selective 
Service  registrants  indicates  that  our  medi- 
cal care  is  not  what  it  should  be.  The  conclu- 
sion to  be  drawn  from  these  conflicting  state- 
ments is  that,  regardless  of  how  good  our 
health  standards  may  be,  better  medical  care 
can  and  must  be  provided. 

Factors  in  the  Provision  of  Better  Health 

Six  factors  are  involved  in  improving  the 
health  of  our  nation:  (1)  education  of  the 
public  to  seek  good  medical  care,  (2)  loca- 
tion of  physicians  and  hospitals,  (3)  distri- 
bution of  the  costs  of  medical  service,  (4) 
treatment  of  disease,  (5)  prevention  of  dis- 
ease, and  (6)  research  to  discover  better 
means  for  the  treatment  and  prevention  of 
disease. 

Education  of  the  public 

This  meeting  is  an  effort  by  the  North 
Carolina  Hospital  Association  and  the  medi- 
cal profession  to  acquaint  the  public  with  the 
necessity  for  good  medical  care.  More  and 
better  medical  and  hospital  facilities  are 
needed,  but  it  is  equally  important  that  the 
public  be  educated  to  seek  and  to  utilize  the 
present  facilities  and  those  to  be  created 
under  the  Good  Health  Program.  Many 
people,  especially  among  the  poorer  classes, 
do  not  realize  that  better  medical  care  is 
necessary  and  do  not  know  enough  about 
available  medical  facilities.  Inadequate  med- 
ical care  often  is  due  to  this  factor  of  ignor- 
ance. A  public  awareness  of  the  necessity 
for  preventive,  diagnostic,  and  therapeutic 
measures  will  enable  the  physicians,  hos- 
pitals, and  health  departments  of  North 
Carolina  to  provide  these  measures,  regard- 
less of  the  poverty  of  the  patient. 

Syndicated  medical  articles  in  the  news- 
papers have  made  remarkable  progress  in 
educating  the  public,  but  obviously  they  do 
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not  reach  those  who  do  not  read  the  news- 
papers. School,  radio,  and  billboard  pro- 
grams also  are  needed.  If,  through  advertis- 
ing, a  public  demand  can  be  created  for  auto- 
mobiles, electric  refrigerators,  certain  brands 
of  cigaiettes,  and  patent  and  home  medi- 
cines (which  represent  14  per  cent  of  the 
present  medical  costs),  the  people  can  be 
taught,  by  the  same  means,  to  seek  adequate 
medical  service.  The  law  of  supply  and  de- 
mand is  still  in  operation.  The  public  gets 
the  product  it  demands,  whether  it  be  medi- 
cal care  or  a  nationally  advertised  variety 
of  tooth  paste.  In  many  communities,  how- 
ever, such  a  demand  must  be  created.  The 
American  Medical  Association,  the  Ameri- 
can Acodemy  of  Pediatrics,  and  county, 
state  and  federal  health  services  might  em- 
ploy publicity  experts  to  conduct  advertising 
campaigns  on  the  necessity  for  adequate 
medical  care  and  on  the  medical  facilities 
available.  Dr.  I.  G.  Greer  has  shown  that 
adequate  medical  care  is  effective;  only  1.4 
per  cent  of  those  men  who  grew  up  in  North 
Carolina  orphanages  were  rejected  by  Selec- 
tive Service,  in  contrast  to  44.6  per  cent  for 
the  state  as  a  whole. 

Distribution  of  medical  so-vices 

There  is  a  dearth  of  general  practitioners, 
especially  in  rural  areas,  and  efforts  are  be- 
ing made  by  the  North  Carolina  Medical 
Care  Commission,  the  Good  Health  Associa- 
tion, the  North  Carolina  Hospital  Associa- 
tion, the  Duke  Endowment,  and  the  medical 
schools  to  remedy  maldistribution  of  medi- 
cal services.  Hospitals  and  physicians  go  to- 
gether; neither  can  be  separated  from  the 
other.  The  present  program  consists  in 
building  more  rural  hospitals  and  health 
centers,  recruiting  more  keen  rural  medical 
students,  and  providing  loan  funds  for  a 
part  of  their  education. 

Distribfitioi  of  the  costs  of  medical  care 

Another  great  difficulty  in  the  present  sit- 
uation is  the  uneven  distribution  of  the  costs 
of  medical  care.  The  public  and  the  medical 
profession  should  eventually  benefit  from 
the  gradual  development  of  methods  by 
■which  adequate  medical  services  can  be 
made  available  to  all  of  the  people,  regard- 
less of  their  ability  to  pay.  The  Medical  So- 
ciety of  the  State  of  North  Carolina  and  the 
North  Carolina  Hospital  Association  are 
studying    methods    to    implement    this    pro- 


gi-am.  The  Hospital  Care  Association  and 
the  Hospital  Saving  Association  have  pro- 
vided voluntary  medical  and  hospital  pre- 
payment plans,  and  the  Duke  Endowment, 
the  state,  and  the  counties  pay  part  of  the 
costs  of  hospitalization  for  the  indigent. 
T)-eat))ie)it  of  disease 

Most  people — and,  I  am  sorry  to  say,  many 
medical  students  and  physicians  —  regard 
the  treatment  of  disease  as  the  most  impor- 
tant factor  in  the  improvement  of  health.  I 
rarely  see  a  child  who  is  not  receiving  one 
of  the  new  sulfonamide  drugs,  penicillin,  or 
streptomycin.  Frequently  little  or  no  previ- 
ous effort  has  been  made  to  discover  the 
cause  of  the  disease.  It  is  now  a  common 
practice  to  give  sulfonamides  routinely  for 
two  days.  If  no  improvement  follows,  peni- 
cillin is  given.  After  two  more  unsuccess- 
ful days,  the  drug  is  changed  to  streptomy- 
cin. If  the  patient  is  not  cured  by  the  sixth 
day,  he  may  be  examined  to  determine  the 
cause  of  his  symptoms.  I  must  admit  that 
most  patients  recover  with  this  type  of  blind 
treatment,  but  we  should  not  practice  medi- 
cine without  first  trying  to  find  out  what  we 
are  doing,  or  to  diagnose  the  type  of  disease 
with  which  we  are  dealing. 
Prevention  of  disease 

Preventive  medicine  must  also  be  increas- 
ingly taught  and  practiced.  Whether  the  cost 
is  borne  by  taxation,  private  fees,  or  local 
charity,  prevention  is  the  most  important 
phase  of  medicine  and  should  be  carried  out 
by  private  physicians  as  well  as  by  health 
departments.  "He  who  cures  a  disease  may 
be  the  most  skillful,  but  he  who  prevents  it 
is  the  safest  physician."  Three  fourths  of 
the  250,000  deaths  of  American  children 
which  occur  annually  can  and  should  be 
prevented.  Twenty-one  per  cent  of  these 
deaths  are  due  to  curable  diseases,  while  56 
per  cent  are  caused  by  preventable  condi- 
tions. Much  has  been  accomplished  in  this 
field,  and  during  the  past  fifty  years  the 
infant  mortality  rate  in  North  Carolina,  for 
example,  has  fallen  from  approximately  100 
per  1,000  live  births  to  37. 

The  need  for  better  prenatal,  obstetric, 
and  neonatal  care  is  emphasized  by  the  fact 
that  more  than  half  the  deaths  in  this  coun- 
try among  children  under  the  age  of  1  year 
occur  during  the  first  month  of  life.  Im- 
proved maternity  care  and  the  hospitaliza- 
tion of  mothers  who  need  it  can  and  must  be 
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supplied  through  the  cooperation  of  general 
practitioners,  obstetricians,  pediatricians, 
health  officers,  nurses,  and  hospitals.  That 
such  joint  effort  is  efficacious  has  been  dem- 
onstrated in  Denver,  where  the  number  of 
infant  deaths  \yas  reduced  by  better  mater- 
nal and  infant  care  from  178  per  1,000  live 
births  to  15. 

Immunization  against  smallpox,  whooping 
cough,  diphtheria,  tetanus,  typhoid  and 
paratyphoid  fevers  will  eradicate  those  dis- 
eases. From  1930  to  1938  diphtheria  was 
responsible  for  7  per  cent  of  the  admissions 
to  the  pediatric  service  of  Duke  Hospital. 
Since  the  state  compulsory  immunization 
law  was  passed,  diphtheria  is  a  rarity, 
though  it  is  still  a  menace. 

Rabif^g,  malaria,  poisoning,  and  automo- 
bile accidents  can  be  reduced  by  proper  pre- 
cautions and  the  instruction  of  children. 
Cases  of  poisoning,  especially  those  due  to 
swallowing  lye,  are  still  too  frequent.  Ade- 
quate infant  feeding  and  well  balanced  diets 
are  necessary.  As  a  result  of  the  wider  use 
of  lactic  acid  milk  and  the  sulfonamide 
drugs,  summer  diarrhea,  especially  dysen- 
tery, is  disappearing.  Last,  but  not  least, 
mental  hygiene  is  one  of  the  most  important 
phases  of  preventive  medicine.  Although  not 
a  large  factor  in  mortality,  mental  health 
problem.s,  because  of  the  lives  they  wreck, 
often  are  as  serious  as  those  of  physical 
health. 

RefiecD'ch 

Better  health  cannot  be  created  without 
an  alert  medical  profession.  Better  means 
for  the  treatment  and  prevention  of  disease 
must  constantly  be  sought.  Medical  progress 
is  possible  only  if  every  idea  is  first  tried 
and  tested  by  animal  experiments  to  make 
sure  that  it  is  not  harmful  and  involves  no 
risk.  Sound  ideas  are  soon  accepted  and 
others  rejected.  The  rapid  acceptance  of- 
sulfonamides,  penicillin,  and  .streptomycin  is 
proof  that  most  medical  men  recognize  ex- 
cellence very  quickly. 

The  medical  research  carried  on  during 
the  war  by  the  investigators  of  the  National 
Research  Council,  the  Committee  on  Medical 
Research,  and  the  Office  of  Scientific  Re- 
search and  Development  did  as  much  to  im- 
prove the  nation's  health  as  the  atomic  bomb 
did  to  end  the  war.  Blood  plasma,  insect  re- 
pellants,  insecticides  (DDT  and  others), 
chemotherapeutic  agents,  typhus  and  yellow 


fever  vaccines,  and  new  methods  of  treating 
burns,  malaria  (chloroquine),  poisoning 
(BAL),  tetanus,  and  tropical  diseases  are 
only  a  few  of  the  developments  that  not 
only  saved  thousands  of  lives  and  prevented 
untold  illness  during  the  war,  but  will  con- 
tinue to  provide  better  health  for  all  of  us. 

Co)iclusio7i 
Better  health  can  and  must  be  provided 
by :  ( 1 )  education  of  the  public  to  seek  good 
medical  care,  (2)  a  better  distribution  of 
physicians,  hospitals,  and  the  cost  of  medi- 
cal care,  and  (3)  research  to  discover  better 
means  for  the  treatment  and  prevention  of 
disease. 


X-RAY  EXAMINATION  IN  RUPTURE 
OF  THE  SPLEEN 

C.  L.  Gray,  M.D.   * 
High  Point 

With  the  ever  increasing  incidence  of 
highway  and  industrial  accidents,  the  radi- 
ologist i<  being  called  upon  more  and  more 
often  to  aid  in  the  early  diagnosis  of  acute 
traumatic  disorders.  In  instances  of  abdom- 
inal trauma  it  is  not  always  evident  from  the 
initial  observations  of  the  patient  whether 
one  is  dealing  with  a  severe  intra-abdominal 
catastrophe  or  whether  one  can,  with  any 
degree  of  safety,  observe  the  patient  for  a 
few  hours  while  awaiting  the  development 
of  signs  pointing  to  injury  of  a  hollow  or 
solid  viscus.  Since  so  many  possibilities  in 
the  differential  diagnosis  arise,  one  wel- 
comes some  means  of  aid  in  making  a  diag- 
nosis, whether  it  be  of  a  positive  or  negative 
nature. 

The  roentgenologist  can  be  of  great  help 
to  the  surgeon  or  internist  in  diagnosing  the 
presence  of  splenic  rupture.  No  complicated 
or  elaborate  technical  procedure  or  appara- 
tus is  necessary.  A  ]3lain  survey  film  of  the 
abdomen,  made  with  the  patient  in  a  level 
supine  position,  is  all  that  is  required.  It  is 
true,  however,  that  the  majority  of  these  pa- 
tients, when  they  are  first  seen  in  the  hos- 
pital, are  in  varying  degrees  of  shock,  and 
may  be  poor  candidates  for  x-ray  examina- 
tion. 

Clinical  Sympfoms 

The  symptoms  of  a  lacerated  spleen  are 
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Fig.  1  (Case  1).  ISoie  ihe  serrated  greater  curv- 
ature of  the  stomach,  with  padding  and  promi- 
nence ol  the  gastric  rugae.  Two  lacerations  in 
the  spleen  were  found  at  operation. 

those  of  intra-abdominal  hemorrhage.  Dia- 
phragmatic irritation  may  cause  the  pain  to 
radiate  to  the  left  scapula  or  shoulder.  There 
may  be  a  tender,  ill-defined  mass,  rigidity 
of  muscles,  shifting  dullness,  and  shock. 
Hemorrhage  may  be  massive  enough  to  re- 
sult in  early  death,  or  it  may  be  progressive, 
allowing  the  patient  to  walk  perhaps  half  a 
mile,  but  producing  exsanguination  within 
twenty-four  to  forty-eight  hours.  Hemor- 
rhage may  also  be  of  the  delayed  type  char- 
acterized by  repeated  episodes  of  bleeding, 
usually  accompanied  by  violent  pain  on  exer- 
tion, at  intervals  of  several  days. 

Roentgenologic  Findings 

In  practically  all  normal  persons,  a  plain 
film  of  the  abdomen,  //  gas  is  present  in  the 
stomach,  will  show  the  normal  gastric  con- 
tour. In  lacerations  of  the  spleen  there  is 
obliteration  of  the  splenic  shadow,  which 
may  be  due  either  to  intracapsular  splenic 
bleeding  or  to  perisplenic  hematoma.  In  ad- 
dition, blood  gravitates  down  the  gastro- 
splenic  ligament  and  infiltrates  along  the 
gastric  wall,  producing  a  jagged,  serrated, 
saw-toothed  appearance  of  the  greater  curv- 


Fig.  2  (Case  2).  The  degree  of  dilatation  of  the 
stomach  is  fairly  characteristic  of  splenic  rup- 
ture. The  upper  third  of  the  greater  curvature 
is  irregular  in  contour.  A  laceration  of  the 
spleen  on  its  convex  surface  was  found  at  oper- 
ation. 

ature  of  the  stomach.  The  gastric  deformity 
and  extent  of  serration  seem  to  be  almost 
directly  proportionate  to  the  degree  of  hem- 
orrhage. 

Reflex  gastric  dilatation  is  usually  asso- 
ciated with  rupture  of  the  spleen.  The  find- 
ing of  a  dilated  stomach  in  addition  to  serra- 
tion of  the  greater  curvature  is  doubly  sig- 
nificant. Occasionally  the  perisplenic  bleed- 
ing results  in  tenting  of  the  left  leaflet  of 
the  diaphragm.  This  sign,  when  present,  is 
another  valuable  diagnostic  aid. 

Ca.?e  Reports  ' 

Case  1 

A  17-year-old  white  boy  injured  in  a  train-auto- 
mobile accident  was  brought  into  the  hospital  in  a 
profound  state  of  shock.  Examination  revealed  mul- 
tiple rib  fractures  on  the  right  side,  with  collapse  of 
the  right  lung  and  extensive  emphysema  of  the  soft 
tissues.  Ti-ansfusions  of  whole  blood  and  nlasma 
were  given,  and  he  reacted  from  the  shock.  Further 
examination  made  it  obvious  that  he  was  also  suffer- 
ing from  some  intra-abdominal  injury.  As  the  right 
side  of  the  body  seemed  to  have  borne  the  brunt  of 
the  injury,  it  was  natural  to  suspect  a  rupture  of 
the  liver,  and  this  was  the  attending  surgeon's  im- 
pression. 

A  plain  film  of  the  abdomen  (fig.  1)  disclosed 
findings    suggestive    of    splenic    rupture,    and    the 
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Fig.  3  (Case  3).  The  increased  space  between 
the  gas-filled  cardia  and  the  left  leaflet  of  the 
diaphragm  is  suggestive  of  fluid  or  blood  within 
this  space.  This  picture  was  thought  to  repre- 
sent laceration  of  the  spleen,  but  operation  dis- 
closed a  tremendous  rupture  of  the  liver,  with 
almost  total  detachment. 

surgeon  was  influenced  to  make  a  high  left  rectus 
incision.  Upon  entering  the  peritoneal  space,  he  en- 
countered several  hundred  cubic  centimeters  of 
semi-clotted  and  fresh  blood.  Further  exploration 
following  aspiration  disclosed  a  2-inch  laceration  in 
the  splenic  hilum  and  another  1-inch  tear  in  the 
adjacent  lower  pole.  The  blood  had  acted  as  a  tam- 
ponade, and  after  aspiration  bleeding  became  more 
profuse.  Splenectomy  was  performed,  and  after  a 
stormy  postoperative  course  the  patient  recovered 
and  is  back  at  work  today. 

Case  2 

A  22-year-old  white  man  was  brought  into  the 
hospital  about  seven  hours  after  being  injured  in  a 
motorcycle-automobile  accident.  Moderate  shock 
was  present,  and  there  was  marked  abdominal 
muscle  splinting.  Attempted  changes  of  position 
caused  intense  pain  in  the  abdomen  and  left 
shoulder.  A  large  contusion  was  noted  in  the  left 
costovertebral  area. 

A  chest  x-ray  showed  no  rib  fractures  or  free 
air  beneath  the  domes  of  the  diaphragms,  and  no 
tenting  of  the  diaphragm.  A  plain  film  of  the  abdo- 
men (fig.  2)  disclosed  two  avulsed  lumbar  transverse 
processes.  The  stomach  was  markedly  dilated  and 
gas  filled,  but  showed  no  unusual  displacement  of 
the  shadow.  On  the  greater  curvature  was  noted 
some  jagged  serration  of  the  gastric  wall.  There 
was  some  padding  of  the  visible  rugal  markings  on 
the  posterior  wall  of  the  gas-filled  stomach. 

These  findings  wei'e  reported  to  the  surgeon,  and 
a  tentative  roentgenologic  diagnosis  of  splenic  rup- 
ture was  made.  Exploration  was  carried  out  through 
a   high    left   rectus   incision,    and    about    800    cc.    of 


Fig.  4  (Case  4).  The  increased  space  between 
the  leaflet  of  the  diaphragm  and  the  fundus  of 
the  stomach  led  to  a  mistaken  diagnosis  of 
splenic  rupture.  At  operation  the  spleen  was 
found  to  be  normal.  Note  the  fracture  through 
the  left  tenth  rib. 

dark  blood  was  encountered.  An  irregular  rent  about 
1  inch  in  length  was  found  on  the  convex  surface  of 
the  spleen.  Splenectomy  was  performed  without 
difficulty.  Exploration  of  the  other  organs  disclosed 
no  other  gross  injury. 

The  patient's  convalescence  was  complicated  by  a 
right  subdiaphragmatic  abscess,  but  he  was  dis- 
charged after  several  weeks,  and  has  remained  well 
since. 

Case  3 

A  white  woman,  .35  years  of  age,  was  brought  to 
the  hosnital  in  moderately  severe  shock  following  an 
automobile  accident.  She  had  received  a  terrific  blow 
over  the  right  upper  abdominal  quadrant  from  the 
steering  wh'eel  of  the  car  she  was  driving.  She  com- 
plained of  exquisite  abdominal  pain,  and  it  was  evi- 
dent from  physical  examination  that  she  had  suf- 
fered some  intra-abdominal  injury.  She  had  a  board- 
like abdomen,  with  distention  and  signs  of  peri- 
toneal irritation.  She  was  treated  for  shock  and  ob- 
served for  seven  hours  before  an  x-ray  examination 
was  ordered. 

A  plain  film  of  the  abdomen  (fig.  3)  showed  con- 
siderable gaseous  dilatation  of  the  stomach,  down- 
ward displacement  of  the  stomach,  and  a  serrated 
greater  curvature.  It  was  also  noted  that  the  liver 
shadow  was  displaced  downward.  The  roentgen  di- 
agnosis was  probable  splenic  rupture,  with  extensive 
perisplenic  hemorrhage. 

At  exploratory  operation  approximately  1  liter  of 
blood  was  found  in  the  free  peritoneal  space.  Fully 
half  of  the  hemorrhage  was  diffused  along  the  gas- 
trosplenic  ligament  and  enveloped  the  convexity  of 
the  stomach.  After  aspiration  of  the  blood  it  was 
found   that   the   spleen   was   not  lacerated,  but   that 
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there  was  a  tremendous  tear  in  the  posterior  sur- 
face of  the  liver,  with  almost  complete  detachment. 
Attempts  to  suture  the  freely  bleeding  rupture  were 
unsatisfactory.  Finally,  with  the  help  of  muscle  im- 
plants, bleeding-  was  controlled  sufficiently  to  permit 
closure  of  the  abdomen.  The  patient  expired  twenty- 
four  hours  later,  however,  despite  the  usual  sup- 
portive measures. 

As  this  case  shows,  bleeding  from  hepatic  lacer- 
ations, if  of  sufficient  magnitude,  may  well  produce 
the  x-ray  findings  characteristic  of  splenic  rupture. 

Case  4 

While  intoxicated,  a  .54-year-old  white  man  fell 
on  a  stairway,  striking  the  left  lower  posterior 
thorax.  When  first  seen  he  was  not  in  shock,  and 
despite  his  self-induced  analgesia,  he  continued  to 
complain  primarily  of  pain  in  the  left  upper  an- 
terior portion  of  the  abdomen.  This  pain  was  occa- 
sionally severe  in  the  left  shoulder,  and  deep  breath- 
ing was  difficult. 

A  chest  x-ray  showed  two  non-depressed  rib  frac- 
tures in  the  lower  left  thorax  posteriorly.  A  plain 
film  of  the  abdomen  (fig.  4)  showed  only  a  slight 
amount  of  gas  in  the  stomach,  but  the  gas  bubble 
seemed  to  be  well  separated  from  the  diaphragm, 
and  from  the  splenic  area.  There  was  little  or  no 
serration   of  the   greater   curvature. 

While  these  x-ray  findings  were  not  typical  of  a 
ruptured  spleen,  the  man's  clinical  condition  seemed 
to  point  more  and  more  to  an  intra-abdominal  in- 
jury of  some  type.  He  had  a  board-like  abdomen, 
intense  pain,  excessive  thirst,  and  apparently  pro- 
gressive shock.  After  about  five  hours  of  observa- 
tion, his  symptoms  became  exaggerated,  and  the 
attending  surgeon  performed  an  exploratory  lapa- 
rotomy. No  intraperitoneal  bleeding  or  rupture 
could  be  identified. 

Twenty-four  hours  postoperatively  a  massive  ec- 
chymosis  appeared  over  the  entire  left  side  of  the 
thorax,  having  resulted  from  deep  bleeding  of  the 
injured  intercostal  vessels  at  the  sites  of  rib  frac- 
ture. 

Case  5 

A  33-year-old  white  man  pushed  over  a  six-inch 
tree  with  a  bulldozer.  As  the  tree  fell,  he  threw  up 
his  left  arm  to  protect  himself,  and  the  tree  pushed 
his  arm  and  elbow  into  the  left  side  of  the  lower 
thorax  and  upper  abdomen,  pinning  him  to  his 
seat.  He  was  able  to  free  himself,  and  walked  un- 
assisted two  or  three  hundred  yards  in  order  to 
summon  help.  He  complained  of  pain  in  the  left 
upper  quadrant,  together  with  weakness,  nausea, 
and  vomiting.  It  was  some  three  or  four  hours  be- 
fore he  was  brought  to  the  hospital,  and  on  one 
occasion  during  this  interval  he  voided  grossly 
bloody  urine. 

Unon  admission  to  the  accident  room  of  the  hos- 
pital, he  was  noted  to  be  in  a  condition  of  moder- 
ate shock.  There  was  no  abdominal  distention  and 
little  or  no  splinting  of  the  abdominal  muscles.  The 
most  striking  observation  was  the  fact  that  the 
patient  was  unable  to  lie  down  and  preferred  to  sit 
holt  upright  with  both  thighs  flexed.  A  moderate 
amount  of  pain  was  produced  on  deep  pressure  into 
the  left  upper  o.uadrant.  The  white  blood  cell  count 
on  admission  was  19.000.  Examination  of  the  urine 
showed  gross  blood  in  a  voided  specimen. 

A  survey  roentgenogram  of  the  abdomen  was 
taken  (fig.  5),  and  moderate  gaseous  dilatation  of 
the  stomach  was  observed,  together  with  increase 
in  the  space  between  the  fundus  and  the  left  con- 
cavity of  the  diaphragm.  There  was  some  serration 
of  the  greater  curvature  of  the  stomach,  and  slight 
displacement   of  the   stomach   shadow  to   the   right. 


Fig.  5  (Case  .5).  This  film  shows  all  the  findings 
helpful  in  the  diagnosis  of  splenic  laceration: 
increased  width  between  the  dilated  and  gas- 
filled  cardia  and  the  diaphragm;  slight  displace- 
ment of  the  stomach  toward  the  right;  and  ser- 
ration of  the  greater  curvature.  Operation  re- 
vealed a   large   laceration  in  the  splenic   hilus. 

The  fact  that  the  splenic  shadow  was  absent  was 
not  considered  of  great  significance,  since  this  ob- 
servation is  noted   at  times  in  normal  subjects. 

Physical  signs  of  peritoneal  irritation  were  con- 
spicuously lacking,  and  the  patient  was  placed  under 
constant  observation.  He  remained  in  a  state  of 
moderate  shock  and  continued  to  complain  of  severe 
pain  in  the  upper  abdomen.  Since  he  failed  to  show 
any  objective  improvement  in  three  or  four  hours, 
and  since  the  roentgenographic  changes  suggested 
a  rupture  of  the  spleen,  the  surgeon  elected  to  carry 
out  an  exploratory  operation. 

LTpon  entering  the  peritoneum  about  2  or  3  liters 
of  free  and  clotted  blood  was  encountered.  After 
evacuation  of  this  blood  and  adequate  packing,  a 
long,  irregular  laceration  was  found  through  the 
lower  pole  of  the  spleen.  Splenectomy  was  success- 
fully caiiied  out,  and  the  patient  made  an  unevent- 
ful recovery.  The  hematuria,  which  was  apparently 
due  to  renal  contusion,  cleared  within  two  days. 

Conclusion 

These  ca.se?  appear  to  substantiate  further 
the  observations  of  Solis-Cohen  and  Le- 
vine'",  and  also  those  of  Rousseau  and 
O'Neill'-',  who  have  observed  that  the  x-ray 
findings    characteristic    of    splenic    rupture 

1.  Solis-Colien.  L.  and  Levine.  S. :  Roentffen  Diasrnosis  of 
Lacerated    Spleen.     Radiology    39:7ii7-71ii     (Dec.)     1012. 

2.  O'Neill.  .1.  F.  and  Rousseau.  J.  P.:  RoentaenoloKic  Ex- 
amination of  the  Abdomen  as  an  Aid  in  the  Early  Diag- 
nosis of  Splenic  Injury,  .Ann.  Surg.  121:111-119  (Jan.)  1913. 
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may   also   be   produced   by   injury   of  some 
other  viscus. 

It  should  be  pointed  out  again  that  no 
single  procedure  can  take  the  place  of  diag- 
nostic acumen.  Roentgenologic  examination, 
however,  offers  a  simple  accessory  procedui-e 
which  may  be  found  helpful  in  cases  of  ab- 
dominal trauma. 


TREATMENT  OF  PROLONGED  LABOR 
DUE  TO  UTERINE  INERTIA 

James  F.  Donnelly,  M.D. 
Winston-Salem 

The  importance  of  the  proper  manage- 
ment of  prolonged  labor  is  emphasized  by 
the  records  of  the  North  Carolina  Maternal 
Welfare  Committee'".  These  reveal  that  10 
of  the  first  100  maternal  deaths  reported  to 
the  committee  were  associated  with  pro- 
longed labor.  It  is  well  known  that  this 
complication  greatly  increases  the  incidence 
of  fetal  and  maternal  morbidity  and  mor- 
tality. Another  consideration  which  is  often 
overlooked  is  that  this  type  of  labor,  even 
when  it  does  not  produce  permanent  or  tem- 
porary physical  disability,  may  result  in 
psychic  trauma  to  the  patient  and  her  fam- 
ily. Long,  difficult  labor  frequently  causes 
the  patient  to  develop  an  aversion  to  preg- 
nancy which  may  be  manifested  later  by  dis- 
turbed family  relations. 

Statistics   in   respect  to   infant  mortality 

ij  are  somewhat  deceptive,  since  they  do  not 
'  reveal  the  subsequent  course  of  the  children 
born  alive.  Towne'-',  in  a  review  of  147  cases^ 
of  prolonged  labor,  found  that  the  fetal 
death  rate  was  7  per  cent,  as  compared  with 
3  per  cent  following  normal  labors.  Schrei- 
ber'"  has  shown  that  infants  who  were  ap- 
parently normal  at  birth  following  pro- 
longed labor,  but  subsequently  died  of  some 
disease  unrelated  to  the  birth  injury,  had 
many  areas  of  gliosis  in  the  brain  (so-called 
devastation  areas)  which  were  due  to  birth 
trauma.  The  ultimate  outcome  in  such  cases 

Read  before  the  Section  on  G5necolog\'  and  Obstetrics. 
Medical  Society  of  ttie  State  of  Nortli  Carolina.  Virginia 
Beach,  Virginia,  May  14,   1947. 

Kroni  the  Department  of  Obstetrics  and  Ovnecolosv,  Bow- 
man Gray  ScIuh)!  of  Medicine  of  Wake  Forest  College,  Win- 
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of  intracranial  damage  has  not  been  ascer- 
tained. 

It  is  important  to  define  what  is  meant  by 
normal  labor.  DeLee'^'  defines  labor  as  "that 
period  of  time  from  the  onset  of  regular, 
rhythmical,  uterine  contractions  to  delivery 
of  the  baby."  Careful  scrutiny  of  the  litera- 
ture, however,  reveals  that  the  only  concrete 
evidence  of  labor  is  progressive  effacement 
and  dilatation  of  the  cervix;  the  absence  of 
this  sign  indicates  false  or  prodromal  labor, 
which  is  treated  in  a  totally  different  man- 
ner. 

The  average  duration  of  normal  labor 
varies  from  six  to  eighteen  hours.  When  the 
labor  exceeds  twenty-four  hours,  it  is  con-  / 
sidered  prolonged'"".  The  incidence  of  pro- 
longed labor  has  been  uniformly  reported  as  ^^ 
approximately  4  per  cent.  Towne'-'  reported 
an  incidence  of  4.11  per  cent;  Monroe"",  4 
per  cent;  and  Siddall''^  5  per  cent;  but 
Odell"*'  reported  an  incidence  of  only  2.7  per 
cent  in  1,500  cases. 

There  are  four  major  causes  of  prolonged 
labor'-'": 

1.  Anomalies  of  the  powers. 

2.  Anomalies  of  the  passages. 

3.  Anomalies  of  the  passenger. 

4.  Accidental  complications  such  as  tox- 
emia, ruptured  uterus,  and  intercur- 
rent disease. 

Unrecognized  cephalopelvic  disproportion 
occurred  in  only  6  per  cent  of  Odell's 
series'"',  and  anomalies  of  the  fetus  and  acci- 
dental complications  are  even  less  common. 
For  this  reason,  this  discussion  will  be  re- 
stricted to  the  treatment  of  prolonged  labor 
due  to  inertia   (anomalies  of  the  powers). 

Prenatal  Prophylaxis 

Since  the  most  important  point  in  the 
management  of  any  obstetric  problem  is  an- 
ticipation, the  preventive  factor  should  be 
considered  first.  The  principle  of  prevention 
or  "watchful  expectancy"  (DeLee)  should 
be  applied  to  all  aspects  of  pregnancy.  The 
treatment  of  prolonged  labor,  therefore,  be- 
gins during  the  prenatal  period,  since  many 

4,    DeLee,  J,   B,  and  Greenhill,   .1.   I',:  Principles  and   I^ractice 

of    Obstetrics,    ed.    !),    Philadelphia,    W,    B,    Saunders    Co,, 

1947, 
.').    Stander,    H,   .1,:   Textbook  of  Obstetrics,   ed,   9.   New   York, 

D.  Appleton.Century  Co.,    19  4j, 
(>,    Monroe,    L.    T, :    Prolonged    Labor;    Its    Etiology   and    Man 

.agement.    North   Carolina    M.   J,    3:297-303    (June)    1942. 

7,  Siddall.  R.  S. :  'I'reatment  of  Prolonged  Labor  Due  to 
L'terine   Inertia,    West.   J.   Surg.    jii:381-5»7    (Nov.)    1942. 

8,  Odell,  L.  D.,  Randall,  J,  H.,  and  Scott,  G,  W.:  Prolonged 
Labor  with  Special  Reference  to  Postpartum  Hemorrhage, 
J.-\,M,A.    133:73.5-739    (Marcb    15)    1947. 


196 


NORTH  CAROLINA   MEDICAL  JOURNAL 


April,    1948 


of  the  causes  of  prolonged  labor  may  be  de- 
tected during  this  period  and  preparation 
made  for  the  associated  complications. 
Among  the  factors  which  may  have  a  bear- 
ing on  prolonged  labor  are  bodily  habitus, 
familial  tendencies,  physical  activity,  finan- 
cial status,  social  status,  parity,  and  age.  No 
definite  proot,  however,  has  been  established 
that  any  relationship  exists  between  any  of 
these  factors  and  the  length  of  labor. 

Prenatal  care  should  include  a  complete 
physical  examination,  basic  laboratory 
studies,  pelvic  measurements,  and  a  careful 
observation  of  the  character  of  the  pelvic 
soft  tissues.  Ideally,  an  x-ray  of  the  chest 
and  complete  blood  typing  should  be  in- 
cluded. X-ray  pelvimetry  by  the  method  of 
Caldwell,  Moloy,  and  Swenson''"  is  extremely 
valuable.  A  base  line  having  been  estab- 
lished, the  physician's  efforts  should  then  be 
directed  toward  rendering  the  patient  as 
nearly  normal  as  possible.  Subsequent  visits 
should  be  made  every  three  weeks  up  to  the 
twenty-eighth  week,  then  every  two  weeks 
until  the  last  month;  after  that  time,  week- 
ly visits  are  essential.  Patients  who  have 
complications,  of  course,  require  more  fre- 
quent examinations. 

Diet 

Although  we  do  not  fully  understand  the 
role  of  diet  in  pregnancy,  it  is  clear  that  a 
well-nourished  patient  does  better  both  in 
pregnancy  and  in  labor.  The  daily  nutri- 
tional requirements  in  normal  pregnancy  are 
as  follows'!"': 

1.  Calories— 2,500 

2.  Protein— 85  to  100  Gm.         -      = 

3.  Carbohydrate— 200  Gm. 

4.  Calcium — 1.5  Gm. 

5.  Phosphorus — 1.32  Gm. 

6.  Iron — 15  mg. 

7.  Vitamin  A— 6,000  units 

8.  Thiamine  chloride — 2  to  5  mg. 

9.  Riboflavin — 3  to  5  mg. 

10.  Nicotinic  acid — 50  to  100  mg. 

11.  Ascorbic  acid — 50  mg. 

12.  Vitamin  D— 600  units 

It  has  been  recommended  that  at  least  one 
whole-grain  preparation  in  the  form  of  pud- 
ding, cereal,  or  muflfins  be  utilized  daily  and 

9.  Calchvell,  W.  E..  Moloy.  H.  C,  and  Swensoii.  P  .C:  The 
Use  of  the  Roentiren  Ray  in  Obstetrics:  Roentgen  I'el- 
vimetn'  anil  Cephalonietry,  Am.  J.  Roentgenol.  41:.305-316 
(March)  1939. 
10.  Beecham.  C:  Diet  in  Pregnancy;  Practical  Nutrition  (re- 
printed   from    Philadelphia    Medicine,    1941-1942). 


that  three  slices  of  bread,  preferably  of  the 
whole-grain  variety,  be  included  in  the  diet. 
One  quart  of  milk  should  be  provided  in  ad- 
dition to  eggs,  cheese,  cottage  cheese,  and 
other  dairy  products.  The  diet  should  in- 
clude two  servings  of  fruit  and  two  servings 
of  fresh  green  vegetables  daily.  Meat  or  fish 
should  be  eaten  at  each  meal,  and  liver  at 
least  once  a  week. 

Efforts  should  be  made  to  reduce  the  over- 
weight patient  by  lowering  the  intake  of 
calories  to  1,200-1,500,  while  still  maintain- 
ing the  relatively  high  protein  requirement 
of  85  to  100  Gm.  daily.  With  any  diet  con- 
taining less  than  1,200  calories,  vitamins 
must  te  supplied  in  the  concentrated  forms, 
since  'hese  diets  are  deficient  in  vitamins. 
Somt  women  require  actual  weight  reduc- 
tion during  pregnancy,  whereas  others,  who 
are  underweight,  should  be  allow'ed  to  gain 
more  than  the  normal  amount. 

Other  factors 

Secondary  anemia  and  other  diseases 
n.ust  be  corrected.  The  effect  of  tobacco  and 
alcohol  on  pregnancy  and  labor  is  not  yet 
clear"".  A  number  of  obstetricians  feel  that 
reduction  of  the  chloride  intake  results  in  a 
shorter  period  of  labor;  evidence  for  this 
belief  is  lacking,  however.  The  influence  of 
hormones  on  the  duration  of  labor  is  still 
under  investigation.  One  of  the  most  inter- 
esting, though  poorly  understood,  factors 
affecting  the  character  of  labor  is  the 
psychic  one.  The  pregnant  patient  who  ap- 
proaches labor  with  the  understanding  that 
it  is  a  normal,  physiologic  process  will  do 
far  better  than  the  individual  who  is  fear- 
ful or  ignorant'*'.  It  therefore  behooves  the 
obstetrician  to  explain  carefully  and  truth- 
fully the  physiology  and  clinical  course  of 
labor  and  delivery,  advising  the  patient  of 
her  role. 

Management  of  Labor 

The  attending  physician  should  see  the 
patient  as  soon  as  possible  after  the  onset 
of  labor.  He  should  first  make  a  rapid  but 
thorough  physical  examination,  followed  by 
an  abdominal  and  rectal  examination  to  de- 
termine the  stage  of  labor.  When  a  long 
labor  is  anticipated  or  recognized,  it  is  well 
to  outline  the  management  on  a  basis  of 
four-hour  periods.    All  these  women  should 

11.    Long.   R..   and   Donnelly,   J.   F. :   Effect   of   Tobacx'o  on   the 
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be  hospitalized  and  rectal  examinations 
should  be  restricted.  If  labor  has  been  in 
progress  for  twenty-four  hours,  a  sterile 
pelvic  examination,  x-ray  pelvimetry,  and 
consultation  with  an  experienced  obstetri- 
cian are  essential.  Other  examinations  of  the 
abdomen,  heart,  lungs,  temperature,  pulse, 
respiration,  blood  pressure,  and  fetal  heart 
rate  must  be  carried  out  and  recorded  at 
frequent  intervals. 

Nutrition 

The  maintenance  of  adequate  nutrition 
duing  labor  is  of  paramount  importance. 
Gestation  itself  causes  depletion  of  the  gly- 
cogen stores  in  the  liver'^'.  In  addition, 
water-soluble  vitamins  are  not  stored  in  the 
body  and  may  reach  low  levels  if  not  re- 
placed daily.  Patients  who  can  take  liquids 
orally  should  receive  orange  juice,  200  cc, 
alternating  every  two  hours  with  similar 
amounts  of  water.  The  orange  juice  may  be 
fortified  with  glucose,  lactose,  or  other  prep- 
arations. It  is  not  wise  to  give  larger 
amounts,  for  overloading  the  stomach  tends 
to  initiate  vomiting. 

In  women  who  are  vomiting,  nutrition 
must  be  maintained  parenterally.  Two  hun- 
dred to  500  cc.  of  a  10  per  cent  solution  of 
glucose  in  water  should  be  given  by  vein 
every  four  hours.  Vitamins,  if  needed,  may 
be  added  to  this  solution.  A  careful  record 
of  the  intake  and  output  should  be  kept.  The 
urinary  output  should  be  maintained  be- 
tween 1,000  and  1,500  cc.  daily.  The  bowel 
and  bladder  must  be  kept  empty. 

Chemotherapy 

The  proper  use  of  chemotherapy  in  pro- 
longed labor  has  reduced  the  incidence  of 
dangerous  infections  in  the  mother,  and  also 
the  high  incidence  of  septicemia  and  pneu- 
monia in  the  infant.  It  has  been  shown  that 
both  the  sulfonamides  and  penicillin  will 
cross  the  placental  barrier  and  reach  a 
therapeutic  level  in  the  fetus^'-'. 

If  the  membranes  have  been  ruptured  for 
twenty-four  hours  or  longer,  prophylactic 
chemotherapy  should  be  started.  Of  the  sul- 
fonamide drugs,  sulfadiazine  seems  to  be  the 
safest.  It  should  be  used  prophylactically  in 
doses  of  1  Gm.  every  eight  hours.  If  definite 

12.  (a)  Speert.  H. :  Placental  Transmission  of  Sulfanilamide 
and  Its  Effects  upon  Fetus  and  Newborn.  Bull.  Johns 
Hopkins  Hosp.  06:139-135  (March)  1940:  (h)  Woltz,  J.  H. 
E.,  and  Zirtel.  H.  A.:  Transmission  of  Penicillin  to 
.\mniotic  Fluid  and  Fetal  Blood  in  Human.  Am.  J.  Obst. 
&  Gj-nec.   50:338-340    (Sept.)    1945. 


infection  exists,  this  dose  should  be  given 
every  four  to  six  hours.  Under  the  same  cir- 
cumstances, penicillin  may  be  given  prophy- 
lactically every  three  hours  in  a  dose  of  20,- 
000  units.  The  therapeutic  dose  may  be  in- 
creased to  as  much  as  100,000  units  every 
three  hours,  depending  on  the  severity  of 
the  infection  and  the  offending  organism. 
Streptomycin  may  be  indicated  in  certain 
bacterial  infections,  but  only  as  a  last  resort 
when  the  offending  organism  is  resistant  to 
other  forms  of  therapy.  In  the  event  of  any 
evidence  of  toxicity  this  drug  should  be  dis- 
continued at  once,  as  it  is  extremely  dan- 
gerous. 

Sedation  and  analgesia 

With  uterine  inertia,  general  exhaustion 
as  well  as  local  fatigue  of  the  uterine  mus- 
culature develops.  It  would  appear,  there- 
fore, that  some  sedation  is  required  in  order 
to  provide  rest.  The  drug  of  choice  should  de- 
crease uterine  contractions  as  well  as  other 
physical  activity,  and  provide  mental  relax- 
ation. Opinions  differ  widely  concerning  the 
effect  of  various  drugs  on  uterine  contrac- 
tility. Among  the  earliest  analgesic  drugs 
used  in  labor  were  opium  and  its  derivatives. 
Murphy"'^'  has  shown  that  morphine,  in  rela- 
tively large  doses,  reduces  the  frequency  but 
not  the  intensity  of  uterine  contractions. 
This  drug  is  widely  recommended  for  the 
treatment  of  uterine  inertia  in  all  the  stand- 
ard textbooks,  and  it  will  produce  all  three 
of  the  desired  effects.  Proper  understanding 
of  the  pharmacology  of  this  drug  and  of  its 
use  in  obstetrics  should  render  it  safe  for 
both  the  mother  and  child. 

Pentobarbital  is  probably  the  analgesic 
drug  m_ost  frequently  used  in  obstetrics.  In 
its  usual  doses,  the  effect  of  pentobarbital 
on  uterine  contractions  is  said  to  be  insig- 
nificant'"'. Other  barbituric  acid  derivatives 
behave  in  a  similar  manner.  In  anesthetic 
doses,  however,  such  as  would  be  obtained 
by  intravenous  administration,  they  may  in- 
hibit uterine  contractions. 

Antispasmodics 

A  number  of  drugs  have  been  credited 
with  having  a  relaxing  effect  on  the  cervix, 
thus  expediting  its  dilatation.  Among  these 
are  atropine,  Syntropan,  calcium  salts,  and 

13.  Murpliy.    D.:    Uterine    Contractility    in    Presrancy,    Phila- 
delphia. J.   B.  Lippincott  Co.,   1947. 
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Demerol  Spinal,  caudal,  and  local  perineal 
block  have  also  been  said  to  relax  the  cervix 
and  permit  shorter  labors,  but  clinical  ob- 
servations do  not  confirm  this  claim.  Dan- 
forth's  recent  article  on  the  histologic  struc- 
ture of  the  cervix"'"  would  indicate  that  the 
number  of  muscle  fibers  in  the  cervix  is  in- 
sufiicient  to  support  the  theory  that  it  can 
be  relaxed  by  drugs.  He  states  that  the  cer- 
vix plays  only  a  passive  role  in  labor.  In 
other  words  the  cervix  is  dilated,  but  does 
not  actively  dilate  or  relax. 

Stimulants 

There  is  still  some  difference  of  opinion 
on  the  usefulness  of  posterior  pituitary  ex- 
tract as  a  stimulant  in  prolonged  labor.  It 
is  universally  agreed  that  it  is  contraindi- 
cated  in  all  cases  of  prolonged  labor  except 
those  due  to  certain  types  of  inertia'"".  In 
cases  associated  with  relative  cephalopelvic 
disproportion  or  abnormal  mechanisms, 
Pituitrii;  stimulation  is  not  considered  safe. 

Reid"''  has  recently  reported  extremely 
favorable  results  with  the  use  of  Pituitrin 
in  inert  labor.  Eastman'"'"  feels  that  the  use 
of  pituitary  extract  is  warranted,  provided 
that  rigid  criteria  are  observed.  These  are: 

1.  True  primary  inertia. 

2.  Actual   labor,   not  false   or   prodromal 
labor. 

3.  No  mechanical  obstruction. 

4.  A  live  baby  with  a  normal  fetal  heart 
rate. 

5.  Close  observation  of  the  patient. 

6.  Initial  dose  not  exceeding  '  ■>  minim. 
If  these  criteria  are  observed,  it  is  obvious 

that  very  little  pituitary  extract  will  be 
used.  It  is  contraindicated  in  the  grande 
multipara,  and  should  not  be  used  in  the 
treatment  of  secondary  uterine  inertia,  since 
the  uterus  is  already  fatigued  and  should 
be  rested  rather  than  stimulated.  The  ques- 
tion of  whether  Pituitrin  improves  the  prog- 
nosis for  mother  and  baby  in  primary  in- 
ertia remains  to  be  answei'ed.  It  cannot  be 
iised  safely  in  the  home  under  a)iy  ci)rum- 
stances. 
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Rest  and  irork  treatment 

Our  present  method  of  management  con- 
sists in  alternating  periods  of  rest  under 
sedation  with  periods  of  work  without  it. 
For  psychologic  reasons  the  rest  periods 
should  be  the  usual  hours  of  sleep.  During 
the  day,  the  patient  is  given  as  little  seda- 
tion as  possible ;  then,  when  night  falls,  she 
is  given  morphine  or  other  sedatives  to  per- 
mit her  to  sleep.  Most  of  the  therapeutic 
procedures,  such  as  intravenous  feedings, 
should  be  carried  out  during  the  active 
period  so  as  not  to  disturb  the  patient's 
sleep. 

Surgical  measures 

The  technique  of  stripping  or  rupturing 
the  menibranes  has  a  limited  value  in  the 
management  of  prolonged  labor.  Such  pro- 
cedures, as  a  rule,  will  increase  the  fre- 
quency of  contractions  in  the  normal  case 
of  labor.  We  should  remember,  however,  that 
an  open  amniotic  sac  predisposes  to  intra- 
uterine infection.  Furthermore,  Odell  re- 
ported that  30  per  cent  of  his  patients  with 
prolonged  labor  had  premature  rupture  of 
the  membranes.  The  wisdom  of  this  proced- 
ure would,  therefore,  seem  doubtful. 

Efforts  to  dilate  the  cervix  forcibly  are 
universally  condemned.  Such  measures  as 
manual  dilatation,  the  Voorhees  bag,  Wil- 
lett's  clamp,  Diihrssen's  incision,  Braxton 
Hicks'  version,  and  forceps  extraction 
through  an  incompletely  dilated  cervix  all 
cause  ti?sue  destruction  and  spread  bacteria 
throughout  the  pelvic  structures,  contribut- 
ing definitely  to  the  danger  of  serious  ma- 
ternal infection  and  increasing  the  risk  of 
postparfum  hemorrhage.  In  Odell's  series"*' 
the  incidence  of  postpartum  hemorrhage 
was  4  per  cent  in  the  normal  patients,  but 
7  per  cent  in  patients  who  had  had  prolonged 
labors.  When  a  prolonged  labor  terminated 
in  spontaneous  delivery,  the  incidence  of  ex- 
cessive bleeding  was  only  6  per  cent ;  follow- 
ing operative  delivery  it  was  10  per  cent. 
These  figures  stress  the  importance  of  non- 
i)iterference 

Management  of  the  Delivery 

The  attendant  must  decide  what  type  of 
delivery  offers  the  mother  the  best  progno- 
sis for  life  and  for  future  childbearing.  In 
general,  the  mor£  conservative  the  delivery 
the  better  the  outlook  for  the  mother.    The 
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fetal  death  rate,  however,  is  somewhat 
greater  when  a  prolonged  labor  is  managed 
conservatively,  since  the  exposure  to  infec- 
tion and  the  trauma  in  the  birth  canal  is 
-increased  with  the  prolongation  of  the  la- 
bor'". The  ultimate  effect  of  such  a  labor  on 
the  living  children  has  not  been  evaluated, 
but  may  be  worse  than  we  realize ;  neverthe- 
less, contideration  of  the  mother  is  of  p^'ime 
importance.  Most  clinics  stress  the  impor- 
tance of  a  conservative  approach,  even  if  it 
means  sacrificing  the  infant's  life. 

Spontaneous  delivery  offers  the  best  prog- 
nosis to  the  mother,  although  some  patients 
with  inertia  or  prolonged  labor  should  have 
a  cesarean  section.  Waters  has  achieved  re- 
markable results  with  extraperitoneal  cesar- 
ean section'!*'';  a  low  cervical  cesarean  with 
the  use  of  adequate  chemotherapy  has  also 
produced  excellent  results'^'".  If  vaginal  de- 
livery is  chosen,  outlet  forceps,  when  the 
fetal  head  is  crowning,  are  justified  to  re- 
lieve the  patient  of  her  last  efforts  in  bear- 
ing down. 

The  selection  of  the  mode  of  delivery  rests 
upon  several  points.  In  the  uninfected  patient 
with  uncomplicated  inertia,  questionable  dis- 
proportion, and  a  valuable  baby,  cesarean 
section  should  be  done  by  one  of  the  two 
methods  just  mentioned.  When  considering 
section,  however,  the  obstetrician  must  re- 
call that  the  ovei'all  mortality  rate  for  this 
operation  in  1938  was  19  per  cent.  Most  of 
these  deaths  occurred  in  patients  who  were 
exhausted  or  in  shock. 

Management   of  Delivery 
Preparations 

Adeqiiate  preparations  for  complications 
should  be  made  well  in  advance  of  the  de- 
livery, and  should  include  preparation  of 
blood,  plasma,  and  fluids  for  intravenous  ad- 
ministration ;  selection  of  proper  assistants : 
choice  cf  anesthesia ;  and  adequate  equip- 
ment. At  least  1,000  cc.  of  blood  should  be 
typed  and  available  in  the  delivery  room  in 
anticipation  of  postpartum  atony  of  the 
uterus  with  hemorrhage.  Plasma  and  other 
fluids  should  also  be  available.  Adequate 
assistance  at  the  time  of  delivery  may  be 
lifesaving   for   the    mother.     For    the    ideal 

18.  Waters,  E.  G.:  Supravesical  Extraperitoneal  Cesarean  Sec- 
tion; Presentation  of  Xew  Teclinique.  .Am.  J.  Obst.  & 
Gynec.    .-jfl  :42.<!-4.-i  t    (March)    IS  Mi. 

19.  Settle,  J.  M.,  and  Wilson.  L.  A.:  Cesarean  Section  in 
Potentially  Infected  Patients  Usinjr  Sulfatliiazole  in  the 
Uterus  and  Peritoneal  Cavity,  Am.  J.  Obst.  &  Gynec,  .54: 
801-803    (Nov,)     1947. 


delivery,  the  minimum  personnel  should  in- 
clude a  trained  obstetrician,  an  assistant  to 
the  obstetrician,  a  physician  to  care  for  the 
infant,  a  competent  anesthetist,  and  two 
nurses.  I  realize  that  it  is  frequently  impos- 
sible to  provide  all  these  assistants,  but 
every  effort  should  be  made  to  obtain  an 
adequate  number,  particularly  in  these  cases 
of  uterine  inertia. 

Anesthesia 

In  cases  cf  prolonged  labor  there  is  suffi- 
cient time  to  plan  the  anesthetic  well  in  ad- 
vance of  the  delivery.  Spinal  anesthesia  is 
relatively  safe  only  under  the  most  rigid  re- 
strictions. The  death  rate  from  spinal  anes- 
thesia continues  to  rank  higher  than  that 
from  any  other  anesthetic  agent.  The  inci- 
dence of  deaths  from  spinal  anesthesia  re- 
ported to  the  North  Carolina  Maternal  Wel- 
fare Committee'!'  equals  the  incidence  of 
deaths    from    all    other    anesthetic    agents. 

Chloroform,  which  has  been  used  widely  as 
an  anesthetic  agent  in  obstetrics,  has  a  de- 
cided toxic  effect  on  both  the  heart  and  the 
liver,  and  for  this  reason  has  been  practic- 
ally abandoned  in  the  larger  clinics.  Cyclo- 
propane is  a  newer  anesthetic  of  very  high 
potency.  Its  chief  toxic  effect  is  on  the  heart, 
and  it  may  cause  sudden  death  from  ventric- 
ular fibrillation'"'.  Its  main  disadvantage 
is  that  the  patient  breathes  rapidly  and 
deeply  during  labor  pains,  and  may  get  into 
an  advanced  stage  of  narcosis  before  it  is 
recognized. 

Nitrons  oxide  and  oxygen,  is  a  safe  anes- 
thetic agent,  provided  that  the  oxygen  con- 
centration is  maintained  at  20  per  cent  or 
greater.  Many  patients,  however,  will  not  be 
free  of  pain  with  this  concentration.  Sodium 
pentothal  has  been  widely  used  in  a  number 
of  clinics,  most  recently  at  Johns  Hopkins*-"'. 
Results  seem  favorable,  but  only  if  the  drug 
is  given  for  a  short  interval  during  the  ac- 
tual delivery.  The  patient  should  be  on  the 
table  prepared  for  delivery  before  its  ad- 
ministration is  begun.  Vinethene  is  a  safe 
anesthetic  which  is  not  used  widely  at  pres- 
ent'-''. Its  chief  disadvantages  are  that  it 
can  be  used  only  in  procedures  that  require 
less  than  thirty  minutes,  and  that  it  deteri- 
orates rapidly  in  storage. 

20.  Hellman,  L.  M,.  Sliettles.  L,  D,.  Manahan,  C.  P,.  and 
Eastman,  \,  J.:  Sodium  Pentothal  .\nesthesia  in  Obstet- 
rics, Am.  J.  Obst,  &  Gvnec,   4s:SjI-sro    (Dec)    1944, 

21.  Donnellv,  J,  F.:  .\nalKesia  in  Obstetrics.  Am.  J.  M.  Sc. 
207:3ft4-sn    (June)    19  11. 
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Ethylene  and  oxygen  offer  one  of  the  most 
satisfactory  combinations  available,  except 
for  the  danger  of  explosion.  Open-drop  ether 
is  considered  to  be  one  of  the  safest  types 
of  anesthesia,  but  it  is  not  as  safe  as  local 
anesthesia.  The  principal  danger  is  vomiting 
and  aspiration.  Local  pudendal  block  has 
been  championed  by  DeLee  for  many  years, 
and  certaiidy  represents  the  safest  anes- 
thetic method  available.  It  can  be  used  for  a 
number  of  procedures,  including  mid-forceps 
extraction  and  cesarean  section. 

Svmmary 

•^  1.  The  incidence  of  prolonged  labor  is  ap- 
proximately 4  per  cent  of  all  deliveries. 

2.  Prolonged  labor  was  a  factor  in  10  per 
cent  of  the  maternal  deaths  in  North  Caro- 
lina during  the  past  year. 

3.  Adequate  prenatal  care  may  prevent 
many  of  the  serious  consequences  of  pro- 
longed labor. 

4.  Adequate  nutrition  is  of  paramount  im- 
portance  in  pregnancy  and   in  labor. 

5.  Chemotherapy  is  essential  in  the  man- 
agement of  prolonged  labor. 

6.  When  secondary  uterine  inertia  is  pres- 
ent, rest  should  be  provided  at  intervals  by 
the  administration  of  morphine  sulfate  or 
other  sedatives. 

\  7.  There  is  no  evidence  that  any  drug  will 
cause  the  cervix  to  relax  in  the  active  sense. 

8.  Posterior  pituitary  extract  is  of  limited 
value  in  the  treatment  of  inertia  uteri. 

9.  Conservative  management  of  prolonged 
labor  offers  a  far  better  prognosis  for  the 
mother  than  do  the  more  radical  procedures. 

10.  There  is  evidence  to  suggest  that  the 
use  of  extraperitoneal  cesarean  section  or 
low  cervical  cesarean  section  with  chemo- 
therapy may  offer  a  better  fetal  prognosis 
without  materially  increasing  the  maternal 
risk. 


Physical  examination,  even  when  most  thoroueh 
and  complete  and  scientifically  accurate,  gives  in- 
formation only  as  to  the  present  status  of  the  pa- 
tient. A  well-taken  and  correctly  interpreted  history, 
with  the  facts  placed  in  proper  time  seauence.  may 
give  valuable  knowledge  concerniiig  the  development 
of  the  patient's  condition  during  the  preceding 
months  and  years  particularly  in  those  diseases 
which  may  run  a  long  and  intermittent  course.  A 
patient  with  a  toxic  goitre  may  give  a  clear  history 
of  past  periods  of  toxicity  even  although  the  basal 
metabolic  rate  is  normal  at  the  time  the  patient  is 
first  examined. — Leslie  Hurley:  The  General  Prac- 
titioner and  the  Specialist,  M.  J.  Australia  1:67 
(Jan  17)   1948. 


PRIMARY  STAPHYLOCOCCIC 

PNEUMONIA 

Dan  p.  Boyette,  M.D. 
Ahoskie 

Increasing  knowledge  of  acute  bacterial 
pulmonary  disease  has  shown  us  that  pneu- 
monia can  no  longer  be  considered  a  single 
disease  pntity,  but  that  it  comprises  a  group 
of  specific  infections,  each  of  which  produces 
an  acute  febrile  illness  associated  with  in- 
flammatory changes  in  the  lungs.  Anatomic 
or  descriptive  terms  such  as  lobar,  broncho-, 
croupous,  or  atypical  pneumonia  will  soon 
become  obsolete  and  will  be  replaced  by 
etiologic  diagnoses  such  as  type  III  pneumo- 
coccic,  staphylococcic,  rickettsial,  or  virus 
pneumonia.  This  concept  first  became  im- 
portant when  type-specific  antiserums  were 
developed  and  has  not  lessened  in  impor- 
tance with  more  modern  methods  of  treat- 
ment. 

Cases  of  pneumonia  secondary  to  staphy- 
lococcic infection  elsewhere  in  the  body 
(osteomvelitis  or  carbuncles,  for  example), 
and  the  close  association  of  staphylococcic 
pulmonary  infection  with  influenza  have 
long  been  recognized,  but  only  recently  has 
prima)']!  staphylococcic  pneumonia  been  de- 
scribed as  a  separate  clinical  and  pathologic 
entity.  Since  few  reports  concerning  this 
disease  have  appeared  in  the  literature — and 
still  fewer  reports  of  cases  treated  with 
penicillin — ,  it  is  felt  that  the  presentation 
of  27  more  cases,  14  of  which  were  treated 
with  penicillin,  is  warranted. 

Cases  Reported  in  the  Literature 

Fraenkel"^  in  1904  described  the  clinical 
course  of  influenza  in  which  Staphylococcus 
aureus  produced  a  rapidly  fatal  pulmonary 
disease.  Chickering  and  Park'-^  in  1919  re- 
ported 155  cases  that  occurred  in  conjunc- 
tion with  the  influenza  epidemic  of  1918, 
and  since  then  several  other  references  have 
been  made  to  the  apparent  symbiosis  be- 
tween the  influenza  virus  and  the  staphylo- 
coccus.  McCordock   and   Muckenfuss'"^   pro- 

From  the  Department  r>f  rediatric-;.  Watts  Hospital.  Dur- 
liani,   Xorth  Carolina. 

1.  Fraenl<el.  A.:  Spczielle  Pathologie  unrl  Tlierapie  rler 
Lunscnkrankheiten.     Berlin,     Urban     unci     Schwarzenlieri. 

1(101. 

2.  Chickerini.  H.  T..  and  Park,  J.  H.:  Staphvlococcus  .\ureus 
Pneumonia.    .I..\.M,A.    72:617-020    (March    1>    ISIO. 

.■!.  McCorrlock.  H.  A.,  and  Muckenfuss.  R.  S. :  The  .Similarity 
of  Virus  Pneumonia  in  .Animals  to  Enideniie  Influenza 
and  Interstitial  Bronchopneumonia  in  Man.  .\m,  .1.  Path. 
!):221-2.'.2    (March)    IS.'!.'!. 
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duced  pneumonia  and  death  in  rabbits  with- 
in twenty-four  to  forty-eight  hours  by  com- 
bining influenza  virus  and  Staph,  aureus 
for  intranasal  injection,  while  the  staphylo- 
coccus alone  produced  insignificant  lesions 
and  the  virus  alone  a  non-fatal  illness.  Bur- 
gess and  Gormly'""  reported  3  cases  of  rapid- 
ly fatal  Staph,  aureus  pneumonia  during  the 
influenza  epidemic  in  January,  1929.  Fin- 
land, Peterson  and  Strauss'""  reported  66 
cases  of  staphylococcic  infection  of  the  lungs 
complicating  influenza  during  the  fall  and 
winter  of  1940-41,  and  Baker""  reported  4 
cases  from  the  same  epidemic  in  North 
Carolina,  with  thorough  autopsy  descrip- 
tions. 

Reimann'"'  in  1933  presented  6  cases  of 
primary  staphylococcic  pneumonia  and 
called  attention  to  the  differences  between 
this  and  other  forms  of  pneumonia.  Mac- 
gregor'"'  reported  10  cases  in  1936,  and  men- 
tioned for  the  first  time  pyopneumothorax 
as  a  complication  in  3  of  these  cases.  In 
1939  Kanof,  Kramer  and  Carnes""  reported 
37  primary  cases,  and  in  1942  Clemens  and 
Weens'i'^'  reported  6  additional  cases  and 
stressed  the  frequent  occurrence  of  pyo- 
pneumothorax as  a  complication. 

Prior  to  the  use  of  penicillin  as  a  thera- 
peutic agent,  mortality  rates  for  primary 
staphylococcic  pneumonia  ranged  from  22  to 
100  per  cent,  the  lower  rates  being  in  those 
patients  who  received  surgical  treatment 
after  pyopneumothorax  had  developed.  With 
the  advent  of  penicillin  surgical  intervention 
has  become  less  important,  but  by  no  means 
completely  obviated.  Philips  and  Kramer'"' 
in  1945  reported  5  cases  of  staphylococcic 
pneumonia  and  empyema  in  infants ;  all  re- 
ceived penicillin  and  only  2  required  surgi- 
cal drainage.    Davis,   Hyman  and  Ruhstal- 


Bur.^es.^.  A.  M..  and  Gormly.  C.  F. :  Pneunioni.T  in  Re';i- 
Hon  to  an  Epidemic  of  "Mild"  Influenza,  with  Report  of 
Three  Fulminating  Cases  .\pRarcntlv  Due  to  StaDhylo- 
coccus  .Aureus,  New  England  J.  Med.  202:201-2114  (Feb.  li) 
is.sn. 

Finland,  M.,  Peterson.  O.  L.,  and  Strauss,  E. :  Staphylo- 
eotx-ie  Pneumonia  Oeeurnng  during  an  Epidemic  of  In- 
fluenza,   .\rch.    Int.    Med.    Tfl  :1h3-2Ii.-i    (.\ug.>    10+2. 

Staphylococcal   Pneumonia   during  Epidendc 
Xorth     Carolina,     South.     M.     J.     .I.'i  :24n-247 


Baker.  R.  D 
Influenza  in 
(March!    1942 

Reimann.  H.  A.:  Primary  Staphylococcic  Pneumonia. 
.L.-^.M-A.    101  :.il4-.i20    (.Aug.    12)    lOS.I, 

Macrregor,  A.  R,:  Staphylococcal  Pneumoiua.  Arch.  Dis. 
Childhood    11:195-204    (.Aug,)    19.10. 

K.anof.  A..  Kramer.  B..  and  r.irne.s.  M. :  Staphylo"i""ns 
Pneumonia;  Clinical,  Pathologic  and  Bacteriologic  Study, 
.1.   Pediat,   14:712-724    (June)    l!i:i9. 

Clemens.  H.  H.,  and  Weens.  H.  S.:  Staphylococcic 
Pneumonia  in  Infants:  Occurrence  of  Pneumopyothorax, 
.1.    Pediat.    20:2.si-29e    (March)    i9  12. 

Philips.  B..  and  Kramer.  B. :  Chemotherapy  of  Staohylo- 
coccus  .\ureus  Infection  of  the  Lung  and  Pleura  in  In- 
fancy.  J.   Pediat.   26:481-483    (May)    191.i. 


ler''-'  in  January,  1947,  reported  7  cases 
with  empyema ;  one  child  died  thirty-six 
hours  after  admission  to  the  hospital;  the 
remaining  6  were  treated  with  penicillin, 
both  intramuscularly  and  intrapleurally,  and 
none  required  surgical  drainage. 

Cases  Seen  at  Watts  Hospital 

Since  the  sulfonamides  were  introduced 
in  1936  until  July,  1947,  there  have  been  27 
cases  of  primary  staphylococcic  pneumonia 
in  Watts  Hospital  (table  1).  Thirteen  were 
treated  with  sulfonamides,  8  with  combined 
sulfonamide  and  penicillin  therapy,  and  6 
with  penicillin  alone.  There  were  5  deaths — 
a  mortality  rate  of  19  per  cent.  There  have 
been  no  deaths  since  the  use  of  penicillin 
was  begun. 

Age  of  patients 

Aside  from  cases  in  association  with  epi- 
demics of  influenza,  staphylococcic  pneu- 
monia is  primarily  a  disease  of  children  and 
young  adults.  Previous  reports  have  been 
limited  almost  entirely  to  pediatric  practice. 
In  our  series  there  were  19  children  and  8 
adults.  Three  of  the  5  patients  who  died 
were  adults.  Two  of  those  presented  the 
usually  accepted  picture  of  sudden  onset 
with  high  spiking  fever  and  a  rapidly  fatal 
course. 

Clin ica I  cha racteristics 

The  majority  of  writers  have  described 
the  onset  of  staphylococcic  pneumonia  as 
being  characteristically  sudden,  with  high 
fever,  chill,  rapid  respiration,  and  cough. 
There  Avas  no  distinctive  onset  in  the  cases 
observed  here.  In  only  7  of  our  patients 
was  the  onset  sudden ;  in  2  cases  it  was  in- 
sidious, and  in  17  a  rapidly  progressive 
upper  respiratory  infection  culminated, 
after  three  to  seven  days,  in  a  severe  illness 
with  marked  respiratory  embarrassment 
(often  to  the  point  of  cyanosis),  remittent 
fever  (not  always  high) ,  and  production  of 
grayish,  purulent,  bloody  sputum.  One  child 
with  cystic  fibrosis  of  the  pancreas  had  an 
insidious  course  of  eight  weeks'  duration 
and  ran  a  low-grade  fever,  finally  succumb- 
ing to  the  pulmonary  infection.  The  autopsy 
findings  were  characteristic  of  staphylococ- 
cic pneumonia. 

12.  Davis.  W.  S..  Hyman.  M.  F...  and  Ruhslaller.  F.  D. :  Peni- 
cillin as  an  -Aid  in  the  Treatinent  of  Primarv  Staphylo- 
coccus Pneumonia  with  Empyema,  J.  Pediat.  3ii:.t5-6.') 
(Jan.)    1947. 
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Table  1 


Afh' 

I  In  IIS 

11 

Positive 

Siirf/iral 

Meiliral 

Case 

(Yearn) 

Hiinp 

till     OliHet 

Culture 

Complication 

Treatment 

Treatment 

ReiftiU 

1 

11/12 

23 

1  week 

Sputum 

Pyopneumo- 
thorax 

Aspiration 

Prontosil  and 
sulfanilamide 

Cured 

2 

4 

21 

3  weeks 

Pleural 
fluid 

Empyema 

Thoracotomy 
and  tidal 
drainage 

Sulfanilamide 

Cured 

3 

5/12 

31 

Sudden 

Pleural 
fluid 

Empyema 

Aspiration 
and  tidal 
drainage 

Sulfanilamide 

Cured 

4 

4 

37 

1  week 

Throat 

Empyema 

None 

Sulfapyridine 

Cured 

5 

7 

46 

5  days 

Throat 

Lung  abscess 

None 

Sulfapyridine 

Cured 

6 

46 

3 

4  days 

Lung, 
pleura  and 
pericardium 

Pericarditis 

None 

Sulfapyridine 

Died 

7 

60 

42 

1  week 

Pleural 
fluid 

Empyema 

Thoracotomy 
and  tidal 
drainage; 
rib  resection 
later 

Sulfapyridine 

Chronic 
draining 
sinus 

8 

IV2 

9 

6  weeks 

Throat  and 
lung 

(Cystic 
fibrosis  of 
pancreas) 

None 

Sulfadiazine 

Died 

9 

1/12 

20 

4  days 

Pleural 
fluid 

Empyema 

Thoracotomy 
and  tidal 
drainage 

Sulfathiazole 

Died 

10 

3 

7 

3  days 

Pleural 
fluid 

Pyopneumo- 
thorax 

Aspiration 

Sulfadiazine 

Cured 

11 

55 

2 

Sudden 

Sputum 

None 

Sulfadiazine 

Died 

12 

45 

5 

Sudden 

Sputum  and 
blood 

None 

Sulfadiazine 
and  sodium 
sulfathiazole 

Died 

13 

26 

6 

Sudden 

Sputum 

None 

None 

Sulfadiazine 

Cured 

14 

78 

9 

Insidious 

Throat 

None 

None 

Sulfadiazine 
and  penicillin 

Cured 

15 

1/12 

9 

3  days 

Throat 

None 

None 

Penicillin 

Cured 

16 

5/12 

17 

3  days 

Throat 

None 

None 

Penicillin, 
sulfadiazine,  and 
sulfathiazole 

Cured 

17 

2 

12 

4  days 

Throat 

None 

None 

Penicillin 

Cured 

18 

63 

14 

1  week 

Sputum 

None 

None 

Penicillin  and 
sulfadiazine 

Cured 

19 

2 

6 

1  week 

Throat 

None 

None 

Penicillin 

Cured 

20 

8/12 

6 

3  days 

Throat 

None 

None 

Penicillin  and 
sulfadiazine 

Cured 

21 

2/12 

7 

2  days 

Throat 

None 

None 

Penicillin  and 
sulfadiazine 

Cured 

22 

50 

15 

Sudden 

Sputum 

None 

None 

Penicillin 

Cured 

23 

6 

12 

Insidious 

Sputum 

None 

None 

Penicillin 
(I.M.  and 
aerosol) 

Cured 

24 

7/12 

5 

2  days 

Throat 

None 

None 

Penicillin  and 
sulfadiazine 

Cured 

25 

1/12 

5 

2  days 

Throat 

None 

None 

Penicillin 

Cured 

26 

74 

34 

Sudden 

Sputum 

None 

None 

Penicillin 
(I.M.  and 
aerosol )  and 
sulfadiazine 

Cured 

27 

17 

91 

Sudden 

Sputum, 
blood  and 
pleural 
fluid 

Empyema 

Aspiration 

Penicillin 
(I.M.,  LP.  and 
aerosol)  and 
sulfadiazine 

Cured 

I.M.  —  Intianiuscularly 
I. P.  —  iDtrapleurnlly 
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Gastrointestinal  symptoms,  noted  by 
many  writers  as  an  outstanding  complaint 
in  staphylococic  pneumonia,  did  not  appear 
to  be  any  more  prominent  in  our  series  than 
in  any  other  type  of  pneumonia.  One  child, 
however,  was  admitted  with  the  presenting 
symptom  of  diarrhea. 

The  average  duration  of  illness  was 
twenty-one  days  in  those  patients  who  re- 
covered and  eight  days  in  those  who  died. 
These  figures  correspond  closely  with  those 
reported  from  elsewhere. 

Complications 

The  high  incidence  of  complications  has 
been  stressed  in  all  recent  reports.  Empy- 
ema and  pyopneumothorax  have  occurred  so 
frequently  that  they  might  be  considered 
a  part  of  the  disease  rather  than  a  compli- 
cation. Ten  of  the  first  13  cases  treated  here 
had  complications,  7  of  these  being  either 
empyema  or  pyopneumothorax.  Since  peni- 
cillin has  been  available,  only  one  patient 
has  developed  empyema.  Reports  in  the  lit- 
erature have  stressed  abscess  formation  as 
being  characteristic  of  staphylococcic  infec- 
tion of  the  lungs ;  in  our  series  this  has  not 
proven  as  important  in  treatment  as  pyo- 
pneumothorax and  empyema,  though  these 
complications  may  have  resulted  from  the 
rupture  of  an  abscess  and  the  formation  of 
a  bronchopleural  fi.stula.  Only  one  of  our 
patients,  a  7-year-old  boy,  developed  lung 
abscess. 

Lahoratorij  findings 

The  presence  of  Staph,  aureus  as  the  pre- 
li  dominating  organism  in  the  sputum  (on 
both  smear  and  culture),  or  in  the  throat 
culture  fro.^i  infants  where  sputum  is  un- 
obtainable, and  in  the  pleural  flluid  in  cases 
I;  of  empyema  was  accepted  as  bacteriologic 
■  proof  of  the  etiology.  All  of  our  cases  had 
positive  cultures  from  the  sputum  or  throat, 
and  those  with  empyema  or  pyopneumo- 
■  thorax  had  positive  cultures  from  the  pleural 
fluid.  The  organism  was  grown  directly 
from  the  lung  tissue  on  those  cases  that 
came  to  autopsy.  It  should  be  mentioned 
that  the  presence  of  Staph,  aureus  in  the 
pleural  fluid  is  considered  a  finding  of  great 
diagnostic  and   prognostic  significance. 

Too  few  blood  cultures  were  made  to  be 
of  any  significance  in  this  report,  but  it  has 
been  shown  by  other  authors  that  blood- 
stream invasion  by  the  staphylococcus  has 
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Fig.  1.  X-ray  of  the  chest  in  a  case  of  primary 
staphylococcic  pneumonia  complicated  by  pyo- 
pneumothorax. Note  the  air  and  fluid  levels. 

the  same  relationship  to  primary  staphylo- 
coccic pneumonia  as  transitory  pneumococ- 
cemia  has  to  pneumococcic  pneumonia.  It  is 
felt  that  the  bacteremia  is  secondary  to  the 
pneumonia  and  is  of  short  duration. 

The  leukocyte  count  is  by  no  means  con- 
stant. Counts  varying  from  2000  to  70,000 
were  found  in  our  series.  It  is  generally  as- 
sumed that  a  low  white  blood  cell  count  indi- 
cates an  overwhelming  infection,  and  cer- 
tainly it  is  not  a  hopeful  sign. 

X-ray  findings 

Roentgenographic  studies  are  not  as  help- 
ful in  the  diagnosis  of  the  pneumonia  as 
they  are  in  the  diagnosis  of  empyema  and 
pyopneumothorax.  X-rays  should  be  made 
at  frequent  intervals  to  reveal  these  compli- 
cations early  if  they  develop.  Views  taken  in 
the  supine  position — a  technique  often  used 
with  infants  and  seriously  ill  adults — may 
obscure  the  diagnosis,  whereas  a  picture 
taken  with  the  patient  in  the  upright  posi- 
tion will  clearly  demonstrate  air  and  fluid 
levels  in  the  affected  chest  cavity    (fig  1). 

Treatment 

Before  the  davs  of  the  sulfonamides  and 
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penicillin,  surgery  offered  the  best  prognosis 
in  cases  of  staphylococcic  pneumonia  with 
empyema  or  pyopneumothorax.  Thoraco- 
tomy and  the  institution  of  tidal  drainage 
was  the  procedure  of  choice,  and  the  results 
were  generally  favorable.  In  the  more  se- 
vere cases  it  was  necessary  to  resort  to  rib 
resection  and  irrigation. 

The  use  of  sulfonamides  decreased  the  in- 
cidence of  pleural  complications  little,  but 
the  combined  use  of  sulfonamides  and  sur- 
gery considerably  improved  the  mortality 
and  morbidity  rates.  When  penicillin  became 
available,  the  mortality  rates  dropped  even 
lower  and,  as  penicillin  can  be  injected  into 
the  pleural  cavity  easily  and  safely,  surgical 
intervention  has  become  less  frequent.  It  is 
now  employed  only  in  those  cases  with  mas- 
sive involvement  or  with  loculated  areas  of 
pus.  Since  1943  there  has  been  only  one 
case  of  empyema  here,  and  this  was  cured 
by  aspiration  of  pus  and  the  instillation  of 
penicillin  into  the  pleural  cavity. 

Medical  treatment  must  be  intensive. 
Sulfadiazine  or  sulfathiazole  should  be  given 
in  doses  sufficient  to  maintain  blood  levels 
of  12  to  15  mg.  per  100  cc.  Penicillin  should 
be  given  intramuscularly  in  large  doses,  and 
in  cases  of  empyema  or  pyopneumothorax 
100,000  to  400,000  units  should  be  instilled 
into  the  pleural  cavity  daily  following  the 
aspiration  of  pus.  Aerosol  penicillin  should 
be  used  to  help  combat  the  damaging  pro- 
cess in  the  upper  respiratory  tract.  Fresh 
blood  transfusions  should  be  given  liberally, 
especially  to  infants  whose  antibody  re- 
sponse is  not  good.  Staphylococcic  antitoxin 
was  used  in  only  2  of  our  patients,  one  of 
whom  died. 

Surgical  procedures  are  best  withheld 
until  it  becomes  evident  that  simple  aspira- 
tion can  no  longer  drain  the  chest  or  that 
the  fluid  has  become  loculated  and  cannot 
be  reached  with  the  aspirating  needle.  It  is 
then  imperative  that  the  surgeon  librate  the 
pus.  Thoracentesis  with  withdrawal  of  air 
affords  relief  in  cases  with  pneumothorax. 
Pathology  ' 

The  pathologic  lesions  in  primary  staphv- 
lococcic  pneumonia  are  limited  to  the  respi- 
ratory tract.  Frequently  the  epiglottis, 
larynx,  and  trachea  are  covered  with  a  dirty, 
fibrinous,  purulent  exudate,  and  the  mucosa 
is  ulcerated.  Practicallv  always  the  bronchi 
and  bronchioles  are  filled  with  bloody  pus 


FiR.  2.  Photomicrograph  of  a  section  of  the 
lung  from  a  case  of  primary  staphylococcic 
pneumonia  showing  an  area  of  consolidation, 
alveolar  destruction,  and  early  abscess  forma- 
tion. 

and  the  bronchial  mucosa  is  swollen  and 
granular,  the  walls  being  infiltrated  with 
polymorphonuclear  leukocytes  and  mono- 
nuclear cells.  The  lungs  are  dark  red  in 
color,  and  are  firm;  the  alveolar  spaces  are 
filled  with  pus,  which  completely  destroys  the 
normal  architecture.  Clumps  of  bacteria 
can  be  seen  in  those  areas  in  which  the  alve- 
olar markings  are  obliterated.  The  pleura  is 
thickened ;  it  is  covered  with  a  fibrinous  exu- 
date, and  is  hemorrhagic.  In  cases  of  empy- 
ema or  pyopneumothorax  the  pleural  cavity 
contains  considerable  cloudy  hemorrhagic 
fluid  from  which  the  staphylococcus  can  be 
cultured  easily.  The  hemorrhagic  phenome- 
non and  the  tendency  toward  the  formation 
of  multiple  miscroscopic  abscesses  are  out- 
standing characteristics   (fig.  2). 

Summary  and  Coyiclusion 
Between  1936  and  July,  1947,  there  have 
been  27  cases  of  primary  staphylococcic 
pneumonia  in  Watts  Hospital,  5  of  which 
w-ere  fatal.  Complications  occurred  in  10  of 
the  27  cases.  In  the  14  cases  treated  with 
penicillin  since  it  was  introduced  in  1943 
there  has  been  only  one  case  of  empyema 
and  no  deaths. 

The  clinical  and  pathologic  features  of 
primary  staphylococcic  pneumonia  have 
been  discussed,  and  a  brief  outline  for  ther- 
apy has  been   presented.     Penicillin,   intra- 
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muscularly,  intrapleurally,  and  by  inhala- 
tion, has  been  the  factor  responsible  for  low- 
ering the  mortality  rate  and  the  incidence 
of  complications. 

It  is  to  be  assumed  that,  with  the  liberal 
use  of  sulfadiazine  and  penicillin  in  modern 
practice,  many  cases  of  staphyloccic  pneu- 
monia are  nipped  in  the  bud,  and  therefore 
go  unrecognized.  Generally  speaking,  staph- 
ylococcic pneumonia  is  not  dreaded  now  as 
it  formerly  was,  but  it  still  demands  respect 
as  a  virulent  disease  which  is  controlled  only 
by  vigorous  therapy. 


Maternal  Welfare  Section* 


il 


The  Intelligent  Use  of  Cesarean  Section 

Last  month's  issue  of  the  North  Caro- 
lina Medical  Journal  carries  an  article  by 
Dr.  John  T.  Williams  entitled  "Cesarean 
Section  in  the  Interest  of  the  Mother."  In 
this  article  Dr.  Williams  states  that  he  has 
performed  251  cesarean  sections  during  the 
five  and  a  half  years  from  January  1,  1942. 
to  June  30,  1947.  The  article  deals  primarily 
with  his  philosophy  of  the  indications  for 
cesarean  section  and  with  the  operative  tech- 
nique which  he  has  used  with  such  remark- 
able good  luck,  since  he  states  that  no  ma- 
ternal deaths  have  occurred  in  this  series. 

The  Maternal  Welfare  Section  of  the 
North  Carolina  Medical  Journal  for  No- 
vember, 1946,  considered  cesarean  section  as 
an  obstetric  problem.  The  Maternal  Welfare 
Committee  recognized  the  importance  of  this 
operation  as  a  life-saving  procedure  for 
many  patients,  but  found  that  the  primary 
maternal  mortality  associated  with  cesarean 
section  in  the  United  States  is  at  least  10 
per  cent.  Statistics  were  given  which  showed 
that  24  per  cent  of  the  maternal  deaths  in 
a  fifteen- state  area  were  associatd  with  an 
abdominal  delivery.  Twenty-one  of  the  175 
maternal  deaths  which  occurred  in  North 
Carolina  during  the  past  twenty  months 
were  associated  with  cesarean  section.  Four- 
teen of  these  21  patients  had  evidence  of 
toxemia  of  pregnancy. 

*Prepared  by  the  Maternal  Welfai-f  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina: 
Frank  R.  Lock,  M.D.,  .T.  S.  Hunt.  M.D. 

Chairman  T.  L.  T,ee.  M.D. 

J.  Street  Brewer.  M.D.  Ivan  Procter.  M.D. 

G.  M.  Cooper,  M.D.  R.  A.  Ross.  M.D. 

E.  W.  Franklin,  M.D.  R.  A.  White,  M.D. 


Dr.  Williams  has  worked  under  almost 
ideal  conditions  at  Chelsea  Memorial  Hos- 
pital and  other  fine  hospitals  in  Boston.  He 
has  the  advantage  of  being  a  highly  trained 
surgeon  with  a  highly  trained  technical 
staflf  to  pssist  him.  A  blood  bank  is  available. 
The  anesthetic  is  administered  by  an  expert 
anesthetist,  who  gives  the  patient  minute 
supervision  during  the  entire  operation. 
Evidently  the  vast  majority  of  his  cases 
were  el,?ctive  operations  performed  before 
the  onset  of  labor,  when  the  patient  was  in 
ideal  physical  condition. 

Conservatism  in  the  use  of  abdominal  de- 
livery has  been  advocated  by  every  obstetric 
leader  —  DeLee,  J.  Whitridge  Williams, 
Stander,  Beck,  and  others.  Their  reason  is 
the  high  mortality  rate  which  is  inevitably 
associated  v/ith  the  operation.  The  incidence 
of  cesarean  section  compatible  with  good  ob- 
stetric practice  is  generally  held  to  be  less 
than  5  per  cent.  Even  if  Dr.  Williams  has  a 
huge  obstetric  practice  and  delivers  500  ba- 
bies each  year,  251  cesarean  sections  in  five 
and  a  half  years  would  make  the  incidence 
of  cesarean  section  for  his  patients  almost 
10  per  cent. 

Dr.  Williams  recommends  the  use  of 
spinal  anesthesia,  but  makes  no  reference  to 
a  special  technique  or  dosage  of  the  anes- 
thetic drug.  We  recognize  the  safety  of 
spinal  anesthesia  administered  by  the  special 
techniques  recommended  by  Cosgrove  and 
Adriani.  The  use  of  ordinary  spinal  anes- 
thesia with  surgical  doses  of  the  drug 
chosen,  however,  is  exceedingly  hazardous 
for  obstetric  patients.  Our  records  include  6 
cases  of  sudden  death  following  the  admin- 
istration of  a  spinal  anesthetic  of  the  usual 
type.  A  seventh  maternal  death  resulted 
from  an  infection  of  the  meninges  which  be- 
p-an  with  a  spinal  anesthetic  administered 
for  a  cesarean  section.  The  Maternal  Wel- 
fare Committee  has  pointed  out  the  necessity 
for  an  expert  anesthetist  to  administer 
sDinal  anesthesia.  The  patient  should  be 
given  preoperatively  a  small  dose  of  a  bar- 
biturate to  protect  her  from  a  toxic  reaction 
to  the  diug.  An  attendant  should  watch  the 
patient  constantly,  recording  the  pulse,  blood 
iDressure.  and  resniration  at  intervals  of  not 
less  than  five  minutes.  Continuous  oxygen 
should  be  given,  and  intravenous  fluids 
should  be  prepared  and  ready  for  adminis- 
tration in  case  severe  hypotension  or  shock 
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develoiT^.  Many  authors  feel  that  a  vaso- 
pressoi-  substance  such  as  ephedrine  should 
be  administered  prior  to  any  spinal  anes- 
thetic. 

Dr.  Williams  recommends  the  use  of  the 
Kerr  type  of  low  cesarean  section,  with  a 
transverse  incision  made  in  the  lower  seg- 
ment of  the  uterus.  This  technique  is  useful 
in  the  hands  of  a  highly  skilled  operator.  It 
has  been  disapproved  by  the  Philadelphia 
Maternal  Welfare  Committee,  however.  In 
their  experience,  extensions  of  the  incision, 
when  they  occur,  may  involve  the  uterine 
vessels.  The  profuse  hemorrhage  which  re- 
sults may  not  be  controllable  under  some 
circumstances.  The  longitudinal  incision  is 
to  be  preferred  for  most  operators. 

In  conclusion,  the  Maternal  Welfare  Com- 
mittee recognizes  cesarean  section  as  a  life- 
saving  procedure.  Even  under  ideal  condi- 
tions, however,  the  risk  of  death  from  hem- 
orrhage, sepsis,  embolism,  anesthesia,  and 
other  complications  is  fully  2  per  cent,  and 
the  infant  mortality  exceeds  that  of  vaginal 
deliverv. 


The  art  of  understanding  people  and  the  complex 
situations  in  which  they  find  themselves  is  not  an 
easy  one  to  acquire.  It  calls  for  much  hard  work. 
The  doctor  must  be  a  person  who  is  willing  to  do 
this  work,  not  one  who  seeks  to  find  an  easy  answer. 
The  doctor  is  now  being  called  upon  to  be  a  sociol- 
ogist as  veil  as  a  physician  in  his  outlook.  The  nar- 
row fields  now  being  cultivated  in  medicine,  surgery 
or  any  of  the  specialties  are  not  broad  enough  to 
retain  a  full  professional  status  for  their  practi- 
tioners. Without  a  social  point  of  view  these  special- 
ties are  trades. — Dwight  O'Hara:  Admission  to  Med- 
ical Schools,  Rhode  Island  M.  J.  31:186  (March) 
1948. 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY   • 


J.  C.  Trent,  M.D.,  F.A.C.S.,  Editor 

IV 

PULMONARY   RESECTION 

Thoracic  surgery  as  a  specialty  came  of 
age  with  the  establishment  of  pulmonary  re- 
section as  a  routine  procedure.  Today  intra- 
tracheal positive  pressure  anesthesia,  mas- 
sive blood  transfusion,  and  chemotherapy 
make  it  possible  to  perform  lobectomy  and 
pneumonectomy  daily  with  relative  safety  on 
all  types  of  patients. 

The  advances  in  thoracic  surgery  for 
many  years  emanated  from  Europe.  Not 
until  1925,  after  the  publication  of  John 
Alexander's  Sufgerij  of  Pulmonary  Tuber- 
culosis, did  the  American  surgeon  attack  the 
problem  of  chest  surgery  with  any  degree  of 
enthusiasm.  Since  that  time  the  emphasis  in 
this  field  has  gradually  shifted  from  the  con- 
tinent to  America,  where  leadership  has  been 
maintained  to  the  present  time. 

Gliick'i'  in  1881  first  demonstrated  that 
resection  of  an  entire  lung  could  be  success- 
fully performed  in  rabbits.  Biondi'-'  a  year 
later  reported  30  pneumonectomies  in  ani- 
mals. Other  investigators  continued  to  re- 
port experimental  results,  but  it  was  not 
until  1891  that  a  successful  limited  pulmo- 
nary resection  was  performed  on  a  human 

1  C;iiick.  T.:  EMjerinienteller  Beitrag  zur  Frase  (ler  Lun?en- 
ex<tin)ation.    Berl.    klin.    Wchnschr.    is  :lil.')-lU.S.    Ihhi. 

•>  Biondi.  D.:  Estirpazione  del  polmone.  Gior.  internaz.  a 
Se.   med..   Napoli,   n.s.   4:To9,   1882,   and  3:2J8:    +17,   1SS3. 
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being  by  Tuffier'"',  who  resected  an  indur- 
ated tuberculous  area  in  the  upper  lobe. 
The  patient  remained  well  for  seven  years, 
then  died  of  grippe.  Other  sporadic  reports 
of  successful  partial  or  complete  lobectomies, 
chiefly  in  cases  of  tuberculosis  or  bronchiec- 
tasis, appeared  in  the  following  three  dec- 
ades. It  was  not  until  1929,  however,  that 
attention  was  forcefully  called  to  the  feasi- 
bility of  lobectomy  as  a  routine  procedure. 
Dr.  Harold  Brunn'^',  of  San  Francisco,  re- 
ported 6  lobectomies  with  only  one  death. 
He  wrote : 

"It  seems  remarkable  that  so  few  articles  or  dis- 
cussions are  to  be  found  during  the  last  few  years 
on  lobectomy.  The  discussion  has  rather  concerned 
the  substitutes  that  might  be  used  in  its  stead, 
based  no  doubt  on  the  theory  that  the  operative 
mortality  forbids  its  use  or  that  the  technic  of  the 
operation  has  become  a  fixed  procedure. 

"Lobectomy,  that  is,  the  removal  of  one  or  more 
diseased  lobes  of  the  lung,  must  appeal  to  every  one 
as  the  ultimate  goal  in  surgical  procedures  on  the 
chest.  By  this  method  the  diseased  lobe  is  removed 
at  one  stroke;  the  period  of  convalescence  is  dimin- 
ished, and  deformity  does  not  result.  The  method 
also  more  nearly  conforms  to  the  procedures  sur- 
geons are  accustomed  to  apply  for  diseases  in  other 
organs  of  the  body.  Just  as  cholecystectomy  super- 
seded cholecystotomy  and  as  hysterectomy  super- 
seded the  old  time  method  of  extraperitoneal  treat- 
ment of  the  uterine  stump  for  fibroids,  may  one  not 
also  expect  in  the  future  that  with  improved  technic 
and  lowered  mortality  lobectomy  will  become  the 
operation  of  choice  in  many  diseased  conditions  of 
the  lung?" 

Following  this  report  the  practice  of  lo- 
bectomy spread,  and  within  the  span  of  a 
few  years  it  became  an  established  proce- 
dure. More  recently  Overholt  in  Boston  has 
revived  the  operation  of  segmental  lobec- 
tomy, applying  the  newly  gained  knowledge 
of  the  segmental  anatomy  of  the  lung  de- 
scribed by  Brock,  Huber  and  Jackson,  and 
others. 

After  Gliick's  pioneer  work  on  pneumo- 
nectomy in  rabbits,  much  experimental  work 
on  the  subject  was  performed  during  the 
succeeding  fifty  years,  principally  on  healthy 
animals.  This  work  obviously,  therefore, 
could  not  be  transferred  directly  to  the 
treatment  of  pulmonary  disease  in  man,  and 
it  was  not  until  1931  that  the  first  complete 
removal  of  a  lung  was  planned  and  success- 
fully executed. 

3.  Tuffier.  T.:  Chirurgie  du  pouuioii  eii  particulier  dans  les* 
cavenies  tul)ercu]euses  et  la  ?:angrene  pulinonaire,  Paris, 
Ma.sson  et  Cie.,  1897,  pp.  ,31-3li;  also,  Cong:,  internat.  d. 
sc.  med,   a   Moscov,    1897,   Sect.    Chir.,    .T-(i2. 

■I.  Brunn,  H.  B. :  Surgical  Principles  Underlying  One-Stage 
Lobectoiny,  Arch.  Surg.  18:490-515    (Jan.)    1929. 


In  that  year  Rudolf  Nissen'"''  of  Berlin  re- 
moved the  bronchiectatic  left  lung  of  a  12- 
year-old  girl  by  applying  a  mass  ligature 
about  the  lung  root  ?ind  allowing  the  lung 
to  slough  out.  Dr.  Cameron  Haight  of  Ann 
Arbor,  in  1932,  performed  the  second  suc- 
cessful pneumonectomy,  also  for  bronchiec- 
tasis, using  a  similar  technique.  A  few 
months  later  Dr.  Evarts  Graham"''  of  St. 
Louis  performed  the  first  one-stage  pneumo- 
nectomy, using  the  individual  ligation  tech- 
nique for  the  root  vessels  and  bronchus.  The 
patient,  a  48-year-old  physician  who  had  a 
squamous-cell  carcinoma  of  the  bronchus,  is 
alive  and  well  today. 

Following  these  successful  cases  the  oper- 
ation was  taken  up  rapidly  and  improved  by 
many  surgeons,  until  today  large  series  of 
cases  have  been  reported  with  extremely 
low  mortality'"'. 

In  retrospect,  the  three  papers  which  ap- 
pear to  have  exerted  more  influence  than 
any  others,  perhaps,  upon  the  development 
of  our  technique  of  lobectomy  and  pneumo- 
nectomy are  Harold  Brunn's  "Surgical  Prin- 
ciples Underlying  One-Stage  Lobectomy" 
(1929).  Cameron  Haight's  "Total  Removal 
of  Left  Lung  for  Bronchiectasis"  (1932'^', 
and  Evarts  Graham's  "Successful  Removal 
of  an  Entire  Lung  for  Carcinoma  of  the 
Bronchus"   (1933). 

J.  C.  T. 

5.  Xissen,  R.:  H^xstirpation  eines  ganzeii  Lungenrtuegels., 
Zentralbl.    f.   Chir.    ->s:3(i03-:iiMlii    (Nov.    21)    1931. 

11.  Graham,  E.  .\.  and  Singer,  J.  J,:  Successful  Removal  of 
an  Entire  Lung  for  Carcinoma  of  the  Bronchus,  J..\.M.-\. 
KU  :1371-1.-!TJ    (Oct.    2K)    1!I33. 

7.  Meade.  R.  H.,  .Ir..  Kay,  E.  B.,  and  Hughes,  F.  .\.:  .\ 
Report  of  19(i  Lobectomies  Performed  at  Kennedy  General 
Hospital  Chest  Surgical  (enter  from  1913  to  19U,.  with 
One   Death,    ,1.    Thorac.    Surg.    ll):lli-29    (Fell.)    1947. 

8.  Haight,  C:  Total  Removal  of  Left  Lung  for  Bronchiecta- 
sis.  Surg..   Gvnec.   iv-   Obst.    58:708-78"    (.\pril)    1934. 


The  doctor  as  middle-man.  Medicine  has  made 
wonderful  strides  in  the  treatment  of  physical  dis- 
ease. We  are  all  using  the  recent  therapeutic  agents 
every  day,  and  it  is  not  necessary  to  enumerate 
them.  Through  our  dependence  on  the  efficacy  of 
specific  therapy,  however,  we  have  become  inclined 
to  realize  less  and  less  the  need  of  careful  explana- 
tion and  encouragement  to  the  patient,  I  believe  we 
are  losing  the  art  of  medicine  because  we  have  been 
so  excellently  fortified  by  effective  and  specific  drugs. 
One  shot,  one  cure,  so  to  speak,  and  we  can  be  as 
rough  and  gruff  as  we  please — the  patient  will  get 
well.  We  are  apt  to  become  the  middleman  between 
the  patient  and  the  efficient  ampule  ...  So  far,  we 
have  not  invented  a  drug  which  can  explain  carefully 
to  patients  the  nature  of  their  illness  and  give  them 
encouragement  in  their  struggle.  In  the  patient's 
mind,  the  doctor  is  still  the  one  barrier  between 
him  and  death. — A.  S.  Anderson:  Mental  Repercus- 
sion in  Phvsical  Disease,  J.  Florida  M.  Assoc.  34: 
290   (Nov,)"  1947, 
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THE    CAMPAIGN   AGAINST   CANCER 

It  is  a  characteristic  American  fallacy 
that  virtually  anything  can  be  bought  with 
money.  Like  so  many  other  fallacies,  how- 
ever, this  one  has  some  truth  within  its 
fabric.  It  is  fallacious  to  think  that  money 
alone  will  buy  a  cure  for  cancer;  but  it  is 
certain  that  the  expenditure  of  large  sums  is 
necessary  for  a  successful  campaign  against 
this  dread  disease.  There  is  still  much  to  be 
learned  about  cancer — but  science  is  on  the 
march,  and  the  contributions  made  by  the 
American  people  will  hasten  materially  the 
day  of  victory. 

Just  now  it  seems  that  the  road  ahead  is 
to  be  long,  hard,  tedious,  and  filled  with  ob- 
stacles. It  may  be  that  the  conquest  of  can- 
cer, like  that  of  tuberculosis,  will  have  to 
depend  on  careful,  patient  search  for  the  in- 


dividual cases  in  their  incipiency,  and  ap- 
propriate treatment  of  each  one.  Or  it  may 
be  that  we  are  on  the  verge  of  discovering 
some  remedy  which  will  be  as  potent  against 
cancer  as  streptomycin  is  proving  to  be  in 
many  hitherto  fatal  types  of  tuberculosis. 
At  least;  however,  we  know  that  cancer  does 
not  get  well  spontaneously,  and  that,  what- 
ever the  final  answer  to  the  problem,  the 
search  for  the  individual  cases  must  go  on. 
The  story  of  what  North  Carolina's  State 
Board  of  Health  is  doing  to  fight  cancer,  in 
cooperation  with  the  Cancer  Committee  of 
the  State  Medical  Society  and  the  North 
Carolina  Division  of  the  American  Cancer 
Society,  was  told  by  Mr.  William  H.  Richard- 
son in  his  weekly  broadcast  on  April  17, 
part  of  which  is  quoted  below  : 

"North  Carolina's  intensive  fight  against  cancer 
was  launched  officially  last  month,  when  the  Cancer 
Control  Division  of  the  State  Board  of  Health 
began  operation,  with  Dr.  Ivan  M.  Procter,  of  Ra- 
leigh, as  its  director,  and  Mildred  Schram,  Ph.D.  of 
Philadelphia,  as  his  associate.  They  have  been  as- 
signed offices  in  the  Health  Building,  Caswell 
Square. 

"Dr.  Schram,  formerly  of  Saint  Louis,  Missouri, 
served  from  June,  1932,  until  January  of  this  year, 
as  executive  officer  of  the  Donner  Cancer  Founda- 
tion of  Philadelphia,  formerly  the  International 
Institute  of  Cancer  Research  .  .  .  Dr.  Schram 
planned  and  organized  a  series  of  cancer  prevention 
clinics,  first  in  five  teaching  hospitals  in  Phila- 
delphia, the  number  having  growni  to  eleven,  to 
include  a  group  of  non-teaching  hospitals.  She  was 
a  delegate  to  the  International  Cancer  Congress  in 
Madrid,  in  1933,  a  guest  of  the  Research  Institute, 
Royal  Cancer  Hospital,  London,  and  one  of  eleven 
American  women  cited  for  service  in  cancer  control 
by  the  American  Cancer  Society. 

"Upon  assuming  his  duties,  Dr.  Procter  outlined 
the  policy  to  be  followed  in  North  Carolina's  inten- 
sive war  on  cancer: 

"  'The  program  is  to  be  conducted  locally  through 
the  Board  of  Health,  in  cooperation  with  the  physi- 
cians comprising  the  medical  society  of  the  county 
in  which  a  clinic  is  located.  The  local  physicians  will 
render  the  professional  service. 

"  'There  will  be  two  types  of  clinics.  Detection 
clinics  will  be  operated  in  both  the  larger  and  smaller 
communities  of  the  state.  These  will  be  the  medium 
of  (1)  screening  the  largest  number  of  applicants, 
in  order  to  find  cancer  in  its  earliest  stages  and 
while  almost  completely  curable,  (2)  to  educate  the 
public  in  prevention,  through  early  diagnosis  and 
cure,  and  (3)  to  establish  annual  examinations 
among  applicants. 

"  'In  North  Carolina  it  will  be  the  desire  and 
policy  of  the  Board  to  devote  its  funds  and  efforts 
to  cancer  detection  and  control,  leaving  the  general 
health  maintenance  to  the  patient  and  practicing 
physician.  The  physical  examination  will  be  limited 
to  those  parts  of  the  body  where  cancer  most 
commonly  occurs  and  is  detectable  and  curable. 
Those  examinees  who  have  positive  findings  will  be 
referred    to    their    personal    physician.    Examinees 
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without  a  personal  physician  will  be  asked  to  select 
one  from  a  list  prepared  by  the  local  medical  so- 
ciety. 

'■  'Cancer  diagnostic  and  management  clinics  will 
be  established  in  cities  where  the  services  of  pathol- 
ogists and  other  specialists  are  available.  Suspected 
cancers  located  in  detection  centers  will  be  referred 
to  cancer  diagnostic  clinics  for  final  diagnosis  and 
recommendation  as  to  management.  The  patient 
will  be  returned  to  his  or  her  personal  physician 
for  treatment. 

"  'Clinics,  where  practical,  will  be  conducted  in 
hospitals  approved  by  the  American  College  of 
Surgeons,  but  all  cancer  clinics  must  be  approved 
by  the  American  College  of  Surgeons. 

"  'There  will  be  seven  diagnostic  cancer  clinics 
and  10  detection  clinics.'  " 

The  fight  against  cancer  costs  money — 
and  much  money.  More  than  money  is 
needed,  however.  We  need  the  interest  and 
the  enthusiasm  of  doctors — especially  of 
family  doctors.  Upon  them  rests  the  greatest 
responsibility  for  supplementing  the  State 
Board  of  Health's  cancer  detection  program, 
and  for  seeing  that  the  diagnosis  of  cancer 
is  followed  promptly  by  the  proper  treat- 
ment. 


CHILD  HEALTH  SERVICES  IN 
NORTH  CAROLINA 

The  supplement  which  is  published  with 
this  issue  of  the  NORTH  Carolina  Medical 
Journal  contains  the  report  of  a  study  of 
child  health  services  in  North  Carolina  di- 
rected by  the  American  Academy  of  Pedi- 
atrics, with  the  cooperation  of  the  United 
States  Children's  Bureau  and  the  United 
States  Public  Health  Service.  It  is  worth 
careful  reading,  for  many  reasons.  One  is 
that  North  Carolina  was  given  the  honor  of 
being  used  as  the  "pilot"  state  for  a  nation- 
wide survey  to  determine  existing  facilities 
for  health  care  of  children.  Another  reason 
is  that  the  report  contains  much  valuable 
information  pertaining  to  North  Carolina's 
problems  of  medical  care.  The  final  chapter 
— "Conclusions  and  Recommendations" — is 
\  especially  worth  while. 

Apropos  of  the  current  renewal  of  inter- 
est in  the  general  practitioner,  it  is  worth 
noting  that,  of  the  visits  made  to  children 
in  NorLh  Carolina  during  the  time  included 
in  the  survey,  79  per  cent  were  by  general 
practitioners.  This  figure  certainly  does  not 
suggest  that  the  day  of  the  family  doctor  is 
over  in  this  state,  at  least. 


A  SOLUTION  FOR   THE   PROBLEM 
OF  NIGHT  CALLS 

A  reasonable  solution  of  the  night  call 
problem,  which  was  discussed  in  last  month's 
issue' ^',  has  been  offered  by  Dr.  George  Lull, 
secretai'v  of  the  American  Medical  Associa- 
tion. Dr.  Lull  .says  that  a  number  of  county 
medical  societies  already  maintain  a  physi- 
cians' telephone  exchange  where  doctors' 
calls  may  be  received  and  doctors  located  if 
their  office  or  home  telephones  do  not  re- 
spond. Such  an  exchange  can  be  utilized  as 
at  night  or  on  holidays,  simply  by  furnish- 
ing the  exchange  with  a  list  of  physicians 
who  are  able  and  willing  to  make  night  calls. 
Such  physicians  would  probably  include  the 
younger  general  practitioners,  newcomers  to 
the  community,  and  others  in  general  prac- 
tice. If  such  a  roster  were  available,  and  its 
availability  widely  publicized,  night  calls  for 
medical  service  would  soon  gravitate  to  this 
center  and  the  patient  would  be  assured  the 
services  of  a  physician. 

Under  such  a  system  the  necessity  for 
calling  many  doctors  would  be  eliminated. 
Two  calls  at  most  would  be  necessary.  Where 
there  is  no  physicians'  telephone  service,  it 
might  be  possible  to  have  the  hospitals  co- 
operate by  handling  such  night  calls. 

The  Medical  Society  of  the  District  of  Co- 
lumbia and  the  Milwaukee  County  Medical 
Society  have  found  such  a  plan  practical,  as 
have  a  number  of  other  societies. 

By  this  simple  and  practical  expedient, 
which  is  doubtless  in  eflfect  in  modified  form 
in  a  number  of  communities,  the  sick  can  be 
served  and  the  medical  profession  can  re- 
deem its  pledge  of  unselfish  public  service. 

It  is  highly  important  that  where  such  ar- 
rangements exist  they  be  brought  to  the  at- 
tention of  the  lay  people  in  the  community 
through  appropriate  public  channels,  not 
once  but  repeatedly,  to  keep  the  shifting 
populations  well  informed. 

Few  problems  in  the  field  of  medical  serv- 
ice have  aroused  so  much  public  discussion. 
Whether  resentment  against  physicians  is 
ju.stified  or  not.  it  does  harm.  The  solution 
for  this  problem  is  so  eminently  simple  and 
would  refiect  so  favorably  upon  physician- 
patient  relationships  that  medical  societies 
everywhere  are  urged  to  give  it  serious  con- 
sideration immediately. 


1.    Xight     Calls.      Editorial, 
(March)    1948. 
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Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

This  49-year-old  cotton-mill  worker  was 
admitted  to  the  North  Carolina  Baptist  Hos- 
pital on  October  22,  1947,  complaining  of 
shortness  of  breath  for  the  past  ten  weeks. 
In  the  summer  and  fall  of  1945  he  had  had 
two  attacks  similar  to  the  present  one.  Each 
of  these  attacks  was  chacterized  by  progres- 
sive dyspnea  on  exertion  and  some  epistaxis. 
During  the  first  attack  his  blood  pressure 
was  found  to  be  170.  He  was  given  digitalis 
and  showed  considerable  improvement.  His 
second  episode  of  dyspnea  was  accompanied 
by  ankle  edema  and  was  attributed  to  the 
fact  that  he  neglected  taking  his  digitalis. 
During  this  attack  his  systolic  pressure  went 
as  high  as  221.  Ten  weeks  before  admission 
to  the  hospital  the  patient  again  noted  exer- 
tional dyspnea  which  was  accompanied  by 
some  stinging  pain  in  the  chest  but  no  true 
angina  pectoris  or  palpitation.  Marked  or- 
thopnea, ankle  edema,  and  gaseous  disten- 
tion also  developed  and  progressed  up  until 
the  time  of  admission. 

The  patient  stated  that  he  did  not  tolerate 
greasy  foods  well  and  that  he  had  been 
jaundiced  with  the  last  two  episodes  of 
dyspnea.  Ten  years  before  admission  the  pa- 
tient had  passed  a  kidney  stone  spontane- 
ously, and  in  the  fall  of  1945  (during  the 
second  episode  of  dyspnea  described  above) 
he  had  hematuria  for  about  one  week.  At 
this  time  he  was  taking  Doan's  kidney  pills. 
His  family  history  was  non-contributory. 

Physical  examination  on  admission 
showed  the  temperature  to  be  99.8  F.,  the 
pulse  100,  respiration  40,  blood  pressure  176 
systolic,  100  diastolic.  The  patient  was  a 
large,  edematous  male  appearing  both 
acutely  and  chronically  ill.  He  was  thought 
to  be  icteric  and  was  profoundly  short  of 
breath.  There  was  marked  pitting  edema 
of  the  feet  and  ankles.  The  pupils  were 
i-ound.  regular  and  equal,  and  reacted  slug- 
gishly to  light.  The  optic  fundi  showed  blur- 
ring of  the  disc  margins,  silver-wire  arteri- 
oles, and  minimal  arteriovenous  nicking. 
There  were  several  pin-point  exudates  and 
hemorrhages  scattered  through  both  fundi. 
The  pharynx  was  somewhat  reddened  and 
there  was  marked  distention  of  the  veins  in 


the  neck.  The  chest  was  symmetrical  with 
equal  expansion,  and  moist  expiratory  rales 
were  heard  at  both  lung  bases  posteriorly. 
No  findings  indicative  of  pleural  fluid  were 
noted.  The  heart  was  enlarged  to  the  mid- 
axillary  line  on  the  left;  a  gallop  rhythm 
was  noted,  and  a  harsh,  blowing,  grade  3 
systolic  murmur  was  heard  over  the  entire 
precordium.  The  pulmonic  second  sounds 
were  ac'jentuated  more  than  the  aortic.  Ab- 
dominal examination  was  unsatisfactory, 
but  the  abdomen  was  thought  to  contain 
some  ascitic  fluid.  Rectal  and  neurologic  ex- 
aminations were  not  remarkable. 

Blood  count  showed  3,690,000  red  cells, 
9.5  Gm.  of  hemoglobin,  and  10,100  white 
blood  cells,  with  a  normal  difi'erential.  The 
urine  had  a  specific  gravity  of  1.018  and 
gave  a  4-plus  reaction  for  albumin ;  it  con- 
tained no  sugar.  Microscopic  examination 
revealed  3  to  4  white  blood  cells  per  high 
power  field  and  an  occasional  granular  cast. 
The  nonprotein  nitrogen  w-as  120  mg.  per 
100  cc.  of  blood.  The  carbon  dioxide  combin- 
ing power  of  the  blood  was  12.5  milli-equiv- 
alents  oer  liter.  Blood  chlorides  were  628 
mg.  per  100  cc.  The  icterus  index  one  week 
after  admission  was  10  units.  A  phenolsul- 
fonphthalein  test  showed  30  per  cent  excre- 
tion of  the  dye  in  two  hours.  The  patient's 
vital  capacity  was  600  cc.  A  Kahn  test  of 
the  blood  was  negative.  Stool  examination 
showed  no  occult  blood,  but  Endolimax  nana 
and  the  larvae  of  Strongyloides  stercoralis 
were  found. 

An  electrocardiogram  showed  left  axis  de- 
viation and  changes  interpreted  as  indicat- 
ing myocardial  disease  and  digitalis  effect. 
A  chest  x-ray  showed  cardiac  enlargement 
without  typical  configuration,  and  bilateral 
pulmonary  edema. 

During  his  hospital  stay  the  patient's 
temperature  was  essentially  normal  except 
for  two  rises  to  101.2  and  100.2  F.  His  pulse 
varied  between  70  and  130.  During  the  first 
twenty-four  hours  he  was  given  0.8  mg.  of 
Digitoxin  intravenously  and  intramuscular- 
ly, and  0  3  Gm.  of  Digitora.  During  the  re- 
mainder of  his  hospital  stay  he  received 
from  1  to  3  cat  units  of  Digitora  daily  for  a 
total  of  1.4  Gm.  in  eight  days.  He  was  first 
given  nasal  oxygen  and  later  put  in  an  oxy- 
gen tent,  and  was  also  given  aminophylline, 
ammonium  chloride,  magnesium  sulfate, 
morphine,  and  Demerol. 
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111  spite  of  these  therapeutic  measures  he 
continued  to  be  extremely  short  of  breath 
;uid  his  blood  pressure  remained  between 
240  and  220  systolic,  160  and  140  diastolic. 
His  urinary  output  varied  between  1500  and 
2000  CO.  daily.  The  signs  of  congestive  heart 
failure  became  more  marked.  On  November 
1.  1947,  he  had  a  tonic  convulsion  and  died 
shortly  thereafter. 

Di.'icussion 

Dr.  David  Cayer:  This  49-year-old  man 
dated  the  onset  of  his  present  illness  to  about 
two  years  before  admission,  when  he  began 
having  exertional  dyspnea  and  was  found  to 
have  hypertension.  He  described  episodes 
characteristic  of  paroxysmal  dyspnea  which 
in  all  likelihood  represented  left  ventricular 
failure.  The  most  frequent  causes  of  left 
ventricular  failure  are  hypertension,  coro- 
nary artery  disease,  and  insufficiency  or 
stenosis  of  the  aortic  valve.  Occasionally 
such  episodes  of  dyspnea  may  be  due  to  se- 
vere mitral  stenosis  in  an  individual  who 
has  a  competent  right  ventricle ;  when  tachy- 
cardia develops  in  such  a  person,  pulmonary 
congestion  results  from  the  inability  of 
blood  to  pass  through  the  narrow  mitral 
orifice. 
' '  Ten  ",'eeks  before  admission  the  patient 
I  again  noted  dyspnea,  accompanied  for  the 
) .  first  time  by  "stinging  pain"  in  the  chest. 
I  Apparently  the  person  who  took  the  history 
1;  felt  that  this  pain  did  not  represent  true 
angina.  The  patient's  dyspnea  progressed 
to  orthopnea,  which  was  accompanied  by  ab- 
dominal distention  and  edema. 

The  vague  gastrointestinal  disturbances 
of  which  the  patient  complained  are  not  un- 
common in  individuals  with  myocardial  dis- 
ease, particulal'ly  during  episodes  of  con- 
gestive failure.  The  accompanying  edema  of 
the  stomach  and  bowel,  and  the  presence  of 
ascitic  fluid  produce  secondary  changes  in 
gastrointestinal  motility  and  digestion. 

Although  the  patient  is  said  to  have  been 
jaundiced  with  each  episode  of  congestive 
failure,  no  mention  is  made  of  the  color  of 
the  urine  or  stools  at  these  times.  He  was 
thought  to  be  icteric  when  admitted  to  the 
hospital,  but  the  icterus  index  was  only  10 
units.  It  is  not  uncommon  for  cardiac  pa- 
tients who  have  edema,  pallor,  and  anemia 
to  appear  to  have  mild  jaundice.  True  jaun- 
dice is  an  unusual  finding  in  uncomplicated 


heart  failure.  Where  right-sided  heart  fail- 
ure and  hepatic  congestion  have  been  pres- 
ent for  years,  jaundice  may  appear,  but  liver 
enlargement  is  easily  demonstrated  in  such 
patients :  there  is  no  mention  of  such  a  find- 
ing in  this  patient.  Jaundice  may  also  follow 
large  pulmonary  infarcts;  in  such  cases  it 
is  due  to  the  fact  that  the  rapid  destruction 
of  blood  liberates  pigment  faster  than  the 
liver  can  remove  it  from  the  circulation. 
Nothing  in  the  physical  examination  or  his- 
tory suggests  pulmonary  infarction  in  this 
case,  and  no  such  finding  was  noted  in  the 
report  of  the  chest  film. 

In  a  patient  this  age  the  gross  hematuria 
noted  in  the  past  history  w^ould  most  likely 
be  due  to  a  stone,  infection,  or  carcinoma. 
The  absence  of  chills,  fever,  or  pyuria,  as 
well  as  the  duration  of  the  genito-urinary 
symptoms,  makes  the  possibility  of  infection 
and  carcinoma  unlikely,  and  we  have  the 
additional  information  thait  the  patient 
passed  a  stone  ten  years  before  admission. 

The  fir;dings  in  the  optic  fundi  are  indica- 
tive of  an  extensive  vascular  disturbance. 
The  sigiis  described  in  the  chest  could  be  ex- 
plained on  the  basis  of  a  moderate  degree 
of  pulmonary  congestion. 

The  cardiac  findings  are  indicative  of  both 
hypertrophy  and  dilatation.  It  would  be 
helpful  to  have  a  more  complete  description 
of  the  "harsh,  blowing,  grade  3  systolic  mur- 
mur" which  was  described  as  audible  over 
the  entire  precordium.  It  is  not  stated 
whether  there  was  any  point  of  increased 
intensity  or  radiation,  and  there  is  no  de- 
scription of  the  murmur  at  the  lung  base, 
and  no  mention  of  a  thrill.  The  most  likely 
explanation  for  the  murmur  would  be  re- 
gurgitation of  blood  from  ventricle  to  au- 
ricle, due  to  heart  disease  and  left  ventricu- 
lar dilatation,  to  a  deformity  of  the  mitral 
valve,  or  to  other  factors  such  as  the  anemia. 
There  is  nothing  to  support  the  diagnosis  of 
aortic  or  pulmonary  stenosis  as  a  cause  of 
the  murmur.  I  would  be  most  reluctant  to 
make  the  diagnosis  of  a  patent  ductus  arteri- 
osus without  any  mention  of  a  diastolic  com- 
ponent to  the  murmur.  The  finding  of  an  ac- 
centuated second  pulmonic  sound  is  of  con- 
siderable interest,  however,  and  suggests 
the  possibility  of  some  right-sided  heart 
strain.  Although  an  accentuated  second  pul- 
monic sound  may  accompany  generalized 
heart  failure,  it  is  seen  more  frequently  in 
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cases  of  mitral  stenosis  or  where  pulmonary 
disease  is  present.  There  is  nothing  to  sug- 
gest any  primary  pulmonary  disease,  how- 
ever. 

The  film  of  the  chest  should  have  shown 
a  more  typical  left  ventricular  configuration 
if  hypertension  alone  were  responsible  for 
the  patient's  congestive  failure.  The  x-ray 
findings,  plus  the  accentuation  of  the  second 
pulmonic  sound,  suggest  the  possibility  of  a 
second  cardiac  lesion,  rheumatic  or  possibly 
congenital,  complicating  the  hypertension. 

I  believe  that  the  most  likely  explanation 
for  all  the  findings  in  this  case  would  be  a 
benign  form  of  nephrosclerosis  of  several 
years'  duration,  with  a  rapid  terminal  pro- 
gression of  this  disease.  The  autopsy  prob- 
ably showed  generalized  arterial  disease,  in- 
volving coronary  arteries  as  well.  The  pos- 
sibility of  an  additional  cardiac  lesion,  either 
rheumatic  or  congenital,  is  suggested  by  the 
x-ray  and  auscultatory  findings.  There  is 
also  a  history  of  renal  stones.  I  do  not  believe 
any  gallbladder  disease  or  primary  gastro- 
intestinal lesion  was  found. 

Dr.  Caiicr's  Diagnoses 

1.  Nephrosclerosis 

2.  Generalized   arteriosclerosis   involving 
the  aorta  and  coronary  arteries. 

3.  ?  Rheumatic  valvular  deformity  or 
congenital  heart  disease. 

4.  Nephrolithiasis 

Anatomic  Discussion 

Dr.  Ladd  W.  Hamrick,  Jr.  r  The  most  sig- 
nificant anatomic  findings  were  in  the  cardi- 
ovasculai',  pulmonary,  and  respiratory  sys- 
tems. 

The  heart  weighed  750  Gni.  and  showed 
marked  hypertrophy  of  the  left  ventricle 
and  moderate  hypertrophy  of  the  right  ven- 
tricle. An  area  of  myocardial  infarction  2  by 

3  cm.  in  diameter  was  present  at  the  apex 
of  the  left  ventricle,  and  a  small  mural 
thrombus  was  attached  to  the  endocardial 
surface.  This  infarct  was  approximately 
three  weeks  old.  There  were  two  defects  of 
the  int^rauricular  septum.  One  of  these 
measured  1  by  0..5  cm.  and  represented  a 
patent  foramen   ovale;   the  other  measured 

4  by  3  cm.  and  was  located  at  the  base  of 
the  septum. 

The  coronary  arteries  showed  marked 
arteriosclerosis,  but  no  thrombi  were  demon- 


strable in  their  lumina.  Throughout  the  mus- 
culature of  the  left  and  right  ventricles  there 
were  many  small  areas  of  fibrosis.  The  aorta 
and  the  majority  of  the  large  vessels  of  the 
body  showed  moderate  to  marked  arterio- 
sclerosis. Arteriolar  sclerosis  was  present  in 
the  kidnevs,  adrenals,  pancreas,  and  spleen. 

The  r-'ght  pleural  cavity  contained  1400 
cc.  of  amber  fluid.  Both  lungs  showed  pulmo- 
nary edema,  large  numbers  of  heart-failure 
cells,  and  moderate  interstitial  fibrosis. 

Each  kidney  weighed  175  Gm.  and  pre- 
sented a  finely  granular  surface.  Several 
small  calculi  were  attached  to  the  renal 
papillae  in  the  pelvis  of  each  kidney.  IMicro- 
scopic  examination  showed  changes  consist- 
ent with  the  marked  degree  of  arteriolar 
sclerosis 

Other   findings    included   chronic   passive 
congestion  of  the  viscera,  early  cardiac  cir- 
rhosis of  the  liver,  an  infarct  of  the  spleen 
CI  by  1  cm.  in  diameter),  and  1750  cc.  of 
fluid  in  the  peritoneal  cavity. 

Death  in  this  case  was  apparently  due  to 
a  combination  of  marked  congestive  heart 
failure  and  renal  insufficiency.  The  inter- 
auricular  septal  defects  probably  played 
little  part  in  the  patient's  demise,  except 
that  they  accentuated  the  degree  of  heart  j 
failure  once  it  was  established. 

Anatomic  Diagnoses 

1.  Arteriolar  nephrosclerosis  and  arterio- 
lar sclerosis  of  the  spleen,  pancreas 
and  adrenals 

2.  Arteriosclerosis,  generalized. 

3.  Mvocardial  hypertrophy  and  myocard- 
ial fibrosis 

4.  Myocardial  infarction  at  the  apex  of| 
the  left  ventricle,  with  a  mural  throm-i 
bus. 

5.  Patency  of  the  foramen  ovale 
R.    Patencv  of  the  ostium  primum 

7.  Chronic    massive    congestion    of    the 
lungs   with    Dulmonary   edema   and 
Dulmonary  fibrosis 

8.  Early  cardiac  cirrhosis  of  the  liver 

9.  Hydrothorax,   right,   and   hydroperi- 
toneum  I 

10.  Infarct  of  the  spleen 

11.  Renal   calculi,   bilateral 

Concluding  Remarks 

Dr.  C    C.  Carpenter:    I  wish  to  confimij 
my  discussion  to  the  hemodynamics  of  interi 
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auricular  septal  defects.  I  refer  you  to 
Uhley's  explanation  of  the  shunting  of  blood 
from  the  left  to  the  right  auricle  through 
septal  defects"'.  He  describes  his  idea  of  the 
hemodynamics  involved  as  "a  new  concept" 
of  the  mechanism.  The  case  reported  by  him 
also  showed  mitral  stenosis. 

It  is  generally  accepted  that  the  blood 
flows  through  atrial  septal  defects  from  left 
to  right,  thereby  placing  a  mixture  of  ar- 
terial a:id  venous  blood  in  the  right  auricle. 
To  make  this  possible,  the  pressure  in  the 
left  auricle  must  be  greater  than  that  in  the 
right  auricle.  It  is  obvious  that  mitral  steno- 
sis causes  an  obstruction  to  the  normal  flow 
of  blood  from  the  left  auricle  to  the  left 
ventricl?,  and  increases  the  left  intra-auricu- 
lar  pressure.  Hence,  if  there  is  an  opening 
between  the  auricles,  blood  flows  from  left 
to  right. 

Uhley  contends  that  the  flow  from  left  to 
right  is  assisted  by  posture.  When  man  as- 
sumes the  upright  position,  the  anatomic 
nosition  of  the  heart  is  such  as  to  place  the 
left  auricle  above  the  rieht.  In  order  to  study 
the  eft'ect  of  gravity,  Uhley  cemented  two 
rubber  baa's  of  equal  size  and  thickness  to- 
gether, and  made  an  opening  between  them 
through  the  common  wall.  Water  was  passed 
through  the  two  bags  with  equal  pressure, 
while  the  bags  were  in  a  vertical  position. 
The  bags  remained  eaual  in  size,  and  the 
outflow  at  the  bottom  from  each  was  equal. 
The  chambers  were  then  placed  on  the  side, 
one  being  above  the  other,  and  the  experi- 
ment was  repeated.  The  lower  chamber  slow- 
Iv  dilated  as  the  uoper  became  correspond- 
ingly smaller.  This  experiment  was  ad- 
vanced bv  Uhley  as  evidence  that  the  shunt- 
ine-  of  blood  from  the  left  to  the  rieht  au- 
ricle, in  the  presence  of  a  defect  in  the  inter- 
auricular  wall,  is  due  to  gravity. 

Brannon,  Weens  and  Warren'-',  using  the 
technique  of  catheterization  of  the  heart  and 
great  vessels,  made  a  studv  of  Uhley's  con- 
cept. They  inserted  a  catheter  into  the  upper 
vena  cava  and  took  samples  of  blood  from 
a  patient  without  a  septal  defect.  They  re- 
peated +he  procedure  for  the  inferior  vena 
cava  and  for  the  right  auricle,   and  found 

1.  tlilev,  II.  H. :  Lutemhacher's  Syndrome  and  a  New  Con- 
cept of  the  Dynamics  of  Interatrial  Septal  Defect.  Am. 
Heart  .T.  24:S15-32S    (Sept.)    1942. 

2.  Brannon.  E.  S..  Weens.  H.  S..  Warren.  J  V.:  Atrial 
Septal  Defect;  Study  of  Hemodynamics  by  the  Technique 
of  Riaht  Heart  Catheterization,  Am.  J.  M.  Sc.  210:480- 
*91    (Oct.)    1645. 


the  oxygen  content  of  the  three  samples  of 
blood  essentially  the  same.  The  experiment 
was  repeated  in  a  patient  with  an  interauric- 
ular  septal  defect.  The  sample  of  blood  re- 
moved from  the  cavity  of  the  right  auricle 
had  a  higher  oxygen  content  than  the 
samples  removed  from  the  superior  and 
from  the  inferior  vena  cava.  This  finding 
was  considered  to  be  evidence  that,  in  pa- 
tients with  interatrial  septal  defects,  blood  is 
shunted  from  left  to  right. 

In  order  to  evaluate  the  concept  advanced 
by  Uhley,  the  patient  with  the  catheter  in 
the  right  auricle  was  suspended  in  a  vertical 
position  with  the  head  down,  and  additional 
samples  of  blood  were  obtained  as  in  the 
former  experiment.  The  oxygen  content  of 
blood  in  the  left  auricle  was  not  reduced,  as 
it  should  have  been  if  the  flow  of  blood  had 
been  reversed  by  gravity.  According  to  these 
investigators,  the  flow  of  blood  from  left  to 
right  in  interauricular  septal  defects  is  in- 
dependent of  gravity. 

Another  point  of  interest  is  the  accentua- 
tion of  the  pulmonic  second  sound  in  the 
case  under  discussion.  We  have  generally 
considered  this  to  be  due  to  associated  mitral 
stenosis.  In  this  case,  however,  there  was 
no  mitral  stenosis.  Brannon,  Weens,  and 
Wan-en  have  also  noted  accentuation  of  the 
pulmonic  second  sound  in  this  condition, 
without  mitral  stenosis. 


Good  Ne\vs  About  Diabetes 

"The  life  expectancy  of  diabetics  has  been  con- 
stantly increasing-  over  the  last  t\venty-five  years 
and  probably  will  continue  to  gain."  Herbert 
Yahraes  declares  in  Good  News  About  Diabetes,  a 
32-page   Public  Affairs  Pamphlet  issued  recently. 

The  average  10-year-old  diabetic  can  expect  to 
see  55;  the  30-year-'old  can  expect  to  live  to  60-plus; 
the  50-year-old  to  66;  and  the  60-year-old  to  more 
than  70'. 

This  good  news  about  an  ailment  which  ranks 
eighth  among  all  causes  of  death  in  the  United 
States  comes  at  a  time  when  all  indications  show 
that  there  are  about  twice  as  many  diabetics  as 
anyone  had  suspected.  The  probability  is,  according 
to  'the  pamphlet,  that  we  have  a  diabetic  poDulation 
of  about  2  million.  "Almost  half  these  people  don't 
know  that  thev  have  diabetes  and  many  of  them 
don't  even  know  they  are  sick,"  Mr.  Yahraes  points 
out. 

Good  News  About  Diabetes,  by  Herbert  Yahraes. 
is  Pamphlet  No.  138  in  the  series  of  popular,  factual, 
20-cent  pamphlets  issued  by  the  Public  Affairs  Com- 
mittee, Ir.c,  nonprofit,  educational  organization  at 
22  East  38th  Street,  New  York  16,  N.  Y. 
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MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D. 
Raleigh 


LL.B. 


Guardian  and  Ward:    A  court  may 
(jruiit    c/oieral   guardiunHhip   for   the 
person  and  his  estate,  or  the  appoint- 
ment of  guardians  for  the  person  and 
the  estate  may  be  separate. 
In  this  case  a  retired  minister  who  had, 
during  his  active  years,  been  able  to  acciuire 
a  small  fortune  became  so  infirm  physically 
and  mentally  that  he  appeared  in  need  of  a 
guardian.  The  court  was  duly  petitioned  for 
a  general  guardian  to  manage  his  estate  and 
to  have  custody  of  his  person.   Specifically 
the  estate  consisted  of  the  homestead  and  a 
dwelling  situated   back  of  the   family   resi- 
dence, a  vacant  lot,  and  seventy-seven  shares 
of  American  Telephone  and  Telegraph  Com- 
pany's  preferred   stock.     The   total    income 
from  the   property,   including  a   small   pen- 
sion,  amounted  to  approximately   $1,480.00 
per  year. 

The  evidence  produced  in  superior  court 
tended  to  show  that  the  alleged  incompetent 
did  not  know  the  extent  of  his  holdings,  had 
for  some  time  failed  to  collect  his  rents  and 
pay  taxes,  and  had  some  time  previously 
executed  a  deed  of  which  he  had  no  remem- 
brance. The  court  found  as  a  fact  that  the 
man  wa^^  the  owner  of  considerable  real  es- 
tate, occupied  by  tenants  who  paid  no  rent, 
and  that  he  was  unaware  of  the  nature  and 
extent  of  his  personal  property.  The  court, 
from  the  evidence,  was  also  of  the  opinion 
that  the  man  was  physically  and  mentallv 
incapabb  of  managing  his  property,  and  it 
ordered  the  appointment  of  a  general  guard- 
ian to  manage  the  estate  and  to  have  custody 
of  the  person. 

From  this  decision  an  appeal  was  made  to 
the  Supreme  Court  for  relief.  The  appellate 
court  agreed  as  to  the  need  for  a  guardian 
to  handle  and  manage  the  estate,  but  dis- 
affirmed the  order  for  a  personal  guardian, 
and  so  ordered.  The  following  reason  for  the 
above  decision  was  given :  "Where  an  alleged 
incompetent,  although  not  capable  of  hand- 
ling his  business  affairs,  appeared  to  be  suffi- 
ciently in  possession  of  his  faculties  so  that 
no  urgent  reason  existed  for  restricting  his 
right  of  liberty,  his  tastes,  and  daily  prac- 


tices ought  not  to  be  encroached  on  by  plac- 
ing his  person  in  the  custody  of  a  guardian." 

In  North  Carolina,  the  appointment  of  a 
guardian  is  a  judicial  procedure  in  which 
the  clerk  of  the  superior  court  has  jurisdic- 
tion. Guardians  may  be  appointed  when  nec- 
essary tor  infants,  idiots,  lunatics,  inebri- 
ates, and  inmates  of  the  Caswell  Training 
School.  Guardianships  may  be  special  or 
general,  and  in  certain  instances  the  clerk 
ma\'  con'imit  the  tuition  and  custody  of  the 
individual  to  one  person  and  the  charge  of 
his  estate  to  another. 

Doctors  frequently  have  patients  whom 
they  feel  are  capable  of  making  a  social 
adjustment  in  the  community,  and  of  assum- 
ing minor  responsibilities. 'These  same  pa- 
tients may  not  have  sufficient  mental  ca- 
pacity tj  enter  into  contractual  relationships 
and  to  manage  their  business  affairs.  It 
should  be  consoling  to  the  physician  to  know 
that  he  can  recommend  guardianship  for 
such  a  patient  without  having  him  restricted 
as  to  his  person. 

(Wisconsin  Supreme  Court,  January, 
1942.  Vol.  1,  Northwestern  Reporter,  p. 
873.) 


TUBERCULOSIS  ABSTRACTS 

A  Review  for  Physicians 

Lssucd  Monthly  by  the  National  Tuberculosis 
Association 


Vol.   XXI 


April,   1948 


No.  4 


IT  IS  well  to  be  leminded  how  great  a  contribution 
^  tuberculosis-conscious  physicians  can  make  to 
preventive  measures  against  tuberculosis  in  the  dis- 
charge of  the  ordinary  duties  of  a  general  practice. 
A.s  it  becomes  more  generally  recognized  that  any 
Datient  who  consults  a  physician  for  any  reason  may 
be  a  case  of  tuberculosis  a  long  step  will  have  been 
taken  toward  the  final  eradication  of  the  disease. 


case-fixdixc; 

Modern  case-finding  is  without  doubt  one  of  the 
chief  factors  in  the  battle  against  tuberculosis.  It 
began  with  emphasis  upon  contact  examinations  and 
extended  to  mass  community-case-finding  tech- 
nicjues.  Now  roentgen  technique,  particularly  as 
exemplified  by  the  miniature  film,  is  in  danger  of 
crowding  out  other  important  diagnostic  measures, 
notably   tuberculin   testing. 

Nevertheless  there  are  enormous  difficulties  in  the 
way  of  procuring  periodic  chest  films  for  everybody. 
Expense  is  one  thing;  personnel  is  another.  Coop- 
eration on  the  part  of  the  public,  while  less  tangible, 
is  not  to  be  ignored.  As  an  experiment,  total  com- 
munity surveys  have  been  made  and  are  now  being 
undertaken  by  the  Tuberculosis  Division  of  the 
United   States   Public   Health   Service.   Meanwhile  it 
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would  seom  that  other  efforts,  which  attempt  to 
focus  roentgen  case-finding  technique,  should  not  be 
neglected. 

Fortunately  it  has  long  been  recognized  that 
tuberculosis  is  distributed  in  more  or  less  well- 
defined  patterns.  It  is  more  prevalent  among  the 
underprivileged;  and  therefore,  in  groups  whose 
housing  and  nutrition  are  bad.  There  is  evidence 
that  othor  not  well  understood  biological  factors 
may  also  play  an  important  role  in  morbidity  and 
mortality  characteristics.  Numerous  observations 
suggest  that  these  factors  are  extremely  subtle  in 
their  action.  Among  these  may  be  mentioned  the 
fact  that  the  Chinese  of  San  Francisco  have  a  death 
rate  froni  tuberculosis  between  three  and  four  times 
that  of  the  white  population,  while  the  Japanese  of 
the  same  city,  in  the  year  before  World  War  II,  had 
a  death  rate  less  than  that  of  the  white  population. 
Among  the  white  population  the  death  rate  in- 
creases :n  inverse  ratio  to  economic  status.  Case- 
finding  studies,  therefore,  yield  rich  returns  when 
directed  toward  special  population  groups,  with  a 
high   incidence   of  tuberculosis. 

Recently  it  has  been  recognized  that  general  hos- 
pitals and  clinics  normally  operate  as  concentrating 
mechanisms  for  cases  of  tuberculosis.  Less  consid- 
eration has  been  given  the  offices  of  the  general 
medical  practitioners.  A  pilot  study  by  Dr.  Albert 
C.  Daniels,  then  in  private  practice  in  California, 
suggests  that  an  alert  general  practitioner  can  con- 
tribute measurably  to  the  solution  of  the  tuberculo- 
sis problem  in  his  community.  While  the  figures  are 
small  they  are  nonetheless  suggestive.  Between  Oc- 
tober, 1941  and  April,  1942,  Doctor  Daniels  routinely 
fluoroscoped  2.50  patients.  This  included  all  new  pa- 
tients who  passed  through  his  office  during  this 
period.  Films  were  taken  of  all  patients  who  showed 
suspicious  findings  on  fluoroscopy.  Seven  active 
cases  of  pulmonary  tuberculosis  were  discovered  in 
this  group  of  250  patients,  a  prevalence  of  2.8  per 
cent.  They  varied  in  age  from  18  to  57.  None  gave 
a  history  of  close  contact.  Only  one  suspected  that 
he  might  have  tuberculosis;  only  one  had  physical 
signs  suggestive  of  pulmonary  disease. 

In  the  seven  previous  years  of  general  practice, 
Daniels  had  discovered  only  five  active  cases  of  pul- 
monary tuberculosis.  Other  physicians  of  the  com- 
munity, queried  by  Daniels,  had  discovered  one  or 
two  active  cases  of  pulmonary  tuberculosis  a  year. 
Nevertheless,  in  this  community,  statistics  suggest 
that  approximately  30  per  cent  of  the  general  pop- 
ulation consult  some  physician  during  the  year  for 
some  complaint. 

Daniels  assumed  at  this  time  that  the  prevalence 
of  clinically  significant  tuberculosis  in  the  popula- 
tion at  large  in  his  community  was  one  per  cent. 
This  would  have  meant  that  there  were  approxi- 
mately 500  cases  existing  in  the  county.  If  the 
prevalence  of  2.8  per  cent  of  active  cases  in  his 
practice  was  generally  applicable  to  other  doctors' 
offices,  vhen  in  the  15,000  patients  who  consulted 
doctors  there  should  have  been  about  400  cases  of 
tuberculosis,  or  about  four-fifths  of  the  active  dis- 
ease in  the  community.  It  is  at  once  suggested  that 
a  modern  case-finding  program  carried  out  by  gen- 
eral practitioners  by  any  recognized  roentgen  tech- 
nique would  go  a  long  way  toward  the  solution  of 
the  local  tuberculosis  problem. 

If  it  IS  recognized  that  clinics,  general  hospitals 
and  doctors'  offices  represent  great  natural  sieves 
for  the  collection  of  tuberculous  individuals,  there 
is  present  here  an  extremely  economical  method  of 
attack. 

It  would  seem  that  the  general  practitioners' 
offices  are  the  great  neglected  field  for  case-finding 


and  may  prove  to  be  one  of  the  most  economical 
and  satisfactory  places  for  further  effort.  The  crux 
of  the  matter  lies  in  establishing  cooperation  be- 
tween tuberculosis  associations,  the  Public  Health 
Services  and  organized  medicine.  This  may  seem  a 
difficult  task,  yet  its  full  accomplishment  would 
draw  into  active  cooperation  in  the  antituberculosis 
movement  every  general  practitioner  of  medicine 
in  the  United  States. 

A  serious  weakness  in  many  case-finding  tech- 
niques has  been  their  inclusion  of  such  a  large  part 
of  the  healthy  segment  of  the  population.  Prelim- 
inary figui'es  derived  from  350,000  miniature  films 
taken  in  California  during  the  past  year  reveal  a 
prevalence  of  only  about  half  of  one  per  cent  or 
about  one-sixth  of  the  Daniels  figure.  A  further 
weakness  is  the  periodicity  of  these  techniques.  Hos- 
pitals, clinics  and  physicians'  offices  furnish  a  con- 
stantly functioning  service  that  should  not  be  ne- 
glected. 

Case-Finding,  Sidney  .1.  Shipman,  M.D.,  Editorial, 
The  American  Review  of  Tuberculosis,  December, 
1947. 
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PUBLIC   RELATIONS   PROGRAMS   OF 
STATE  MEDICAL  SOCIETIES 

Preachers  do  not  often  get  on  the  front 
cover  of  Ti))ie  Magazi)ie,  as  did  Dr.  Reinhold 
Niebuhr  in  the  March  7  issue.  A  few  Sun- 
days ago  I  had  the  privilege  of  hearing  Dr. 
Niebuhr  fill  the  pulpit  of  The  Memorial 
Church  of  Harvard  University.  During  the 
course  of  his  sermon,  he  made  this  state- 
ment : 

"When  monarchy  tried  to  maintain  its  old  forms, 
it  died.  Where  it  sought  rebirth  to  conform  with 
oncoming  democratic  ideals,  it  lived.  Democracy 
must  shed  its  dead-self  portions  or  it  will  not 
live." 

The  same  can  be  said  of  free  medicine. 
We  must  change  our  thinking  and  doing  to 
meet  today's  demands — or  regimented  medi- 
cine, made  strong  by  public  approval,  will 
seize  our  precious  throne. 

The  American  Medical  Association  and  its 
constituent  state  medical  associations  recog- 
nize this  truth.  The  American  Medical 
Association  is  stepping  up  the  tempo  of  its 
10-point  health  program  and  general  public 
relations  program.  A  progress  report  deliv- 
ered at  the  Interim  Session  held  at  Cleve- 
land in  January  shows  that  if  the  medical 
profession  continues  its  earnest  effort  to  im- 
prove public  relations,  a  health  product  will 
be  produced  that  will  outsell  any  creation 
the  government  can  possibly  devise.  But  talk 
must  be  replaced  by  action  on  every  point. 
And  action  must  be  maintained  until  this 
full-rounded  health  job  is  finished. 
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Fortunately,  state  medical  associations  are 
not  sitting  apathetically  by,  waiting  for 
George  A.M. A.  to  effect  this  10-point  health 
program  and  overall  public  relations  pro- 
gram unaided.  Both  the  national  association 
and  the  constituent  associations  are  working 
most  cooperatively  together  on  this  common 
objective. 

Too  much  emphasis  cannot  be  given  to  the 
principle  that  the  public  relations  tasks  of 
the  medical  profession  must  be  implemented 
and  performed  primarily  within  the  frame- 
work of  active  state  and  county  public  rela- 
tions programs.  The  democratic  nature  of 
the  organization  of  the  American  Medical 
Association  is  probably  unparalleled.  The 
practice  and  power  of  medicine  remain 
basically  in  the  hands  of  the  local  doctor 
and,  by  his  freely  granted  consent,  in  the 
county  and  state  societies. 

Furthermore,  it  is  in  the  doctor's  office 
and  in  the  county  medical  society's  com- 
munity area  that  most  of  the  public  rela- 
tions needs  and  opportunities  arise.  It  is 
here  that  the  members  of  the  society  meet 
and  decide  public  policies  and  plan  and  carry 
out  public  activities.  Here  they  join  other 
health  organizations  in  effecting  common 
health  objectives.  Here  they  achieve  their 
miracles  in  research,  in  operative  tech- 
niques, in  curative  drugs,  and  in  lives  saved 
and  health  restored.  Here  they  are  ap- 
proached by  representatives  of  the  press  and 
of  the  radio  to  give  out  facts  and  make  com- 
ment. Here  the  invitations  are  waiting  to 
address  luncheon  clubs,  civic  groups,  wom- 
en's groups,  and  other  gatherings. 

Here,  too,  is  the  place  where  rebating  will 
have  to  be  eliminated,  where  procedures  for 
answering  night  calls  will  have  to  be  set  up, 
where  means  will  have  to  be  found  for  re- 
ducing waiting  time  in  offices.  In  this  area 
will  come  the  solution  to  enable  the  citizens 
of  the  community  to  pay  conveniently  for 
complete  medical  care.  Here  is  where  the 
postgraduate  education  will  take  effect  and 
medical  care  will  be  extended  to  rural  areas. 
State  societies  can  be  of  tremendous  as- 
sistance in  bringing  these  public  relations 
dreams  into  realities.  A  public  relations  sur- 
vey conducted  recently  by  the  American 
Medical  Association  among  constituent  state 
societies  shows  that,  of  thirtj'-three  reply- 
ing states,  twenty-nine  are  aiding  and  stim- 
ulating county  societies  in  their  public  rela- 


tions programs.  As  replies  come  in  from  re- 
maining states,  they  will  no  doubt  increase 
the  number  of  state  societies  conducting 
specific  statewide  medical  public  relations 
programs. 

States  with  active  public  relations  pro- 
grams are  spending  for  the  most  part 
amounts  which  run  between  $12,000  and 
$35,000  per  year.  Channels  of  public  rela- 
tions information  used  by  state  societies 
vary  considerably,  with  the  exception  of 
newspapers,  radio,  and  speakers'  bureaus. 
Twenty -six  states  utilize  newspapers;  twen- 
ty-two states  work  with  radio ;  and  twelve 
states  have  functioning  speakers'  bureaus. 
Literature,  magazines,  health  films,  medical 
meetings^  and  county  meetings  are  employed 
by  five  states ;  advertising  by  four  states ; 
news  letters  and  other  health  groups  by 
three  states ;  and  legislative  contacts,  public 
relations  conferences,  and  exhibits  by  two 
states.  One  state  each  uses  voluntary  health 
insurance  week,  schools,  and  a  package  li- 
brary. 

The  question  was  asked  of  state  societies: 
"What  do  you  consider  are  your  first  five 
public  relations  objectives?"  The  answers 
received  were  as  different  as  the  twenty- 
nine  states  that  sent  them  back. 

"Promote  medical  prepayment  plan"  got 
the  vote  of  nine  states.  "Improve  medical 
care  in  rural  areas"  was  listed  b^^  five  states. 
"Develop  press  and  radio  relations,"  "Parti- 
cipation of  society  committees  in  public  re- 
lations programs,"  and  "Encourage  better 
patient-physician  relationship"  were  named 
by  four  states. 

Three  states  put  down  "Arrange  for  24- 
hour  medical  service  for  public,"  "Encour- 
age participation  of  physicians  in  prepay- 
ment plan,"  "Educate  physician  as  to  value 
of  public  relations,"  "Improve  professional 
relations  with  public,"  "Develop  legislative 
activity"  "Educate  public  about  socialized 
medicine,"  "Correct  unethical  doctors,"  and 
"Educate  public  about  the  high  cost  of  medi- 
cal care,  hospital  care,  drugs,  and  nursing 
care." 

Two  states  listed  "Convince  public  that  so- 
ciety is  interested  in  their  health  and  wel- 
fare," "Get  information  to  physicians  about 
services  available  to  them,"  "Aid  county  so- 
ciety to  be  effective  in  own  areas,"  "Con- 
vince doctor  he  must  participate,"  "Employ 
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field  secretary  to  work  with  county  socie- 
ties," "Further  relations  with  community 
g-roups."  and  "Assist  in  establishing  health 
councils."  Twenty-three  other  miscellaneous 
medical  public  relations  objectives  were 
listed  by  single  states. 

A  definite  advance  in  the  field  of  medical 
public  relations  would  be  made  if  more  uni- 
form   and    common-denominator    objectives 
would  be  agreed  upon  by  the  various  states. 
The  American  Medical  Association  offers  its 
assistance  and  services  towards  this  end. 
L.  W.  Rember, 
Executive  Assistant, 
American  Medical  Association 


BULLETIN  BOARD 


To  the  Editor : 

As  Dr.  Frank  Richardson  in  his  interest- 
ing contribution  to  the  March  number  of  the 
Journal — "Laboi-atory  Services  for  the  Pri- 
vate Practitioner"  —  asks  for  suggestions 
from  renders,  may  I  offer  the  following: 

In  twenty-two  years'  association  with  an 
outstanding  medical  technologist,  Max 
Riesenberg,  who  systematizes  his  work  in 
such  a  m.anner  that  he  accomplishes  the  equi- 
valent of  the  work  of  any  three  technicians, 
I  have  often  noted  that  the  only  disturbing 
factor  is  being  hounded  by  physicians  who 
refer  their  tests,  for  immediate  reports.  As 
accuracy  depends  upon  quiet  concentration 
and  sufficient  time  for  thoroughness,  such 
physicians  should  realize  that  nagging  with- 
out realization  of  the  time  required  only 
postpones  the  rendering  of  their  reports. 

Thanking  you  for  the  publication  of  this 
comment  if  you  deem  it  suitable,  I  am 
Very  sincerely  yours 
Karl  Schaffle,  M.D. 
Asheville 


Winthrop-Stearns    Has    "Procaine    Penicillin" 

New  improved  penicillin,  called  "Procaine  Peni- 
cillin," is  now  available  through  Winthrop-Stearns, 
Inc. 

Company  literature  describes  it  as  "a  suspension 
of  crystalline  procaine  penicillin  G  in  sesame  oil." 
After  intramuscular  injection,  it  forms  a  depot  from 
which  the  penicillin  is  slowly  released  to  the  body. 
Hence,  a  small  injection  of  only  1  cc.  daily  is  gen- 
erally sufficient  instead  of  an  injection  every  three 
hours  as  required  with  aqueous  solutions. 

It  is  available  in  10-cc.  vials,  containing  ten  doses 
of  1  cc.  each.  There  are  300,000  units  in  1  cc. 


MINUTES    OF    EXECUTIVE    COMIMITTEE 
MEETING 

February  8,   1948 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  at  11  a.m.  on 
Sunday,  February  8,  at  The  Carolina  Hotel,  Pine- 
hurst. 

The  following  were  present: 

Officers: 

Dr.  J.  F.  Robertson,  President,  Wilmington 

Dr.  V.  K.  Hart,  first  vice  president,  Charlotte 

Dr.  Roscoe  D.  McMillan,  secretary-treasurer,  Red 
Springs 
Councilors: 

Dr.  John  Gotten  Tayloe,  Washington,  Second  Dis- 
trict 

Dr.  Donald  B.  Koonce,  Wilmington,  Third  District 

Dr.  Newsom  P.  Battle,  Rocky  Mount,  Fourth 
District 

Dr.  M.  D.  Hill,  Raleigh,  Sixth  District 

Dr.  James  H.  McNeill,  North  Wilkesboro, 
Eighth  District 
Present  by   Proxy : 

Dr.  Irving  E.   Shafer,  Salisbury,  Ninth  District 

Dr.  Donald  M.  Mcintosh,  Old  Fort,  Tenth  District 
Finance   Committee: 

Dr.    V.   M.   Hicks,   chairman,   Raleigh 

Dr.  Robert  J.  Reeves,  Durham 

Dr.  Wayne  J.  Benton,  Greensboro 

Mr.  James  T.  Barnes,  executive  secretary,  was 
also  pi-esent. 

President  Robertson  stated  that  the  meeting  had 
been  called  to  consider  the  best  means  of  dealing 
with  unethical  practices  in  the  medical  profession, 
particularly  the  practices  of  fee-splitting  and  ac- 
cepting "kick-backs"  on  prescriptions,  glasses,  and 
laboratory  work.  He  cited  several  examples  of  such 
practices  going  on  in  the  state,  and  asked  for  dis- 
cussion on  the  subject.  After  considerable  discussion. 
Dr.  Hart  presented  the  following  resolution: 

"Whereas,  most  unfavorable  national  publicity  has 
been  given  in  current  periodicals  relative  to  the  so- 
called  'kickback'  from  the  optical  companies  to 
oculists,  and 

"Whereas,  we  believe  this  ethically  wrong  in  that 
every  transaction  between  doctor  and  patient  should 
be  direct  with  no  hidden  factor,  and 

"Whereas,  this  matter  is  destined  within  our  own 
and  other  states  to  receive  further  investigation  on 
the  part  of  the  federal  government,  and 

"Whereas,  such  investigation  with  its  inevitable 
publicity  will  only  make  worse  already  bad  public 
relations  of  the  medical  profession  and  thereby 
further  the  cause  of  socialized  medicine; 

"Be  it  resolved  by  the  Executive  Committee  of  the 
North  Carolina  Medical  Society  that  this  committee 
disapprove  of  all  such  rebates  and  that  all  North 
Carolina  ophthalmologists  who  are  receiving  such 
rebates  be  urged  to  discontinue  such  acceptance  as 
soon  as  possible,  with  a  concomitant  raise  in  their 
charge  for  profesrional  services  and  with  glasses 
listed  only  at  cost  to  the  patient,  and 

"Be  it  further  resolved  that  a  copy  of  this  reso- 
lution be  sent  to  the  secretary  of  the  North  Carolina 
Eye,  Ear,  Nose  and  Throat  Society  with  a  request 
that  a  copy  be  placed  in  the  hands  of  its  officials 
and   all  members   practicing  ophthalmology,   and 

"Be  it  further  resolved  that  the  Executive  Com- 
mittee of  the   North   Carolina   Jledical   Society  dis- 
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approves  of  any  form  or  type  of  rebate  in  any  re- 
lated branch  of  medicine  or  surgery." 

Dr.  Tayloe  seconded  the  resolution,  and  Dr. 
Koonce  ottered  the  following  amendment:  "We  are 
wholeheartedly  opposed  to  any  rebates  in  any  form." 
After  more  discussion,  the  amended  resolution  was 
passed.  Dr.  McNeill  then  moved  that  each  councilor 
give  a  report  to  the  component  societies  in  his  dis- 
trict on  the  action  taken  and  recommendations  made 
at  this  meeting,  and  on  the  Executive  Committee's 
disposition  toward  these  questionable  practices  of 
ethics.  Dr.  Hart  seconded  this  motion,  and  it  was 
passed. 

Dr.  Hicks,  chairman  of  the  Finance  Committee, 
reported  that  there  was  a  deficit  of  $152.78  in  the 
operation  of  the  Society  during  11)47,  as  compared 
to  a  net  gain  in  1946  of  about  $10,000.00,  and  added 
that  the  proposed  budget  of  $50,237.80  for  1948  will 
cause  an  operating  deficit  of  $14,896.07.  The  sug- 
gested revenue  budget  for  1949,  which  calls  for 
membership  dues  of  $25.00,  will  raise  the  receipts  to 
$72,565.50. 

Dr.  Benton  questioned  the  necessity  of  raising  the 
dues  to  $25.00,  since  the  budget  for  1948  calls  for 
expenditures  of  only  $56,237.80,  whereas  the  esti- 
mate suggested  for  1949  indicates  receipts  as  $72,- 
565.50.  Dr.  Hicks  replied  that  one  of  the  reasons 
was  the  deficit  on  which  the  Society  would  operate 
in  1948,  and  Dr.  Hart  stated  that  the  Society  must 
have  a  good  reserve  in  order  to  meet  such  emer- 
gencies as  lawsuits. 

Dr.  McMillan  then  read  a  letter  from  Dr.  Frank 
Lock,  chairman  of  the  Committee  on  Maternal  Wel- 
fare, presenting  this  committee's  budget.  On  motion 
made  by  Dr.  Hill  and  seconded  by  Dr.  McNeill  the 
budget  was  accepted. 

Dr.  Battle  brought  up  some  questions  concerning 
the  merger  of  the  Hospital  Saving  and  Hospital 
Care  Associations.  These  were  discussed,  but  no  ac- 
tion was  taken. 

Dr.  Hart,  chairman  of  the  Committee  on  Prepay- 
ment Medical  Service  Fees,  reported  that  another 
meeting  of  the  committee  would  be  held  on  Febru- 
ary 29  to  discuss  the  fee  schedule  proposed  to  give 
complete  coverage  to  individuals  in  the  lower  eco- 
nomic groups,  with  incomes  not  in  excess  of  $3000 
for  a  family  group,  $2500  for  a  couple,  and  $2000 
for  an  individual. 

Secretary  McMillan  then  read  a  letter  which  Dr. 
Hart  had  written  President  Robertson,  as  follows: 

"I  am  more  than  ever  worried  about  the  danger 
of  compulsory  health  insurance.  I  am  worried,  also, 
about  the   indifference   of  the   average   doctor. 

"Thei'e  is  little  question  that  this  would  be  a  na- 
tional calamity  both  for  the  profession  and  the  pub- 
lic. Its  implications  are  little  appreciated  by  many, 
whether  professional  or  lay  people. 

"If  such  a  gigantic  bureau  were  once  established, 
employing  at  least  five  hundred  thousand  people, 
according  to  estimates,  and  spending  sums  esti- 
mated anywhere  from  four  to  twelve  billion  dollars 
a  year,  our  present  form  of  government  is  a  thing 
of  the  past. 

"I  shall  be  one  of  the  first  to  admit  sins  of  com- 
mission and  omission  on  the  part  of  the  medical 
profession,  but  this  bill  is  not  the  answer  to  those 
sins. 

"In  short,  I  am  writing  you  as  president  of  the 
State  Society  and  posing  this  question:  Since  Presi- 
dent  Truman   has   come   out   flat-footedly   endorsing 


compulsory  health  insurance,  is  it  not  proper  for 
the  Executive  Committee  to  pass  a  strong  resolution 
condemning  the  same  and  giving  it  proper  pub- 
licity? More  than  that,  I  think  we  should  see  that 
every  doctor  in  this  state  is  contacted  and  urged  to 
write  to  his  local  congressman  and  ask  him  to  op- 
pose this  communistic  bill." 

The  following  resolution  proposed  by  Dr.  Hart 
was  then  read:   : 

"Whereas,  the  President  of  the  United  States  has 
unequivocably  advocated  compulsory  health  insur- 
ance; and, 

"Whereas,  A  great  amount  of  propaganda  advo- 
cating socialized  medicine  has  originated  in  the 
Social  Security  Board;  and, 

"Whereas,  Such  a  practice  of  medicine  is  contrary 
to  constitutional  and  traditional  concepts  of  individ- 
ual freedom;  and,        » 

"Whereas,  The  establishment  of  such  a  system 
would  create  another  tremendous  federal  bureau- 
cracy employing  at  least  several  hundred  thousand 
employees;  and, 

"Whereas,  Such  a  system  would  be  a  long  step 
toward  complete  regimentation  of  our  people;   and, 

"Whereas,  such  a  system  would  inevitably  pro- 
duce an  inferior  caliber  of  medicine  as  evidenced  by 
those  countries  in  which  it  has  been  tried;   and, 

"Whereas,  American  medicine  under  our  present 
system  leads  the  world  today;  and, 

"Whereas,  Much  of  the  propaganda  that  has  been 
put  out  is  completely  false  and  misleading;  and, 

"Whereas,  We  feel  sure  that  any  improvement  in 
medical  care  must  be  settled  on  a  state  basis  rather 
than  a  national  basis,  due  to  wide  variation  in  local 
conditions  and  needs; 

"BE  IT  RESOLVED  by  the  Executive  Committee 
of  the  North  Carolina  State  Medical  Society  that 
said  Committee  formally  assembled  entirely  disap- 
proves, wdthout  any  reservations,  of  national  com- 
pulsory health  insurance  as  detrimental  to  both  the 
interests  of  the  patient  and  doctor  and  also  as  detri- 
mental to  the  public  welfare. 

"BE  IT  FURTHER  RESOLVED,  That  the  action 
of  this  Committee  be  made  known  to  the  members 
of  the  .State  Jledical  Society  at  large  and  to  the 
public." 

Dr.  Benton  asked  if  adoption  of  the  resolution 
could  be  construed  as  lobbying  and  if  it  would  have 
any  consequences  as  to  the  ta.x  exemption  on  the 
income  of  medical  organizations.  Dr.  Battle  moved 
that  the  resolution  as  presented  be  accepted,  with 
the  understanding  that  it  be  released  only  after 
secuiing  a  legal  opinion  that  it  does  not  involve  the 
Society  in  respect  to  any  existing  laws  concerning 
tax  exemption.  Dr.  McNeill  seconded  the  motion,  and 
it  was  carried. 

Dr.  Koonce  reported  that  $2500  had  been  con- 
tributed to  the  McCain  Memorial  Fund,  and  asked 
what  disposition  should  be  made  of  it.  It  was  the 
consensus  that  President  Robertson  should  appoint 
a  committee  to  work  with  Mrs.  McCain  in  deciding 
the  matter. 

On  motion,  duly  made  and  seconded,  the  meeting 
was   adjourned  at  4:45  p.m. 
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NINETY-FOURTH  ANNUAL  SESSION 

THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NORTH  CAROLINA 

May  3,   1  and  5,  1948 
PINEHURST.  NORTH  CAROLINA 


OFFICIAL  CALL 

According  to  the  By-Laws,  as  amended  at  the 
1940  Session,  the  House  of  Delegates  will  convene 
at  Pinehurst,  N.  C,  in  the  Ball  Room  of  the  Caro- 
lina Hotel,  Monday  afternoon.  May  3,  1948,  at  2:00 
o'clock. 

James  F.  Robertson,  M.D.,  President. 
Attest: 
Roscoe  D.  McMillan,  M.D.,  Secretary-Treasurer. 


THEME  FOR   1948 

Develop  a  working  partnership  het\\'een 

organized   medicine  and   every   physician 

in   North  Carolina 


In  order  that  the  dignity  and  honor  of  the 
medical  profession  may  he  upheld,  its 
standards  exalted,  its  sphere  of  usefulness 
extended,  and  the  advancement  of  medical 
science  promoted,  a  physician  should  associ- 
ate himself  with  medical  societies  and  con- 
tribute his  time,  energy,  and  means  in  order 
that  these  societies  may  represent  the  ideals 
of  the  profession. 

— Ch.  II,  Sec.  2,  Principles  of  Medical  Ethics 

of  the 
American  Medical  Association 


HEADQUARTERS,  HOTEL  CAROLINA 

American  Plan 

Rates 
Hotel  Carolina: 

Single  Rooms  $12.00 

Double    Rooms    ..., $22.00 

Plus  Id'A   for  gratuities 

Holly  Inn: 

$11.00  per  day,  per  person,  including  3  meals  per 
day.  Allowance  for  Banquet  and  Ladies'  Luncheon 
at  Country  Club,  only. 

Pineerest  Inn: 

$5.00  per  person,  per  day.  No  meals  will  be  served. 

Berkshire  Inn: 
$16.00  per  day  for  two  persons. 
$  9.00  per  day,  1  person 

Including  3  meals  a  day.  No  meal  allowances 
made. 

Manor  Inn: 
j      $5.00  per  day,  per  person. 
No  meals  \vill   be   served. 


REGISTER  PROMPTLY 

Members  of  the  State  Medical  Society,  of  the 
Auxiliary,  and  all  visitors  are  requested  to  register 
promptly  at  the  Registration  Desk  located  in  the 
Exhibitors'  Tent  which  is  situated  on  the  left  of 
West  Parlor,  Carolina  Hotel,  Pinehurst.  Please 
present  membership  card  when  you  register. 

Registrations  in  charge  of 

Miss  Annie  Williams  Red  Springs 

Miss    Catherine    Johnson.. Winston-Salem 

Miss  Mary  Lou  Stack  Red  Springs 

Mrs.   Grady  Covington  McCain 


EXHIBIT   ATTENDANCE  PRIZE   AWARD 

Every  physician  may  obtain  several  opportuni- 
ties at  an  award  of  a  series  of  attendance  prizes 
by  visiting  each  of  the  technical  display  booths 
located  in  the  exhibit  area.  Visit  the  booth  and 
secure  your  numbered  opportunity,  a  stub  from 
which  will  be  deposited  for  the  public  drawing 
and  the  awards  to  be  made  Wednesday,  May  5,  at 
11:45  o'clock  A.  M.  in  the  exhibit  area. 


GRAND  PRIZE 


Through  the  cooperation  of  Nash-Steele-Martin, 
General  Electric  Distributors  for  North  Carolina, 
concessions  have  been  obtained  in  securing  an 
ELECTRIC  REFRIGERATOR  which  is  offered  as 
the  GRAND  PRIZE  for  attendance  of  physicians 
at  the  EXHIBITS  of  the  94th  Annual  Session. 
Note  that  other  prizes  will  be  offered  for  such 
attendance. 


IMPORTANT 


Each  essayist  is  requested  (see  By-Laws)  to  hand 
to  the  Chairman,  following  the  reading  of  his 
paper,  an  original  copy,  together  with  any  illustra- 
tions or  other  material  used  with  the  paper.  Those 
desiring  to  review  their  papers  before  publication 
should  make  a  carbon  copy  for  such  purposes. 
All  papers  should  be  typewritten  and  double 
spaced,  with  references  arranged  according  to  the 
form  used  in  publications  of  the  American  Medical 
Association.  The  cost  of  cuts,  in  excess  of  $20.00, 
will  be  charged  to  the   author. 


BY-LAWS,  CHAPTER  III,  SECTION  4 

No  address  or  paper  before  the  Society  except 
that  of  the  President  shall  occupy  more  than  fif- 
teen minutes  in  its  delivery;  and  no  member  shall 
speak  longer  than  five  minutes,  nor  more  than 
once  on  any  subject;  provided  that  the  terms  of 
this  section   shall   not   apply  to  invited  guests. 
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SOCIETY 


SUNDAY,    MAY 


1948 


11:00  A.M. — Meeting  of  Officers  and  Directors  of  Nortli  Caro- 
lina   Branch    of    American    Academy    of    General 
Practice    (Theater) 
3:00  P.M. — North   Carolina  Branch   of    American    Academy   of 
General   Practice    (Theater) 

MONDAY,  MAY  3,  1918 

9:00  A.M. — Resistration    Booth   Open.*: 

2:00  P.M. — House    of    Delegates'    of    Medical    Society 

(Ball   Room) 
.'>:30  P.M.— Intermission,   House   of   Delegates  of  Medical 

Society 
(i:00  P.M.— Medical    College    of   Virginia    Alumni    Dinner 

(Crystal    Room) 
0:00  P.M. — DermatoloKists,    Society    of.    Dinner    (Stas    Room) 
SKIO  P.M.— Hou.se 'Of  Delegates  of  Medical  Society  Reconvenes 
8:30  P.M. — Bingo    Party,    Auxiliary    to   Medical    Society 

(Pine  Room) 


7:30  A.M. 
.s:00  A.M. 
9:00  A.M. 

0:13  A.M. 

10:30  A.M. 

I  :oo  P.M. 


1 :0o  P.M. 
2:30  P.M. 


4:00 1  P.M. 


7:00  P.M. 
7:15  P.M. 


7:.i';  P.M. 


S:!;-;  P.M. 
s  :2;-;  P.M. 


1:00  P.M. 


s:00  A.M.- 
9:00  A.M.- 

10:00  A.M.- 

10:00  A.M.- 

11  :(.'>   A.M. 

12  :00  Noon 
1  :00  P.M. 


2:30  P.M.^ 
2:30  P.M.- 


5:00  P.M. 


TUESDAY,   MAY    4.    1948 

-Officers'    Breakfast    (Crystal    Room) 

-Registration    Booth    Opens 

-Executive    Board    Meeting,    Auxiliary    to    Medical 

Society    (Pine  Room) 
-First    General    Session    of    Medical    Society 

(Ball   Room) 
-Annual  Meeting,   Auxiliary  to  the  Medical  Six-iety 

(Pine   Room) 
-Silver   Anniversary   Luncheon.    Auxiliary   to    Medi- 
cal   Society    (Pinehurst    Country    Club) 
-Wake    Forest    Alumni    Luncheon    (Crystal    Room) 
-Duke    University    Medical    Alumni    Luncheon 

(Stag  Room) 
-University     of     North     Carolina     Medical     Alumni 

Luncheon    (East    End    of   Dining    Room) 
-Westei-n     N.     C.     Branch     of     American     M»ilical 

Women's    .\ssociation    Luncheon.      See    Dr.    S. 

Weizenblatt   for   place. 
-Section    Meetings'.    Medical    Society: 

Section   on  Surgery   (Ball  Room) 

Section    on    Practice   of   Medicine 
(Large   Card   Room) 

.Section    on    Gynocologj'   and    Obstetrics    (Theater) 

Section    on    Public   Health    and    Education 
(Pine   Room) 

Section    on    Neurology   and   Psychiatry 
(Dutch   Room) 
-Tea.    Auxilinrv   to   Medical    Society    (West   Pnr'or). 

honoring     Mrs.     W.     Recce     Berrvhill.     Pr'>side'it: 

Mrs.     Raymond     Thompson.     President-F.'c* :     Mrs. 

.tames    F.    Robertson,     wife    of    the    President     of 

Medical    Society:    Past   Presidents' 
-President's    Dinner    (Main    Dining    Room) 
-Pr-sentation    of    President    James    F.    Robertson. 
M.D. 

Presentation  of  Guests 
-The    M»dical    Care    Program    in    North    Caro'inn 

— Mr.   .Tames  H.    Clark.    Chairman.    North    Carn'inn 

Medical    Care    Commission.    Elizabetlitnvvn 
-Presentation    of    Golf    Tournament    Prizes- 
— H"morous    and    Tnspirat'r>nal     Address 

— Mr.   James  E.   Ghe^n.   New   York 
-President's    Ball    (Ball    Room) 

WEDNESDAY,   MAY   S,   194.t 

-Registration    Booth    Oncns 

-Second    General    Sess-ion    of   Medical    Society 

(Ball    Room) 
-Bridge   Party.    Auxi'iary    to   Medical    Society 

(Large   Card   Room) 
-Professional     Vdvisorv    Committee.    Nor^h    Carolina 

State   Blind    Commission    (Small    Card    RoonO 
-.\warding    of    prizes    (Exhibit    .\rea) 
-Conjoint  Session    (Ball   Room) 
-University    of    Pennsylvania    Medical    Alumni 

Luncheon    (St.ig  Room) 
-Jefferson    Medical    College    Alumni    Luncheon 

(Crystal   Room"* 
-Tulnne    Afedical    College    Alumni    Luncheon 

(East   End    of  Dining   Room) 
-Second    Meeting    House    of    Delegates 

(Small    Card    Roomi 
-Section    Meetings.    Medical    Society: 
Section    on    General    Pr.actice    of    Medicine    and 

Surgery   (Ball  Room) 
."Section    on    Pedintrics    (Large    Card    Roomi 
Section    on    Onhthalmology   and    Otolaryngology 

(Pine    Room) 
Section    on    Radiology    (Dutch   Room) 
-Third    General    Session,    Medical    Society 
(Ball    Room) 


MONDAY,   MAY  3,   1948 

9:00  A.M. — Registration  Booth  Opens 

2:00  P.M. — First  Meeting  of  House  of  Delegates 

(Ball  Room) 

Invocation — Reverend  Thomas  A.  Fry, 
Pastor  Presbyterian  Church,  Red 
Springs,  N.  C. 

Intermission,  5:30  P.M.  to  8:00  P.M. 
6:00  P.M. — Medical    College   of    Virginia    Alumni 

Dinner  (Crystal  Room) 
6:00  P.M. — Dermatologists,     Society     of,     Dinner 

(Stag  Room) 


8:00  P.M.- 


-House  of  Delegates  Reconvenes  (Ball 
Room) 


TUESDAY,  MAY   4,    1948 

7:30  A.M.— Officers'  Breakfast 
(Crystal  Room) 
Panel  Discussion  on  Medical   Organi- 
zation Problems — Roscoe  D.  McMil- 
lan, M.D.,  Moderator 

(1)  Professional  Relations  Problem 
8:00  A.M.— The   Doctor  and  the   Medical  Society 

C.  F.  Strosnider,  M.D.,  Goldsboro 

(2)  Medical  Service  Problem 

8:20  A.M. — Distribution  of  Medical  Care-Prepay- 
ment Plans— V.  K.  Hart,  M.D., 
Charlotte 

(3)  Public  Relations  Problem 

8:40  A.M.— The  Doctor,  The  Patient,  and  The 
Public — Donald  B.  Koonce,  M,D,, 
Wilmington 

9:00  A.M. — Adjournment 


8:00  A.M. — Registration  Booth  Opens 


FIRST  GENERAL  SESSION 

(Ball  Room) 

Tuesday,    May    4,    1948 

9:15  A.M.— Call  to  Order,  Roscoe  D.  McMillan, 
M.D.,  Chairman  Committee  on  Ar- 
rangements 

Invocation 

Announcements 

Presentation    of   President    James   F. 
Robertson,  M.D. 
9:20  A.M. — Report    of    Committee    on    Award    of 
Moore   County   Medal: 

F.  B.   Marsh,    M.D.,   Chairman,    Salis- 
bury 

C.  T.  Smith,  M.D.,  Rocky  Mount 

Robert    L.    McMillan,   M.D.,   Winston- 
Salem 

Robert   M.   McMillan,   M.D.,  Southern 
Pines 
9:30  A.M. — Report   of  Obituary   Committee: 

A.  A.  James,  M.D.,  Chairman,  Sanford 

C.  R.   Monroe,  M.D.,  Pinehurst 

M.   D.  Bonner,  M.D.,  Jamestown 


i: 
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In    Memoriam,    President    Frank    A. 
Sharpe,  M.  D. 
-by- 
Donald  B.  Koonce,  M.D.,  Wilmington 
9:45  A.M. — The  Control  of  Electrolyte  and  Water 
Balance   in   Surgical  Patients — Wil- 
liam A.  Wolff,  Ph.D.,  Winston-Salem 
(From  Section  on  Surgery) 

10:05  A.M. — Report  of  Progress  of  the  Maternal 
Welfare  Committee  —  Frank  R. 
Lock,  M.  D.,  Winston-Salem  (From 
Section  on  Gynecology  and  Obstet- 
rics) 

10:25  A.M. — Atomic  Warfare  and  Medicine — R.  E. 
Lapp,  Ph.D.  (by  invitation),  Execu- 
tive Director,  Committee  on  Atomic 
Energy,  Research  and  Development 
Board,  Washington,  D.  C. 

11:05  A.M. — Subject  unannounced — J.  deJ.  Pem- 
berton,  M.D.  (by  invitation).  Sur- 
geon, Mayo  Clinic,  Professor  of 
Surgery,  The  Mayo  Foundation.  Ro- 
chester, Minnesota 

11:45  A.M.— The  Place  of  BCG  Vaccination  in  the 
Tuberculosis  Program — H.  S.  Willis, 
M.D.,  Superintendent  North  Caro- 
lina State  Sanatorium,  McCain 
(Section  on  Public  Health  and 
Education) 

12:05  P.M.— Physical  Methods  of  Treatment  in 
Psychiatry — William  Sargant,  M.D., 
Durham  (From  Section  on  Neurol- 
ogy and  Psychiatry) 

12:25  P.M.— Adjournment 


ALUMNI   LUNCHEONS 
Tuesday,  May  4,  1:00  P.M. 

Wake    Forest — Felda    Hightower,    M.D.,    President, 
Winston-Salem 

(Crystal  Room) 
Duke  University — Eleanor  B.  Easley,  M.D.,  Presi- 
dent,  Durham 

(Stag  Room) 
University  of  North  Carolina — Arthur  H.  London, 
Jr.,  M.D.,  President,  Durham 

(East  End  of  Dining  Room) 


SECTION   ON  SURGERY 

(Ball   Room) 

Tuesday,  May  4,  2:30  P.M. 

H.  H.  Bradshaw,  M.D.,  Winston-Salem,  Chairman 

Nephro-Ureterectomy,    Indication    and    Illustrated 

erases. 

Hamilton   W.    McKay,   M.D.,    and   H.  Haynes 

Baird,  M.D.,  Charlotte 
Discussion  opened  by  Fred  Garvey,  M.D.,  Win- 
ston-Salem 
Carcinoma  of  the  Breast. 

Russell  O.  Lyday,  M.D.,  Greensboro 
Discussion    opened    by    B.    E.     Rhudy,     M.D., 
Greensboro 
Complications  of  Pott's  Fracture. 

L  Lenox  D.  Baker,  M.D.,  Durham 
Discussion   opened   by   M.   A.  Pittman,   M.D., 
Wilson 


Pentothal,    Nitrous    Oxide-Oxygen    Curare    Anes- 
thesia. 

John  C.    Montgomery,   M.D.,    Charlotte 
Discussion   opened   by   Roscoe    L.   Wall,  M.D., 
Winston-Salem 
Surgical  Management  of  Present  Day  Empyema. 
W.  Paul  Sanger,  M.D.,  Charlotte 
Discussion  opened   by    Clarence    E.    Gardner, 
M.D.,  Durham 
The  Control  of  Electrolyte  and  Water  Balance  in 
Surgical  Patients. 
William  A.  Wolff,  Ph.D.,  Winston-Salem 
(Before  First  General  Session,  Tuesday,  May  4) 


SECTION  ON  PRACTICE  OF  MEDICINE 

(Large    Card    Room) 

Tuesday,  May  4,    2:30    P.M. 

Julian  M.  Ruffin,  M.D.,  Durham,  Chairman 

Hypoglycemia  in  Diabetes  Mellitus. 

Charles   W.    Styron,    M.D.,    Raleigh 
Discussion    opened    by    E.    D.    Peasley,   M.D., 
Asheville 
A   Clinical   Evaluation   of  Gastro-Intestinal  Signs 
and  Symptoms  in  Patients  with  Recent  Myocar- 
dial Infarction. 
David  Gayer,  M.D.,  Winston-Salem. 
Discussion  opened  by  Cohn  A.  Monroe,  M.D., 
Charlotte 
Physiological  Factors  in  Fatigue. 
A.  T.  Miller,  M.D.,  Chapel  Hill 
Discussion  opened  by  John  H.  Ferguson,  M.D., 
•  Chapel  Hill 
Panel  Discussion  on  Peptic  Ulcer. 

Juhan  M.  Ruffin,  M.D.,  Moderator 
Medicine — Walter  R.  Johnson,  M.D.,  Asheville 
Surgery — Howard    H.    Bradshaw,    M.D.,   Win- 
ston-Salem 
X-Ray— Allan    Tuggle,    M.D.,    Charlotte 
Psychiatry — M.    H.    Greenhill,    M.D.,    Durham 


SECTION  ON  GYNECOLOGY  AND  OBSTETRICS 

(Theater) 

Tuesday,  May  4,  2:30  P.M. 

T.  D.  Tyson,  M.D.,  High  Point,  Chairman 

Panel  Discussion  on  Obstetrical  Hemorrhage. 

Oren    Moore.    M.D.,    Charlotte,    Moderator 

Etiology  and  Diagnosis  of  Placenta  Praevia. 

W."  Reed  Wood,  M.D.,  Greensboro 
Treatment  of  Placenta  Praevia. 

C.  H.  Mauzy,  M.D.,  Winston-Salem 
Etiology  and  Diagnosis  of  Premature  Separation  of 
Placenta. 

Eleanor  B.  Easley,  M.D.,  Durham 
Treatment   of   Premature   Separation   of  Placenta. 

W.  L.  Thomas,  M.D.,  Durham 
Antepartum  and  Postpartum  Bleeding  from  Stand- 
point of  General  Practitioner. 

J.  Street  Brewer,  M.D.,  Roseboro 
Postpartum  Hemorrhage  per  Se. 

Lance  T.  Monroe,  M.D.,   Concord 
Report    of     Progress     of     the    Maternal     Welfare 
Committee. 
Frank  R.  Lock,  M.D., 
Winston-Salem 

(Before  First   General  Session,  Tuesday, 
May  4.) 
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SECTION    ON    PUBLIC    HEALTH    AND 
EDUCATION 
(Pine  Room) 
Tuesday,  May  4,  at  2:30  P.M. 
Robert  F.   Young,  M.D.,   Halifax,   Chairman 
Vaginal  Smears   in  the  Diagnosis  of  Uterine  Car- 
cinoma. 

John  R.  Kernodle,  M.D.,  Durham 
Discussion  opened   by   Ivan  M,  Procter,  M.D., 
Raleigh 

Experiences   of  the   Greensboro  Tumor   Clinic. 
F.    K.  Harder,   M.D.,   Greensboro 
Discussion    opened    by    M.    B.    Bethel,    M.D., 
Charlotte 

Recent  Trends  in  Laboratory  Procedures. 
John   H.   Hamilton,   M.D.,    Raleigh 
Discussion  opened  by  R.  E.  Fox,  M.D..  Raleigh 

The  Place  of  BCG  Vaccination  in  the  Tuberculosis 
Program. 

H.    S.    Willis,    M.D.,    Superintendent 

North  Carolina  State  Sanatorium 

McCain,  N.   C. 

(Before  First  General  Session,  Tuesday,  May  4) 

A  Photofluorogram  of  Tuberculosis  Control  in  the 
North  Carolina  State  Board  of  Health. 
T.  F.  Vestal,  M.D.,  Winston-Salem 
Discussion  opened  by  E.   H.   Ellinwood,  M.D., 
Newton 


SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

(Dutch  Room) 

Tuesday,  May  4,  2:30  P.M. 

Lloyd  J.  Thompson,  M.D.,  Winston-Salem, 
Chairman 

I.  Prefrontal   Lobotomy. 

Use   of   Prefrontal   Lobotomy  in   the   Treat- 
ment of  Intractable   Pain. 

Guy  L.  Odom,  M.D. 
R.  Burke  Suitt,  M.D. 
Durham 

Psychological   Studies   of   Prefrontal  Lobot- 
omy Patients. 

Joseph  E.  Grassi,  A.M.   (by  invitation) 
Winston-Salem 

General  Discussion  of  Prefrontal  Lobotomy. 
Everett  O.  Jeffreys,  M.D. 
Winston-Salem 

II.  Headache. 

Clinical   Considerations   of  Headache. 

Joseph  B.  Stevens,   M.D.,   Greensboro 

Physiology  and  Pharmacology  of  Headache. 
Harold  D.  Green,  M.D.,  Winston-Salem 

Characteristics  of  Headache  in  Anxiety  and 
Hysterical   Reaction. 

Lloyd  J.  Thompson,  M.D.,  Winston- 
Salem 

Physical  Methods  of  Treatment  in  Psychiatry. 
William  Sargant,  M.D.,  Durham 
(Before  First  General  Session,  May  4) 


PRESIDENT'S  NIGHT  ■ 

(Main  Dining  Room) 
Tuesday,  May  4,  1948 
(Dress — Optional) 

7:00  P.M.— Banquet 

Oren    Moore,   M.D.,    Toastmaster 

Charlotte 
Invocation 

7:45  P.M. — Presentation  of  President  James  F. 
Robertson,    M.D. 
Presentation  of  Guests 

7:55  P.M. — The  Medical   Care  Program   in   North 
Carolina 
Mr.  James  H.  Clark,  Chairman 
Ncft-th  Carolina  Medical  Care 

Commission 
Elizabethtown,  N.  C. 


:15  P.M.- 


-Presentation 
Prizes 


of     Golf      Tournament 


8:25  P.M. — Humorous    and  Inspirational    Address 

Mr.  James  E.  Gheen,  New  York 
9:10  P.M. — Adjournment 
10:00  P.M.— President's   Ball 

Bill   Allen   and    his    Orchestra 
(Ball  Room) 


WEDNESDAY,   MAY   5,  1948 
8:00  A.M. — Registration  Booth  Opens 


SECOND   GENERAL    SESSION 
(Ball  Room) 
Wednesday.   May  5,    1948 
9:00  A.M. — Acute  Poisoning  in  Children. 
Jay  M.  Arena,  M.D.,  Durham 
(From  Section  on  Pediatrics) 
9:20  A.M. — Carcinoma   of   the   Stomach. 

Robert  J.  Reeves,  M.D.,  Durham 
(From  Section  on  Radiology) 

9:40  A.M. — External  Diseases  of  the  Eye — 

Motion  Picture. 
D.    S.    Currie,    Jr.,   M.D. 
Duke  Hospital,  Durham 
(From  Section  on  Ophthalmology  and 

Otolaryngology) 

10:00  A.M. — The  Need  for  and  Recognition  of  the 

General  Practitioner. 
Wingate    M.   Johnson,    M.D. 
Winston-Salem 
(From  Section  on  Practice  of  Medicine  | 

and   Surgery) 

10:20  A.M.— The   Treatment   of   Anemia. 

Russel  L.  Haden,  M.D.  (by  invitation)  j 
Cleveland  Clinic 
Cleveland,  Ohio 

11:00  A.M. — The  Pathogenesis,  Diagnosis  and  I 
Treatment  of  the  Acute  Phase  of  | 
Poliomyelitis. 

William   F.   Friedewald,   M.D. 
(by  invitation) 

Chairman,  Department  of  Bacteriology  I 

Emory  University  School  of  Medicine] 

Atlanta,  Ga. 
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11:30  A.M.- 


11;40  A.M.- 


-Presenting  Winner  of  1948  High 
School  Essay  sponsored  by  the 
Public    Relations    Committee. 

Donald   B.    Koonce,    M.D. 

Chairman,  Public  Relations  Committee 

Wilmington 

-Election   of   three   members   of   the 
Editorial   Board 


11:45  A.M.- 


-Awarding    of    Prizes 
(Exhibit  Area) 

CONJOINT  SESSION 

(Ball  Room) 

Wednesday,  May  5,  12:00  Noon 

S.  D.  Craig,  M.D.,  Winston-Salem,  President  of  the 
State  Board  of  Health,  will  preside  over  this 
meeting  of  the  Medical  Society  of  the  State  of 
North  Carolina  and  the  State  Board  of  Health. 


ALUMNI  LUNCHEONS 
Wednesday,  May  5,  1:00  P.M. 

University  of  Pennsylvania — Harry  L.  Brockmann, 

M.D.,  President,  High  Point  (Stag  Room) 
Jefferson    Medical    College — Isaac    E.    Harris,    Jr., 

M.D.,  President,  Durham  (Crystal  Room) 
Tulane  Medical  College— L.  A.  Crowell,  Jr.,  M.D., 

President,    Lincolnton    (East    End   of    Dining 

Room) 


2:30  P.M. — Second  Meeting  of  House  of  Delegates 
(Small  Card  Room) 


SECTION    ON    GENERAL    PRACTICE    OF 
MEDICINE   AND    SURGERY 

(Ball  Room) 

Wednesday,  May  5,  2:30  P.M. 

Panel  Discussion  on  The   General  Practitioner 
G.   O.    Moss,  M.D.,   Cliffside,    Chairman 

Problems  of  Rural  Practice 

George   F.  Bond,   M.D.,   Bat   Cave 

The  Role  of  the  General  Practitioner  in  a  Program 
of  Adequate  Medical  Care 

J.   Street  Brewer,   M.D.,   Roseboro 

Advantages    of   Membership    in    the    American 
Academy    of   General    Practice 

Forrest  M.  Houser,  M.D.,  Cherryville 

The  Need  for  and  Recognition  of  the  General 
Practitioner 

Wingate   M.   Johnson,  M.D. 

Winston-Salem 

(Before  Second  General  Session,  May  5) 

The  Sad  Plight  of  the  General  Practitioner 
G.  O.   Moss,   M.D..   Cliffside 


SECTION   ON   PEDIATRICS 

(Large   Card   Room) 

Wednesday,   May   5,   2:30   P.M. 

Fredericli  B.  Haar,  M.D.,  Greenville,  Chairman 

Acute    Poisoning    in  Children. 

Jay  M.   Arena,   M.D.,  Durham 

(Before    Second    General    Session,    Wednesday, 

May  5) 

Psychiatric    Factors    in   Children   with   Protracted 
Illness. 

George  A.   Watson,  M.D.,   Durham 
Technique  of  Breast  Feeding. 

Frank  Howard  Richardson,  M.D.,  Asheville 

Ratbite  Fever. 

Carlton  G.  Watkins,  M.D.,  Charlotte 
The  Acute  Abdomen  in  Infancy. 

William.  H.  Breeden,  M.D.,  Fayetteville 


SECTION    ON    OPHTHALMOLOGY   AND 
OTOLARYNGOLOGY 

(Pine  Room) 

Wednesday,  May  5,   1948 

W.  P.  Speas,  M.D.,  Winston-Salem,  Chairman 

James  A.  Harrill,  M.D.,  Winston-Salem,  Secretary 

Lingual  Thyroid. 

A.  A.  Dorenbusch,  M.D.,  Charlotte 
Selected    Neuro-Ophthalmological   Disorders. 

Henry    C.    Smith,    M.D. 

Professor  of  Ophthalmology 

Vanderbilt  University 

Nashville,    Tenn. 

Woodman  Operation  for  the  Treatment  of  Bilateral 
Recurrent   Nerve    Paralysis — Motion  Picture. 
Fletcher    D.    Woodward,    M.D. 
Professor  of  Otolaryngology 
University  of  Virginia 
Charlottesville,  Va. 

Plastic  Procedures  on  the  Nose  and  Eyelids — 
Motion  Picture. 

Kenneth  L.   Pickrell,   M.D. 
Duke  University 
Durham 

External  Diseases  of  the  Eye. 

Dan  S.   Currie,   Jr.,  M.D. — Motion  Picture. 

Duke   University,    Durham 

(Before    Second    General   Session,    May    5) 


SECTION   ON  RADIOLOGY 

(Dutch  Room) 

Wednesday,  May  5,   1948 

J.    P.    Rousseau,    M.D.,    Chairman,   Winston-Salem 

Panel   Discussion   on    Radiological    Findings    in 
Organic  Diseases  of  the  Stomach. 

Peptic  Ulcer. 

Westbrook  Murphy,  M.D. 
James  S.  Raper,  M.  D. 
Asheville 
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Carcinoma   of  the  Stomach. 

Robert  J.  Reeves,  M.D.,  Durham 

(Before  Second  General  Session,  May  5) 
Lymphosarcoma. 

Joseph  Sehiian,  M.D. 
■   Stuart  W.  Gibbs.  M.D. 

Winston-Salem 

Benign  Tumors. 

L  Bird.  M.D.,  Greensboro 
Infectious   Granuloma. 

Luther   W.    Oehlbeck,    M.D..    Morganton 

Gastritis. 

W.  W.  Vaughan,  M.D.,  Durham 


THIRD  GENERAL  SESSION 

(Ball  Room) 

Wednesday,  May  5,   1948 

5:00  P.M. — Report  of  House  of  Delegates 

5:15  P.M. — Unfinished   Business 

5:20  P.M. — New  Business 

5:30  P.M. — Installation  of  President-Elect  and 
Vice  Presidents,  by  President  James 
F.  Robertson,  M.D. 

5:40  P.M. — Remarks  by  President  and  President- 
Elect 

5:50  P.M. — Adjourn  Sine  Die 


SCIENTIFIC   EXHIBITS 

Tic-k     I'vplius    (Rocky    Mountain    Spotted    Feverj    iu    Nuitli 
Carolina. 

Bo\vinan  Gray  Sciiool  of  .Medicine  of  Wake  Forest  College, 
Weston  M.  Kelsey.  M.D.,  Assistant  Professor  of  Pediatrics, 
and  Robert  B.  Lawson,  M.D..  Associate  Professor  of  Pedi- 
atrics,   Winston-Salem. 

Disability   Evaluation   of   the    Forearm   and   Hand. 

Barucli  Center  of  Physical  Medicine,  Medical  College  of 
Virginia.  F.  A.  Hellebrandt.  M.D.,  Director.  Richmond. 
Va..  Walter  J  Lee.  M.D..  Associate  Professor  of  Physical 
Medicine.  Miss  Helen  V.  Skowlund,  Researcli  Associate. 
Baruch  Center  of  Physical  Medicine.  Richmond,  Va.,  Miss 
,ludit!i  M.  Blue,  Research  Assistant,  Baruch  Center  of 
Physical   Medicine,    Richmond,    Va. 

\'agiiial  Ceivical  Smear  in  the  Diagnosis  of  Uterine  Cancer. 
AViUiani   Bickers.    M.D.,    Medical    .Vrts   Building,    Richmond, 
Va. 

Streptomycin    in    Urinary  Tract   Infections. 

Bowman  Gray  Scliool  of  Medicine  of  Wake  Forest  Col- 
lege, Fred  K.  Garvey,  M.D.,  and  George  T.  Harrell.  M.D., 
Winston-Salem. 

-Muscle   Testing  Techniques  in   Poliomyelitis. 

National  Foundation  for  Infantile  Paraljsis,  Mr.  P.  S. 
Randolph.  State  Representative,   Chapel   Hill. 

Lung  Abscess. 

Roy  G  Klepser,  M.D..  F..\.C.S..  .\ssociate  in  Thoracic 
Surgery.  Georgetown  University  Medical  School,  Wash- 
ington,   D.   C. 

The   Menace   of   the  Rat. 

Thomas  G.  Hull.  American  Medical  Association,  Chicago, 
III. 

Certain     Painful     Orthopedic     Conditions     and     Treatment    by 
Sympathetic    Block. 

Bownian  Gray  School  of  Medicine  of  Wake  Forest  College. 
R.  .\.  Moore,  M.D..  H.  F.  Forsvth.  M.D..  P.  H.  Dillard. 
M.D.,    and   E.    W.    Schafer.    M.D.,    Winston-Salem. 

Treatment  of  Inoperable  Breast  Carcinom.a  with  Testosterone. 
Howard  W.  Jones.  M.D..  and  Grant  E.  Ward,  M.D.,  Johns 
Hopkins   Medical   School,    Baltimore,   Md. 

Management  of  Tongue  Cancer. 

Grant  E.  Ward,  M.D..  Arthur  G.  Sinwinski,  M.D..  Howard 
W.  Jones.  M.D..  and  John  0.  Robben.  M.D.,  Johns  Hopkins 
Medical  School,   Baltimore,   Md. 


nch,    National    Cancer    Institute, 
Cornell    University   McdicaJ    Col- 


The  Control  of  Cancer. 

N.  C.  Division  The  .\merican  Cancer  Society,  Thomas  L, 
Lee.  M.D..  Chairman.  Cancer  Committee.  Medical  Society 
of  the   State   of   North   Carolina,   Kinston. 

Cytologic   Test   for   Cancer. 
The    Cancer    Control    Br;! 
George    N.    Papanicolaou, 
lege.   New   York. 

.Management    of   \'enereal    Disease    in    General    Practice. 

Venereal  Disease  Division,  U.  S.  Public  Health  Service 
and    N.   C.    State    Board    of   Health. 

Old   and    Modern    Montages   Depicting   Diseases   of   the   Female 
Generative   Tract. 

J.  Mason  Hundley,  Jr..  M.D.,  Professor  of  Gynecology; 
Beverly  C.  Compton.  M.D.,  .\ssociate  Professor  of  Gyne- 
cology, School  of  Medicine,  University  of  Marj'land,  Balti- 
more, Md.,  and  Theodore  Kardash.  M.D..  Resident  In 
Gynecology,    University    Hospital,    Baltimore,    Md. 

l*re\ention    of    Deafness;    Irradiation    of    Adenoids. 

Alfred  T.  l.ieberman.  M.D..  and  Donald  F.  Proctor,  M.D., 
Department  of»  Otolaryngology,  Johns  Hopkins  Hospital, 
Baltimore,    Md, 

Treatment  of  Congenital   Flat   Feet. 

J.  E.  M.  Thomson,  M.D.,  Lincoln,  Neb.,  and  Frederick  S. 
Webster,  M.D.,  Orthopaedic  Department,  Duke  Hospital, 
Durham,  N.  C. 


and  I 


TECHNICAL    EXHIBITORS 

A.   S.  -\loe  Co..  St.  Louis,   Mo„  spaces  09  and  70 

Baker   Laboratories,    Inc..    Cleveland,    Ohio,    space    87 

Bilhuber-KnoU   Corporation,    Orange,    N.   J.,   spaces'  G5   and  66 

Borden    Company,    New   York,    spaces    57   and    58 

Camel   Cigarettes,   New   York,  spaces   35,   30,   37   and  38 

Ciba   Pharmaceutical   Products,   Inc.,   Summit,   N.   J.,   spaces  71 

and  72  ^ 

Commercial  Casualty  Insurance   Co.,  Durham,  space   8  ' 

Davies,    Rose    4:    Co.,    Boston,    M.ass.,    space    39 
Doak   Company,    Inc..    Hyattsville,   Md.,   sp.aces  75   and  76 
Doho   Chemical   Corporation,    New   York,    spaces   9   and    10 
Drug  Specialties,   Inc..    Winston-Salem,   space   49 
Eli   Lilly  and  Co.,   Indianapolis,   Ind.,  spaces  59  and  60 
Endo  Products.   Inc..   Richmond  Hills,   N.   Y.,   space  80 
Fellows   Medical    Manufacturing   Co..    New   York,    space   102 
C.   B.   Fleet   Co..   Inc,   Lynchburg,   Va.,   space  47 
C;eneral   Electric  X-Rar  Corporation,   Charlotte,   spaces 

84 
J.  E.   Hanger  of  North  Carolina,   Inc.,  Raleigh,  spaces  97  and  | 

98 
Charles  C.  Haskell  &  Co.,  Inc.,  Richmond,  Va.,  spaces  67  and  | 

63 
Hoffman-LaRoche,   Inc.,  Nutley,   N.   J.,   spaces  81   and   8 
Holland-Rantos  Co..  Inc..  New  York,   spaces  91   and  92 
Lanteen    Medical    Laboratories,    Inc.,    Chicago,    111.,    spaces   i4| 

and   45 
Lederle  Laboratories.   N.  Y..  spaces   61   and   62 
l.iebel-Flarsheim    Co.,    Cincinnati,    Ohio,    spaces    95    and    96 
J.   B.   Lippincott   Co.,   Philadelphia.   Pa.,   spaces   89   and   90 
M  &  R   Dietetic  Laboratories,  Inc..   Columbus.   Ohio,  space  7J 
Mead   Johnson   &   Co.,   Evansville.   Ind.,   space   40 
Merck  &  Co.,  Rahway,   N.  J.,  spaces  6   and   7 
Wm.  S.   Merrell  Co..  Cincinnati.  Ohio,  spaces  73  and  74 
Ortho    Pharmaceutical    Corporation,    Linden,    N.    J.,    spaces   55| 

and   56 
Parke,   Davis  *c   Co.,  Detroit.   Mich,,   spaces  53  and  54 
Philip  Morris  &  Co..  New  York,  spaces  13  and  14 
Picker   X-Ray    Corporation.    Charlotte,    N.    C,    spaces    103,    104| 

and    105 
Powers  and  Anderson  of  North  Carolina,  Winston-Salem,  N.  C.,| 

space   17 
Wm,  P.   Poythress  &  Co.,   Inc.,  Richmond,  Va..   spaces  78  and 

79 
L.  &  B.   Reiner,    New  York,   space  48 
S.   &  H.  X-Ray  Corporation,   Charlotte,   space   114 
W.  B.  Saunders  Co.,  Philadelphia,   spaces  115  and  116 
G.  D.   Searie  &  Co.,   Chicago.   III.,   spaces   15   and   16 
Sharpe   and  Dohme,  Inc.,   Philadelphia,   Pa.,   spaces   85   and  8<f 
E.  R.  Squibb  &   Sons.   New  York,   spaces   11   and   12 
Tablerock   Laboratories,    Greenville,    S.    C.   space    46 
U.    S.   \'itamin   Corporation,    New  York,    space    43 
VanPelt  *;   Brown.   Inc..   Richmond.   Va..   spaces  63   and  64 
Westinghouse  Electric  Co.,  Greensboro,  N.  C.,  spaces  93  and  8^ 
White   Laboratories.   Inc..    Newark,    N.    J.,    spaces   4   and  5 
Winchester  Surgical  Supply  Co.,  Charlotte,  spaces  1,  2,  3,  an^ 

50,    )1    and   52 
Winthrop-Stearns,  Inc..   New  York,   spaces  41   and   42 
Wyeth,   Incorporated,   Philadelphia,  Pa.,  space  88 
Zimmer   Manufacturing   Co.,    Charlotte,    space   101 
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(CONTINUED    FROM    PACE    218) 


North  Carolina  Branch  of  the 
Americ\n  Academy  of  General  Practice 

The  North  Carolina  Branch  of  the  American 
Academy  of  General  Practice  will  meet  at  the 
Theater"  in  Pinehurst  on  Sunday,  May  2,  at  3  p.m. 
Dr.  John  R.  Bender,  president,  urges  that  all  gen- 
eral practitioners  who  are  members  of  the  Medical 
Society  of  the  State  of  North  Carolina  attend  this 
meeting. 

News  Notes  from  the  State  Board 
OF  Health 

Dr.  .John  William  Roy  Norton  was  elected  North 
Carolina  State  Health  Officer  at  a  meeting  of  the 
State  Board  of  Health  called  to  select  a  successor 
to  Dr.  Carl  V.  Rejmolds,  who  will  retire  June  30, 
li)48. 

Dr.  Norton  completed  the  first  two  years  in  medi- 
cine at  the  University  of  North  Carolina  Medical 
School  in  1926,  and  received  his  M.D.  degree  from 
Vanderbilt  University  Medical  School  in  1928.  He 
received  the  degree  of  Master  of  Public  Health  from 
Harvard  University  in  1936,  and  from  1936  to  1938 
was  a  member  of  the  staff  of  the  State  Board  of 
Health.  In  September,  1938,  he  was  made  professor 
of  public  health  administration  in  the  University  of 
North  Carolina  School  of  Public  Health,  and  served 
in  that  capacity  until  November,  1940. 

He  then  entered  the  United  States  Army  with 
the  rank  of  captain.  After  about  three  years'  service 
abroad,  ard  several  months'  service  at  home,  he  was 
discharged  with  the  rank  of  lieutenant-colonel.  Since 
that  time,  he  has  been  \viih  the  TVA  with  head- 
quarters at  Chattanooga,  Tennessee. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  annual  meeting  of  the  North  Carolina  Tuber- 
culosis Association  will  be  held  at  the  Sir  Walter 
Hotel  in  Raleigh  on  May  17  and  18.  Dr.  H.  F.  Easom 
of  Wilson  is  chairman  of  the  program  committee. 

The  North  Carolina  Tuberculosis  Association  will 
cooperate  with  the  National  Tuberculosis  Associa- 
tion again  this  year  in  making  available  fellowships 
for  the  summer  session  at  the  University  of  Michi- 
gan School  of  Public  Health.  These  fellowships  are 
offered  to  Negro  nurses,  teachers,  principals,  and 
social  workers. 

Dr.  Max  Pinner,  editor  of  the  American  Review  of 
Tuberculosis,  died  at  his  home  in  Berkeley,  Cali- 
fornia, on  January  7. 


Greensboro  Academy  of  Medicine 

North  Carolina  physicians  taking  part  in  the 
medical  symposium  sponsored  by  the  Greensboro 
Academy  of  Medicine  and  held  in  Greensboro  on 
March  18  included  Dr.  James  H.  McNeill  of  North 
Wilkesboro,  Drs.  R.  L.  Wall  and  H.  H.  Bradshaw  of 
Winston-Salem,  Drs.  R.  A.  Ross  and  Edward  S. 
Orgain  oi  Durham,  and  Dr.  J.  F.  Robertson  of  Wil- 
mington. The  speakers  for  the  symposium  were  Dr. 
Robert  A.  Hingson,  Dr.  Emil  Novak,  Dr.  Tinsley 
Harrison,  Dr.  W.  Emory  Burnett,  and  Dr.  Edward 
Weiss.  Dr.  H.  C.  Lennon  is  president  of  the  Greens- 
boro Academy  of  Medicine. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  George  T.  Harrell,  Jr.,  director  of  the  depart- 
ment of  internal  medicine  of  the  Bowman  Gray 
School  of  Medicine,  and  Dr.  W.  C.  Davison,  dean  of 
the  Duke  LTniversity  School  of  Medicine,  have  been 
elected  members  of  the  six-man  executive  medical 
board  to  formulate  the  research  policy  and  clinical 
program  to  be  undertaken  at  the  Oak  Ridge  Hos- 
pital in  Oak  Ridge,  Tenn.  They  were  among  the 
eleven  doctors  representing  various  Southern  medi- 
cal colleges  who  were  nominated  for  the  position 
at  a  meeting  held  in  Oak  Ridge  March  1  and  2.  The 
Atomic  Energy  Commission  will  take  steps  to  in- 
itiate immediately  a  program  of  providing  facilities 
at  the  Oak  Ridge  Hospital  for  research  in  the  treat- 
ment of  leukemias  and  other  malignant  diseases, 
using  short-lived  radio-isotopes  directly  from  the 
nuclear  reactor  there. 

Dr.  Angus  Crawford  Randolph,  former  resident 
psychiatrist  at  the  Veterans  Hospital,  Perry  Point, 
Maryland,  has  joined  the  staff  of  the  department 
of  neuropsychiatry  as  senior  resident  in  psychiatry 
at  Graylyn.  A  native  of  Lexington,  Virginia,  Dr. 
Randolph  is  a  graduate  of  Princeton  University  and 
the  University  of  Virginia  Medical  School.  He  has 
held  a  fellowship  in  preventive  medicine  at  Johns 
Hopkins  and  served  in  the  psychiatric  outpatient 
department  there  since  being  discharged  from  the 
medical  corps  of  the  army  air  force. 

Recent  grants  made  to  the  Bowman  Gray  School 
of  Medicine  include: 

A  grant  of  .$1,000  from  the  executive  committee 
of  the  North  Carolina  division  of  the  American  Can- 
cer Society  to  pay  for  a  refresher  course  in  cancer 
for  physicians  in  the  state. 

Two  grants  totaling  $31,300  from  the  National 
Cancer  Institute  of  the  U.  S.  Public  Health  Service. 
One  grant  of  $24,900  is  to  aid  in  cancer  teaching 
under  the  direction  of  Dr.  R.  P.  Morehead,  head  of 
the  department  of  pathology.  The  other  grant  of 
$6,400  is  for  the  establishment  of  a  follow-up  service 
on  tumors  received  from  approximately  forty  hos- 
pitals in  North  Carolina. 

A  grant  of  $5,9.50  from  the  National  Advisorv 
Health  Council  of  the  U.  S.  Public  Health  Service 
for  study  of  the  formation  of  phospho-lipids  by  the 
liver  in  cirrhosis  of  the  liver.  Radioactive  materials 
from  the  atomic  pile  are  being  used  in  this  study. 
Dr.  Camillo  Artom  and  Dr.  W.  E.  Cornatzer  of  the 
department  of  biochemistry  have  been  experiment- 
ing with  animals  in  this  research.  Dr.  David  Cayer 
of  the  department  of  medicine,  in  collaboration  with 
Dr.  Cornatzer,  will  apply  the  study  to  human  pa- 
tients. 

Another  grant  of  $8,100  from  the  National  Advis- 
ory Health  Council  in  support  of  research  already 
under  way  in  the  department  of  medicine  on  factors 
concerned  with  resistance  built  up  by  the  human 
body  to  chemotherapy. 

A  terminal  grant  of  $8,400  awarded  to  the  depart- 
ment of  physiology  and  and  pharmacology  in  sup- 
port of  research  being  conducted  by  Dr.  Harold  D. 
Green  and  Dr.  J.  ^Maxwell  Little  in  the  field  of 
peripheral  vascular  circulation.  The  grant  is  from 
the  Life  Insurance  Medical  Research  Fund  and  is 
to  extend  for  one  year,  beginning  July  1,1948.  The 
department  received  a  similar  grant  of  $6,800  from 
the  Fund  for  work  in  the  same  field  last  year. 
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Dr.  Cecil  K.  Drinker  of  Boston,  Massachusetts, 
professor  of  physiolog-y  at  Harvard  University  and 
dean  of  the  School  of  Public  Health,  spoke  on  the 
"Function  of  the  Peritoneum"  at  the  meeting  of  the 
Bowman  Gray  Medical   Society  on  March  22. 

Dr.  Douglas  M.  Kelley,  president  of  the  Rorschach 
Society,  attended  meetings  of  the  Society  at  Vander- 
bilt  University,  Nashville,  Tenn.,  April  10  to  April 
14. 

Dr.  Frank  Lock,  head  of  the  department  of  ob- 
stetrics and  gynecology,  discussed  "Anesthetic 
Deaths  in  Obsteti-ics"  at  the  meeting  of  the  South 
Carolina  Obstetric  and  Gynecologic  Society  in  Cam- 
den, South  Ciuolina  on  April  3. 

Members  of  the  staff  of  the  Bowman  Gray  School 
of  Medicine  are  continuing  during  April  a  series  of 
lectures  and  clinics  in  the  postgraduate  course  for 
the  Veterans  Administration  hospital  at  Mountain 
Home,  Tenn.  The  speakers  for  April  are  Dr.  Elbert 
MacMillan.  Dr.  E.  O.  Jeffreys,  Dr.  Robert  B.  Law- 
son,  Dr.  C.  M.  Norfleet,  Dr.  G.  T.  Harrell,  Dr.  Felda 
Hightower,  Dr.  H.  F.  Forsyth,  Dr.  W.  M.  Kelsey, 
Dr.  R.  W.  Postlethwaite,  and  Dr.  W.  E.  Cornatzer. 
The  series  of  lectures  began  in  February  and  will 
continue  through  May  and  June. 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  spoke  at  the  Annual  Secretaries'  Confer- 
ence of  the  West  Virginia  State  Medical  Associa- 
tion, held  in  Charleston  on  March  14.  His  subject 
was  "Postgraduate  Education  for  the  General  Prac- 
titioner." 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Course  in  Medical  Mycology 

A  month's  course  in  Medical  Mycology,  under  the 
directiim  of  Dr.  Norman  F.  Conant,  is  to  be  oft'ered 
at  Duke  University  School  of  Medicine  and  Duke 
Hospital,  Durham,  June  28-July  30.  The  course  will 
be  offered  every  day  in  the  week,  except  Sunday, 
and  has  been  designed  to  insure  a  working  knowl- 
edge of  the  human  pathogenic  fungi  within  the  time 
allotted. 

A  fee  oi  $50.00  will  be  charged  for  this  course, 
upon  completion  of  which  a  suitable  certificate  will 
be  awarded.  Please  direct  inquiries  to  Dr.  Norman 
F.  Conant,  Duke  LTniversity  School  of  Medicine, 
Durham,   N.   C. 

A  more  detailed  announcement  concerning  this 
course  appeared  in  the  North  Carolina  Medical 
.lournal  for  January. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  K.  D.  Weeks  of  Rocky  Mount  was  speaker 
at  the  March  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
March  10.  His  subject  was  "Congenital  Heart  Dis- 
ease." 


Halifax  County  Medical  Society 

A  moving  picture  from  the  library  of  the  Ameri- 
can Medical  Association  was  shown  to  the  Halifax 
County  Medical  Society  at  its  regular  monthly  din- 
ner and  meeting,  held  on  March  12  in  Roanoke 
Rapids.  The  title  of  the  movie  was  "Physical  Diag- 
nosis of  Unusual   Endocrine   Cases." 


Forsyth   County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  in  Winston-Salem  on  March  9.  Dr. 
C.  Bruce  Morton,  II,  of  the  Department  of  Surgery, 
University  of  Virginia,  spoke  on  gallbladder  disease. 


Jefferson  Medical  Alumni 

Dr.  George  T.  Wood  of  High  Point,  who  has  re- 
cently been  elected  vice  president  of  the  Alumni 
."Association  of  the  Jefferson  Medical  College  for  the 
state  of  North  Carolina,  has  asked  that  Jefferson 
alumni  send  him  information  regarding  their  own 
activities  or  those  of  other  Jefferson  alumni  in  the 
state.  The  Association  is  particularly  an.xious  to 
know  of  changes  of  address  and  deaths  among  its 
members. 


The  Royster  Club 


« 


The  Royster  Club  is  the  title  of  an  organization 
recently  formed  by  a  group  of  the  younger  physi- 
cians in  Raleigh.  It  is  named  in  honor  of  Dr.  Hubert 
A.  Royster,  retired  surgeon,  who  is  the  honorary 
president  and  takes  an  active  interest  in  the  club. 
Meetings  are  held  monthly,  each  member  in  turn 
acting  as  host.  The  Club  is  devoted  to  medical  re- 
search, the  presentation  of  original  work,  and  the 
discussion  of  advanced  scientific  knowledge.  The 
various  specialties  are  represented  in  its  member- 
ship, which  at  present  is  limited  to  eighteen  in  ' 
number. 


News  Notes 

Dr.  Reuben  A.  McBrayer  died  of  a  coronary 
thrombosis  at  his  home  in  Southern  Pines  on  Feb- 
ruary 21. 

Dr.  E.  C.  Clayton  has  opened  offices  for  the  gen- 
eral  practice  of  medicine  in  Asheville. 

Dr.  John  Carroll  Wiggins,  Jr.,  has  announced  the  ■ 
opening  of  offices  for  the  practice  of  internal  medi- 
cine in  Winston-Salem. 

Dr.   Robert   L.   Garrard   has   recently  returned  to  ] 
Greensboro  to  resume  the  private  practice  of  neu- 
rology  and   psychiatry.   He   will    be   associated   with 
Drs.    Smith,    Stevens,"    Harrill,    Brown,    Apple,    and 
Barefoot,  and  will   in  addition  be  consultant  to  the  | 
Veterans  Administration,  Neuropsychiatric  Division, 
Winston-Salem,   and  consultant   psychiatrist   at  the  I 
Woman's  College  of  the  University  of  North  Caro- 1 
lina. 

Dr.  Garrard  left  Greensboro  to  enter  military! 
service  in  July,  1942.  Since  being  separated  froml 
service  in  April,  1946,  he  has  served  as  director  ofl 
the  neuropsychiatric  division  of  the  Charles  V.  j 
Chapin  Hospital  in  Providence,  Rhode  Island,  andl 
later  as  director  of  the  V.  A.  Mental  Hygiene  Clinic | 
in   Providence. 


AMERICAN  Hearing  Society 

Beginning  April  1,  1948,  the  American  Hearingl 
Society,  which  has  been  housed  for  twenty-five  yearsB 
in  the  Volta  Bureau  Building,  1.537  35th  Street,| 
Northwe.",t,  will  be  occupying  quarters  at  817  14thH 
Street,  Northwest,  Washington  5,  D.  C. 
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Southern  Pediatric  Seminar 

The  twenty-eighth  annual  session  of  the  Southern 
Pediatric  Seminar,  reorganized  under  a  Board  of 
Directors  since  the  death  of  its  founder,  Dr.  D.  L. 
Smith,  Sr.,  will  be  held  in  Saluda,  North  Carolina, 
July  5-17,  1948.  Officers  of  the  Seminar  are  Dr. 
S.  F.  Ravenel,  dean;  Dr.  F.  H.  Richardson,  vice 
dean;  and  Dr.  M.  W.  Beach,  vice  dean  elect.  The 
following  faculty  has  been  elected  by  the  Board  of 
Directors:  S.  F.  Ravenel,  F.  H.  Richardson,  0.  H. 
Wilson,  J.  L.  Ward,  Lee  Bivings,  A.  M.  McBrvde, 
R.  M.  Pollitzer,  W.  C.  Davison,  J.  M.  Arena,  K.  M. 
Lynch,  J.  W.  White,  P.  A.  Mulherin,  W.  W.  Quillian, 
Hines  Roberts,  M.  W.  Beach,  D.  L.  Smith,  Jr.,  J.  P. 
Price,  Robert  Lawson.  Amos  Christie,  Ambrose 
McGee,  G.  D.  Johnson,  Hughes  Kennedy,  K.  H. 
Smith,  G.  W.  Wilkinson,  Oren  Moore,  O.  L.  Miller, 
W.  L.  Funkhouser,  L.  W.  Hollo  way,  R.  W.  McKay. 

The  Beard  of  Directors  includes  the  following 
members  from  North  Carolina:  Dr.  J.  LaBruce 
Ward  of  Ashcville,  Dr.  W.  C.  Davison  of  Durham, 
and  Dr.  Robert  Lawson  of  Winston-Salem. 

Information  concerning  registration  for  the  1948 
session  may  be  obtained  from  Dr.  M.  A.  Owings, 
seci'etary-treasurer,  Saluda,  N.  C.  The  registration 
fee  is  $25.00. 


Veterans  Administration 

Under  a  program  just  announced  by  the  Veterans 
Administration,  young  North  Carolina  physicians 
who  have  finished  residency  training  may  now  com- 
plete the  requirements  for  their  specialty  board  ex- 
aminations through  supervised  practice  as  full-time 
staff  members  in  VA  hospitals.  Initial  salaries  I'ange 
from  $4,149  to  $7,102  a  year. 

Oteen  and  Fayetteville  VA  Hospitals  have  open- 
ings at  present,  and  there  are  other  vacancies  in 
|VA  hospitals  at  Perry  Point,  Md.;  Martinsburg,  W. 
,Va.;  Huntington,  W.  Va.;  Keeoughtan,  Va.;  and 
'Roanoke,  Va. 

To  qualify  for  a  position  under  this  program,  a 
physician  must  have  completed  three  years  of  resi- 
dency training  in  medicine,  surgery  or  neuropsychi- 
atry at  an  approved  institution.  These  posts  have 
been  availabk-  heretofore  to  men  finishing  courses 
at  VA  hospitals  but  are  being  offered  for  the  first 
time  to  those  trained  in  other  institutions. 

Doctors  washing  more  detailed  information  or 
those  wishing  to  file  applications  should  communi- 
cate with  the  Branch  Medical  Director,  Veterans 
.Administration,  900  N.  Lombardy  Street,  Richmond 
,20,  Va.  Meanwhile,  they  are  welcome  to  visit  anv  of 
■the  hospitals  named  and  consult  the  manager  about 
opportunities. 

Appointment  of  Dr.  Harvey  J.  Tompkins  of 
Arlington,  Va.,  as  head  of  the  neuropsvchiatr'" 
service  in  Veterans  Administration  Department  of 
Medicine  and  Surgery,  was  announced  recently  by 
Dr.  Paul  B.  JMagnuson,  chief  medical  director.  Dr. 
Tompkins  succeeds  Dr.  Daniel  Plain,  who  has  re- 
signed to  accept  the  position  of  medical  director 
pf  the  American  Psychiatric  Association.  Dr.  Blain 
has  been  chief  of  VA's  neuropsychiatric  service 
since  November,  1945.  He  will  continue  to  serve 
VA's  chief  medical  director  in  an  advisory  capacity. 


American  Physiotherapy  Association 

,  The  annual  conference  of  the  American  Physio- 
therapy Association  will  be  held  at  the  LaSalle 
Hotel  in   Chicago,  May  23-28. 


American  College  of  Surgeons  Approves 
Use  of  Nurse  Anesthetists 

The   Board   of   Regents   of  the  American   College 
of  Surgeons,  at  a  meeting  on  February  22,  adopted 
a  resolution  commending  the  services  of  nurses  who 
have  had   special   training  in  the  administration  of 
anesthesia    and    recomniending    the    continuance    of 
training  courses  in  this  field  for  nurses.  The  resolu- 
tion reads  as  follows: 
"The  American  College  of  Surgeons  regards  with 
deep  cor.cern  the  actions  of  some  physician  anes- 
thesiologists in  giving  the  impi'ession  to  the  laity 
in   the   public  press  that  it   is   unsafe  for  experi- 
enced nurse  anesthetists  to  conduct  surgical  anes- 
thesia. While   it  supports  the  increasing  tendency 
of  physician  anesthesiologists  in  charge  of  surgi- 
cal anesthesia,  it  deplores  at  this  time  any  propa- 
ganda  for    the    elimination    of   the    trained    nurse 
anesthetist.    On   the   contrary,   the   American    Col- 
lege of  Surgeons  is  of  the  opinion  that,  in  view 
of    the    inadequacy    in    number    of    the    physician 
anesthesiologists    and    in    view    of    the    splendid 
record   of  achievement  of  the   nurse   anesthetists, 
institutions  engaged  in  the  training  of  nurses  for 
this    purpose    should    be    encouraged    to    continue 
their   programs." 


National  Gastroenterological 
Association 

The  National  Gastroenterological  Association  will 
hold  its  thirteenth  scientific  session  at  the  Hotel 
Pennsylvania  in  New  York  City  on  June  7-10,  1948. 
The  program  for  the  first  three  days  will  be  at  the 
Hotel  Pennsylvania  and  will  consist  of  symposia  on 
gastroduodenal  ulcer,  ulcerative  colitis,  jaundice, 
and  metabolism,  nutrition  and  allergy.  The  panel 
discussion,  which  will  be  followed  by  a  "question 
and  answer"  period,  will  cover  the  topics  of  ciiabetic, 
tubercular,  psychosomatic  and  cardiac  manifesta- 
tions in  gastrointestinal  diseases.  The  fourth  day 
of  the  session  will  be  devoted  to  a  clinical  day  at 
cooperating  hospitals  in   New  York   City. 

Further  details  and  a  copy  of  the  program  may 
be  obtained  by  writing  to  the  Secretary,  National 
Gastroenterological  Association,  1819  Broadway, 
New  York  2.3,  New  York. 


American  College  of  Chest  Physicians 

The  Board  of  Examiners  of  the  American  College 
of  Chest  Physicians  announces  that  the  next  oral 
and  wTitten  examinations  for  Fellowship  will  be 
held  at  Chicago,  June  17,  1948.  Candidates  for  Fel- 
lowship in  the  College,  who  would  like  to  take  the 
examinations,  should  write  the  Executive  Secretary. 
American  College  of  Chest  Physicians,  500  North 
Dearborn   Street,   Chicago   10,   Illinois. 

The  fourteenth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the  Con- 
gress Hotel,  Chicago,  Illinois,  June  17-20,  1948.  An 
interesting  scientific  program  has  been  arranged  for 
this  meeting,  and  speakers  from  several  other  coun- 
ti'ies  are  scheduled  to  appear. 


International  Short  Wave  Congress 

The  sixth  international  short  wave  congress  will 
be  held  in  Amsterdam.  July  19-24,  1948.  Further 
information  may  be  obtained  from  the  secretary. 
Dr.  J.  Samuels,  Weteringschans  73,  Amsterdam, 
Holland. 
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International  Society  of  Hematology 

The  Inteinational  Society  of  Hematology  will 
hold  its  l^i-aiiiiual  meeting  at  the  Hotel  Statler,  in 
Buffalo,  New  York,  August  23-26,  1948.  Applica- 
tions for  the  presentation  of  scientific  exhibits  are 
now  beint;  received  by  Dr.  O.  P.  Jones,  Department 
of  Anatomy,  University  of  Buffalo,  Buffalo,  New 
York.  Chairman  of  the  Program  Committee  is  Dr. 
Ernest  Witebsky,  Buffalo  General  Hospital,  Buffalo, 
New  York. 

All  scientific  sessions  and  exhibits  will  be  open  to 
scientists  interested  in  hematology.  Communications 
and  applications  concerning  membership  from  this 
country  will  be  received  by  Dr.  William  Dameshek, 
25  Bennett  St.,  Boston,  Massachusetts.  Those  inter- 
ested in  attending  the  meeting  may  communicate 
with  Dr.  Sol  Haberman,  Secretary,  The  William 
Buchanan  Blood  Center,  Baylor  Hospital,  Dallas, 
Texas. 


Classified  Advertisernieints 


News  Notes  from  the  Office  of  the 
Surgeon  General 

U.    S.   Army   Passes   Through   Winter   with 
Best  Health  on  Record 

The  United  States  Army  was  in  better  health 
throughout  the  past  winter  than  during  any  like 
period  in  past  years  for  which  comparable  statistics 
are  available,  it  was  announced  recently  by  the 
Army   Medical   Department. 

Strictly  comparable  figures  for  the  past  quarter- 
century  disclose  an  average  January  hospital  ad- 
mission rate  in  the  Army  of  a  little  over  14  per 
1000  troops  per  week,  while  the  weekly  rate  for 
January,  1948,  was  9.4  per  1000.  The  February,  1948, 
rate  was  50  per  cent  lower  than  the  average  for  the 
past  twenty-five  years;  the  rate  this  year  was  ap- 
proximately 10%  cases  of  illness  per  1000  troops 
per  week,  while  the  twenty-five  year  average  was 
about  15%   per  week. 

New   Professional   Training   Opportunities 
Offered  Army   Doctors 

A  revised  and  greatly  expanded  professional 
training  program  for  regular  Army  and  Reserve 
Medical  Officers  has  been  announced  by  Major  Ge- 
neral Raymond  W.  Bliss,  Surgeon  General  of  the 
Army.  In  line  with  the  policy  of  providing  in  the 
U.  S.  Army  the  highest  standard  of  medical  care 
in  the  world,  the  program  calls  for  1900  new  doc- 
tors in  the  Regular  Army  and  an  increasing  number 
of  volunteer  Reserve  officers  on  active  duty.  The 
program  is  designed  to  give  many  more  Army  doc- 
tors the  training  needed  to  meet  the  requirements 
for  certification  by  the  American  Specialty  Boards, 
and  to  further  integrate  civilian  and  military  medi- 
cine. 

Inform.ation  concerning  any  part  of  the  prograni 
may  be  obtained  from  the  Surgeon  General's  Office. 
Address  requests  to  the  attention  of  the  Chief  of 
Personnel,  SGO,  Department  of  the  Army,  Wash- 
ington, D.  C. 


The  National  Society  for  Crippled 
Children  and  Adults,  Inc. 

Latest  medical  knowledge  on  the  causes  and 
treatment  of  cerebral  palsy  is  contained  in  "The 
Problem  of  Cerebral  Palsy  Today,"  a  57-page  book- 
let written  by  Dr.  Meyer  A.  Perlstein,  one  of  the 
nation's  foremost  pediatricians. 

Copies  of  the  booklet  can  be  obtained  from  the 
National  Society  for  Crippled  Children  and  Adults, 
Inc.,  11  S.  La  Salle  Street,  Chicago  3,  Illinois,  at  25 
cents  each. 


ASSOCIATE  WANTED 

WANTED:  A  young  or  middle-aged  eye,  ear, 
nose  and    throaf    specialist    as   an   associate 
in  a  well  established   practice. 
Address  replies  to  Box  292,  Wilson,  N.  C. 


ASSOCIATE  WANTED 

W.ANTED:  An  associate  in  a  busy  eye,  ear, 
nose  and  throat  practice  in  central  North 
Carolina.  Opportunity,  work,  and  financial 
returns  unlimited. 

Address   "B" 
Post    Office    Box    456 
Winston-Salem,  N.  C. 


ASSOCIATION  WITH  SURGEON   DESIRED 

North  Carolina  native  and  graduate  of 
the  University  of  Virginia,  aged  34,  with 
three  years  approved  training  in  general 
surgery  and  one  year  in  general  practice,  a 
veteran,  desires  association  with  established 
surgeon. 

Address    "G" 

Post   Office  Box  456 

Winston-Salem,   N.  C. 


FOR    SALE 


TUBERCULOSIS  SANATORIUM,  well  estab- 
lished, suburban  Asheville  location.  Frame 
construction.  Twenty  rooms,  nine  sun  porches, 
five  baths,  running  water  in  every  room. 
Forty-patient  capacity.  Completely  furnished, 
including   linens.   Price   $21,000.   Terms. 

NURSING  HOME  in  quiet  residential  district 
of  Ashtville.  Brick  construction.  (Completely 
furnished.  Ten  bedrooms,  three  baths,  full 
attic,  large   porch.   Price  $21,000.  Terms. 

Offered   by    Fidelity    Business   Brokers.   Inc., 

Lobby  Jackson   Building, 

Asheville,   N.    C,    Phones    3166-51.56 


FOR  SALE 


Lake  Lure,  North  Carolina 
Charming  mountain  retreat  in  beautiful 
Blue  Ridge,  suitable  for  physician  or  patient 
seeking  peace  and  quiet.  One  story,  rambling 
house  with  S'/i  acres  finest  woodland  and 
ravines.  Three  bedrooms,  three  baths,  vaulted 
living  room,  huge  stone  fireplace,  dining  room, 
modern  kitchen,  screened  porch,  luxurious 
closet  space,  knotty  pine  interior.  Concrete 
basement,  oil  furnace,  hot  water  heater,  laun- 
drv  tubs.  Suitable  vear-round.  In  best  repair. 
Price,  $19,000. 

For  further  details  address: 

Office  of  Business  Manager,  North  Carolina 
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GENERAL   MEETING 

Tuesday,   May   4—10:30   A.M. 

TWENTY-FIFTH    ANNUAL    MEETING  Pine  Room 

OF   THE  Mrs.   W.   Reece   Berryhill,   President,   Presiding 

AUXILIARY  TO  THE  MEDICAL  program 

oQQjprpY    Qp    THE    STATE    OF  *"""    '"   order Mrs.    W.    Kccce    Berryhill,    Chapel    Hill 

■jkT^-p  rpij    /^ATJOT  TISJA  Invocation Mrs.    P.    P.    .McCain,    Southern    Pines 

Address    if   Welcome Mrs.    H.   E.    Bowman,    Aberdeen 

Response Mrs.    Ben    Lawrence 

Memorial    Service Mrs.    11.    H.    Foster,    Xorlina 

RULES   AND   PROCEDURE 

Reports  of   Executive  Officers 

1.  Register  on   arrival   and   receive   badge.    ($1.00 —         First  Vice-President 

fifty    cents    for    Auxiliary    expense    and    dues    to  Chnin.   of   Organization^ -Mrs:    Frederick   Ta.vlor.   High   Point 

Auxiliary  of  A.M.A.,  and  fifty  cents  for  upkeep  ^f°"''  Vice-President 

„     ,  ,,  r,o         i-  -i-ij.  Chairman  of  Activities Mrs.  Watson  Roberts,  Durham 

of  three  beds  at   State   Sanatoria  maintained  for  corresponding  Secretan'— Mrs.  Fred  Patterson,  Chapel   Hill 

doctors,   doctors'   families,  nurses,  children,  others,  Recording   Secretan' Mrs.   David   Cayer,   Winston-Salem 

preference  in  order  given — fee  for  all  who  do  not         Treasurer Mrs.   E.   C.   Judd,   Raleigh 

present   current   membership    card.)    Wear   badge  ^''-''^irtent Mrs.   W.   Reece  Berryhill,   Chapel   Hill 

to   all  functions.                                              •  Report  from  Chairman  of 

Advisory   Board Dr.    Rachel    Davis',    Kinston 

2.  Register  for  Bridge  Party.  ^^p^^  ^^  Chairman  of 

3.  Secure   Luncheon  Ticket.  Revision    Committee Mrs.    J.    Buren    Sidbury,    Wilmington 

tlreetings  from  MedicaJ  Society  of  the  State  of 
North   Carolina Dr.   J.    F.   Robertson,    Wilmington 

-|-j-|3  ^— ^^xj  A  \/f  Presentation  of  Davis  Cup 

Unfinished   Business 

Mondav,  May  3rd  v-       t, 

-  '  •'  New  Business 

8:30   P.  M.      Bingo    Party — Pine    Room — Mrs.    Geo.  Election   of  Delegate   to  National   .\uxiliary 

xj    •    ■+  1^     ni^    •  Report   of   Nominating 

tleimtsn,    L-nairman  Committee Mrs.    George    Carrington,    Burlington 

For  men  and  women— 50  cents  per  card  installation  of  Officers-_Mrs.   P.  P.   McCain,   Southern  Pines 

Presentation   of  Gaivel 

Balance    cleared    will    go    to    Auxiliary  Inaugural    Remarks Mrs.    K.iymond    Thompson,    Charlotte 

Bed   Fund  Announcements 

Adjournment 
Tuesday,    May   4th  

9:00  A.M.     Executive   Board   Meeting — Pine   Room 

MOORE   COUNTY   AUXILIARY   HOSTESSES 
10:30  A.M.     Annual  Meeting — Pine  Room 

.Mrs.    H.    E.    Bowman Aberdeen,    President 

1:00  P.M.     Silver    Anniversary    Luncheon — Pine-        Mrs.  A.  A.  Vanore Robbins,  Vice-President 

hurst    Country    Club — Mrs.    W.    F.    Hoi-       .Mrs.   Thos.   N.    Lide Southern    Pines',    Sec.-Treas. 

lister.    Chairman  Mrs.    P.   P.    McCain Southern    Pines,    General    Chairman 

Carolina   and  Hollv   Inn   luncheon  tick-      ^"■''   •''   ^'    ^""":f',V -Southern    Pines 

ets   will   be  accepted.   Those  not   regis-      •'■"'■  ^:    \  ^^'\','."r i"''^^^^"'    ^l""^ 

tered    at     these     hotels     mav     purchase      ^  '■-^-   I"'-    ^-    ""'".ff -Southern   Pines 

tickets   before    11:00   A.M.  "at   Carolina      ^  ■■-'■    ^^'^f'^    "''""* i'"'^^^"'    l[°^' 

TT4.1T-11         rr,  .ii'  i  lu       ^'^S'    Rcubcn    MacBraycr Southern    Pines 

Hotel    Desk.     Transportation    to     club      „^^    ^^    j    pj^,,^^ ^^^^^^^  ^.^^^ 

^"""shed.  „^^    j^     P,    j^„^^^^ ,^,^^^ 

4:00P.M.     Tea— West  Parlor— Mrs.  Thos.  N.  Lide,  ^;'''-   ^-    ^^.^if^' -Robbins 

ri,t,;,.„,ov,  ^''■•*'    ^^  ■    ^I-    ^•"'■r Pinehurst 

Lnanman  ^l^._^    .^^.     ^     Mu^jgett Pinehurst 

Hononng  1.  Mrs.  W.    Reece   Berryhill  j,,.^.    j    ^    Grier West  End 

2.  Mrs.  Raymond    Thompson 

3.  Mrs.  J.  F.  Robertson  

4.  Past  Presidents 

POR.R.'PPTTO?^ 
7:00  P.M.     Medical   Society  Banquet 

looo  -nuT     AT  J-    1  c.    ■  ^     n  ,,  The  name  of  Mr.s.  R.  A.  Herring  of  High 

,10:00  P.M.     Medical  Society  Ball  -r.    ■    .  ,  .^  i  ■       ^        j.      Z\ 

Point,  a  member-at-large,  Avas  inadvertently 

Wednesday,  May  5th  omitted  from  the  roster  of  members  which 

iinn«  .  ,,     „  •,       „  ,^  ^     ,    T,        ,         appeared    in    the    September    issue    of    the 

10:00  A.M.— Bridge    Party— (Large    Card    Room  —      ^^  ^  -vi- 

Mrs    R.   M.   McMillan,   Chairman  NORTH    CAROLINA    MEDICAL    JOURNAL. 
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BOOK  REVIEWS 


Ovarian  Tumors,  an  independent  unit  of 
tlie  luose-leaf  Encyclopedia  of  Endocrinol- 
ogy. Bv  Hans  Selve.  M.D.,  Pli.D.  (Prague), 
D.Se.  (McGill),  F.R.S.  (Canada).  Professor 
and  Director  of  the  Institute  of  Experi- 
mental Medicine  and  Surgery,  University  of 
Montreal.  2  volumes,  amply  illustrated. 
Price,  $21.75.  Montreal,  Canada:  Richard- 
son, Bond  and  Wright,   Publishers,   1946. 

In  the  monumental  Encyclopedia  of  Endocrinology 
prepared  by  Dr.  Selye,  two  volumes  on  the  subject 
of  ovarian  tumors  appear.  They  may  be  purchased 
independent  of  the  complete  set  of  books. 

These  volumes  represent  a  complete  review  of  the 
world  literature  on  this  important  subject.  One 
volume  ol  427  pages  is  required  for  compiling  and 
accurately  cataloguing  more  than  .33,000  references 
on  ovarian  tumors. 

The  organization  of  the  text  is  clear  and  concise, 
and  one  may  learn  without  difficulty  the  informa- 
tion which  is  available  in  the  literature  relative  to 
any  question  concerning  benign  or  malignant  ova- 
rian neoplastic  diseases.  The  subject  index  covers 
each  major  subject,  and  further  minute  sub-indices 
permit  immediate  reference  to  the  pag^;  and  section 
of  the  text  dealing  with  any  subject.  The  termi- 
nology used  and  the  organization  of  material  differs 
slightly  from  that  usually  found  in  the  American 
texts.  Howevei,  no  difficulty  in  identifying  the  sub- 
ject matter  results,  since  all  synonymous  terms  are 
listed. 

Each  section  presents  a  complete  analysis  of 
available  knowledge  on  the  subject.  For  example, 
the  section  on  "Ovarian  Common  Carcinomas"  in- 
cludes subdivisions  on  synonyms,  references  to  all 
major  reviews  of  the  subject  which  have  appeared  in 
English,  French,  German,  Italian,  and  Spanish, 
definitions,  history,  classification,  pathologic  anat- 
omy, chemical  composition,  incidence,  pathogenesis, 
clinical  ;ourse,  complications,  diagnosis,  prognosis, 
and  therapy. 

These  volumes  represent  the  outstanding  recent 
contribution  in  the  field  of  ovarian  disease.  They 
combine  the  features  of  a  practical  working  source 
of  information  with  an  invaluable  reference  book. 
It  is  impossible  to  indicate  the  scope  of  this  fine 
woi'k,  which  can  be  recommended  without  reserva- 
tion. 


Gynecology  with  a  section  on  Female 
Urology.  By  Lawrence  R.  Wharton,  Ph.B., 
M.D.,  Assistant  Piofessor  of  Gynecology, 
The  Johns  Hopkins  Medical  School;  Assist- 
ant Attending  Gynecologist,  The  Johns 
Hopkins  Hospital;  Consultant  in  Gynecol- 
ogy, The  Union  Memorial  Hospital,  Hos- 
pital for  the  Women  of  Maryland,  Sinai 
Hospital  and  Church  Home  and  Infirmary. 
Ed.  2.  1027  pages,  with  479  illustrations. 
Price,  $10.00.  Philadelphia  and  London: 
W.  B.   Saunders  Company,  1947. 

Dr.  Wharton  has  enlarged  and  improved  his  fine 
book  on  gynecology  and  female  urology  in  this 
second  edition.  He  has  brought  his  subjects  up  to 
date,  and  each  one  is  clearly  and  fully  described. 
No  extraneous  material  is  included.  His  second 
chapter  on  congenital  malformations  and  their  man- 
agement  is  excellent  and  easily  understood. 


The  section  on  endocrinology  presents  the  factual 
information  which  is  now  available  to  us  relative 
to  norma!  sexual  endocrinology  of  the  female  and 
the  frequent  abnormalities  which  are  encountered 
in  practice.  The  discussion  of  their  management  is 
clear  and  to  the  point. 

The  ssction  on  pelvic  infection  is  excellent.  The 
author  points  out  that  consei-vative  treatment  is  in- 
variably indicated  in  acute  pelvic  infections,  and 
carefully  and  clearly  outlines  the  plan  of  therapy 
which  should  be  instituted.  The  discussion  of  chronic 
inflammatory  disease  gives  a  good  presentation  of 
the  accepted  procedure  in  the  management  of  these 
conditions. 

The  section  on  leukorrhea  and  vaginal  infections 
outlines  a  specific  approach  to  the  diagnosis  of  the 
offending  organism  and  describes  various  specific 
agents  which  ma^-  be  used  for  treatment. 

The  chapters  on  cervical  disease  are  greatly  im- 
proved. Carcinoma  of  the  cervix  is  given  considera- 
tion, and  greater  emphasis  is  placed  upon  the  early 
diagnosis  of  cervical  malignancies.  The  author 
states  that  a  biopsy  should  be  taken  before  any 
treatment  is  begun  for  cervical  disease  of  any  type. 
The  discussion  of  the  treatment  of  carcinoma  of  the 
cervix  is  a  careful  collection  and  presentation  of  the 
present  opinion.  Irradiation  and  operation  are  dis- 
cussed at  some  length,  and  the  advantages  and  dis- 
advantages of  various  forms  of  therapy  are  given 
an  unprejudiced  review. 

The  section  of  the  book  dealing  with  female  urol- 
ogy contains  a  new  chapter  on  water  cystoscopy  in 
the  female  prepared  by  Dr.  Charles  L.  Prince,  in 
addition  to  the  chapters  on  air  cystoscopy  using 
the  Kelly  technique.  A  short  but  excellent  chapter 
on  the  relationship  between  the  urinary  and  repro- 
ductive organs  in  women  is  included. 

This  new  edition  of  Dr.  Wharton's  text  is  highly 
lecommended. 


Applied    .Medical   Bacteriology.    By   Max   S. 

^larshall,  Ph.D.,  Division  of  Bacteriology, 
Medical  Center  of  the  University  of  Cali- 
fornia, San  Francisco,  California.  340 
pages.  Price,  .$4.50.  Philadelphia:  Lea  & 
Febiger,  1947. 

The  author  has  made  an  outstanding  contribution 
to  the  student  and  clinician  in  this  well  written,  up- 
to-date  presentation  of  medical  bacteriology.  The 
application  of  this  science  is  made  clearly  evident 
by  a  brief  and  concise  integration  of  the  funda- 
mentals of  bacteriology  with  the  epidemiology, 
pathology,  and  symptomatology  of  the  infectious 
diseases. 

The  first  part  of  the  book  deals  with  practical 
techniques,  including  those  which  are  essential  for 
public  health  control.  Two  valuable  chapters  on  bio- 
logic products  and  methods  of  collection  and  ship- 
ment of  specimens  follow.  The  remainder  of  the 
text  deals  with  approximately  sixty-five  infectious 
diseases  and  outlines  specific  serologic  and  bacteri- 
ologic  methods  useful  in  the  diagnosis  of  each.  The 
constant  use  of  cross-indexing  adds  to  readability 
by  eliminating  unnecessary  repetition. 

This  book  is  highly  recommended  to  the  medical 
student,  public  health  officer,  and  practitioner.  In 
addition,  it  should  serve  as  a  valuable  broadening 
supplement  for  the  technician  or  student  of  bacteri- 
ology. 
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A     Manual     of     Clinical     Therapeutics  —  A 

Guide    for    Students    and    Practitioners.    By 
Windsor     C.   Cutting,     M.D.,     Professor     of 
Therapeutics,    Stanford    University    School 
of  Medicine.  San  Francisco,  California.  Ed. 
2.    712    pages,   with    30    illustrations.    Price, 
$5.00.     Pliiladelphia     and     London:     W.     B. 
Saunders  Company,  1948. 
The    second     edition    of    the     Manual   of    Clinical 
Therapeutics    should    prove    to    be    of    considerable 
value  for  medical  students,  house  officers,  and  prac- 
titioners of  genei-al  medicine.  As  Dr.  Cutting  stated 
in  the  preface  of  his  book,  these  are  the  groups  for 
whom  it  was   primarily   intended. 

The  manual  is  not  a  substitute  for  the  more  de- 
tailed texts  of  pharmacology  and  therapeutics,  but 
is  a  concise,  pocket-sized  guide  to  specific  medical 
treatments. 

This  edition  includes  the  many  significant  im- 
provements in  therapy  which  have  been  introduced 
within  th';  past  four  to  five  years.  The  newer  anti- 
biotics, vitamins,  and  antihistamine,  antithyroid  and 
antimalarial  drugs  are  among  the  many  subjects 
which  have  been  added  since  the  first  edition. 
Specific  references  to  the  current  literature  have 
been  cited  in  connection  with  the  treatment  of  each 
disease  pi'ocess. 

The  manual  is  necessarily  succinct,  but  space  has 
been  allotted  to  a  clinical  description  of  each  syn- 
drome. 

Of  especial  value  are  the  nine  appendices,  which 
include  sections  on  diets,  physiotherapy,  prescrip- 
tions, poisons,  dosages,  height  and  weight  charts, 
and  techniques  of  the  more  common  diagnostic  pro- 
cedui'es  and  of  drug  and  fluid  administration. 


The     Foot     and     Ankle.     By    Philip    Lewin, 
M.D.,  F.A.C.S.,  Associate  Professor  of  Bone 
and  Joint   Surgery,   Northwestern   Univers- 
ity   Medical    School;     Professor    of    Ortho- 
paedic      Surgery,      Postgraduate       Medical 
School  of  Cook   County  Hospital;   formerly 
Colonel,    Medical   Corps,    Army    of    United 
States.     Ed.    3.    847    pages.     Price,    .$11.00. 
Philadelphia:   Lea  and   Febiger,   1947. 
The     third     edition     of     Lewin's     book     has     been 
thoroughly  revised  and  includes  the  latest  material 
about  chemotherapy,  circulatory  lesions,  bone  graft- 
ing,   and    plastic    procedures    as    they    apply    to    the 
foot  and  ankle.  The  author  has  drawn  heavily  on  his 
valuable   expci'ience    in    World    War    II    in    bringing 
this  extensive  work  up  to  date. 

The  book  is  meant  to  serve  as  a  guide  to  the 
student,  general  practitioner,  industrial  surgeon,  and 
orthopedic  surgeon  in  the  diagnosis  and  treatment 
of  conditions  in  the  foot  and  ankle.  It  is  too  de- 
tailed for  practical  purposes,  however,  unless  one 
is  primarily  concerned  with  these  conditions. 

There  is  no  aspect  of  the  subject  that  has  not 
been  thoroughly  covered.  Three  hundred  and  eighty- 
nine  admirable  illustrations  make  the  descriptive 
material  very  easy  to  understand. 

One  should  know  the  author  to  appreciate  the 
philosophy  which  is  sprinkled  generously  through- 
out. ,     , 


Pharmakologie   als   Theoretische   Grundlage 
Einer     Rationellen     Pharmakotherapie.      By 

Knud  0.  Moeller.  744  pages.  Basel,  Switzer- 
land:   Benno    Schwabe    and    Co.,    1947;    im- 
ported   bv    Grune    &     Stratton.   Inc.,     New 
York. 
The  author  of  this  text  is  professor  of   pharma- 
cology in  the  University  of  Copenhagen.  His  book  is 


comprehensive  and  exceptionally  modern,  consider- 
ing the  difficulties  under  which  it  was  written.  Its 
value  is  increased  by  an  extensive  bibliography 
which   is  especially  rich  in   European   references. 

The  appeal  of  this  text  to  students  of  the  United 
States  is  considerably  decreased  by  the  fact  that  it 
is  written  in  German.  Nevertheless,  to  one  familiar 
with  German  it  is  apparent  that  the  style  is  very 
clear  and  simple.  The  book  will  be  interesting  and 
valuable  tc  those  who  have  a  reading  knowledge  of 
German  or  to  those  students  who  would  like  to 
acquire  such  a  knowledge. 


Pharmacology,    Therapeutics    and    Prescrip- 
tion   Writing  —  For     Students    and     Practi- 
tioners.  By   Walter  Arthur   Bastedo,   Ph.G., 
Ph.M.  (Hon.),  M.D.,  Sc.D.  (Hon.),  F.A.C.P., 
Consulting   Physician,    St.   Luke's    Hospital, 
N.  Y.;  St."  Vincent's  Hospital,  Staten  Island, 
and  the   Staten   Island   Hospital;    President, 
U.S. P.    Convention    1930-40;    Member    Revi- 
sion   Committee,    U.S. P.    Formerly    Curator 
of  the   N.  Y.   Botanical   Garden;   Attending 
Physician,   City  Hospital,  N.  Y.;   Instructor 
in  Pharmacology,  Cornell  University;  Asso- 
ciate   in    Pharmacology    and    Therapeutics 
and    Assistant   Clinical    Professor   of    Medi- 
cine, Columbia  University.  Ed.  5.  840  pages, 
with    82    illustrations.    Price,    $8.50.    Phila- 
delphia and   London:   W.  B.  Saunders  Com- 
pany,  1947. 
This   is  the  fifth   edition   of  a  book  which   is  well 
known    to    many    generations    of    medical    students. 
Although   much   of  the   material   has   been   changed 
little  from  that  found  in  previous  editions,  such  re- 
cent advances  in  pharmacology  and  therapeutics  as 
antibiotics,  folic  acid,  rutin,  metapon,  and  the  anti- 
histaminics  are  discussed. 

The  usefulness  of  this  book  as  a  text  for  medical 
students  and  as  a  reference  for  the  practitioner  is 
impaired  liy  the  absence  of  complete  references  to 
outstanding  papers  and  recent  comprehensive  re- 
views. The  book  is  easily  read,  and  is  quite  lucid. 


Hit  iipmnnam 


ANNA  M.  GOVE,  M.D. 

In  the  death  of  Dr.  Anna  M.  Gove,  which  occurred 
at  the  Wesley  Long  Hospital  in  Greensboro  on  Jan- 
uary 28,  1948,  the  Guilford  County  Medical  Society 
and  the  tntire  profession  in  North  Carolina  lost  a 
loyal,  skillful,  and  pioneer  member.  Dr.  Gove  was 
the  second  woman  physician  in  the  state,  coming  to 
the  Woman's  College  in  1893.  She  joined  the  State 
and  county  Societies  in  1896.  As  a  pioneer  woman 
physician  she  was  somewhat  of  a  curiosity  both  to 
her  colleagues  in  the  profession  and  to  the  students 
and  their  parents  at  the  college;  but  her  outstand- 
ing skill  as  a  physician,  together  with  her  dignity, 
charm,  and  sense  of  humor,  soon  won  her  not  only 
their  acceptance,  but  their  devoted  love  and  admi- 
ration as  well. 

Dr.  Gove  was  particularly  fitted  by  nature  for  the 
role  which  she  filled  so  admirably  for  so  many  years 
— that  of  medical  advisor  and  friend  to  thousands 
of  young  women  students.  To  begin  with,  she  had 
an  active  and  acute  mind,  and  was  intensely  in- 
terested in  every  phase  of  medical  progress  from 
the  time  when  as  a  child  she  drove  with  her  doctor 
father  on  his  rounds,  and  listened  to  him  talk,  to 
the  very  end  of  her  life,  when  she  was  still  reading 
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medical  literature  and  attending  scientific  meetings 
with  far  more  eagerness  than  the  condition  of  her 
eyes  or  her  health  warranted.  Given  this  interest 
and  intelligence,  she  then  proceeded  to  develop  it  to 
the  very  greatest  degree  possible.  There  is  no  doubt 
that  few  doctors  in  North  Carolina,  or  elsewhere, 
had  the  training  which  she  insisted  upon  for  herself. 
A  student  at  the  Massachusetts  Institute  of  Tech- 
nology, aiid  in  1892  a  graduate  of  the  Woman's  Med- 
ical College  of  the  New  York  Infirmary,  she  soon 
felt  her  need  for  further  work,  and  in  1896-97 
studied  in  Vienna  under  such  men  as  Politzer,  Adler, 
Henoch,  and  Kraft  Ebing.  During  the  summer  of 
1897  she  went  to  Moscow  as  official  delegate  from 
North  Carolina  and  New  Hampshire  to  the  Inter- 
national Medical  Congress  held  there  that  year. 
Summer  sessions  were  spent  at  the  University  of 
Chicago,  Cornell,  and  later,  two  succeeding  sum- 
mers at  the  University  of  Michigan.  Not  satisfied, 
she  again  applied  for  leave  of  absence  in  1913  and 
1914,  and  sailed  for  further  study  in  Vienna. 

All  this  preparation,  admirable  as  it  was,  might 
not  have  fitted  her  for  the  role  she  chose  for  her- 
self as  a  college  physician.  But  her  personality  was 
eminently  suited  to  her  work.  Kindliness,  interest, 
and  understanding  of  the  problems  of  every  one, 
Init  particularly  of  young  women,  hospitality  that 
knew  no  stint,  and  generosity  that  was  unbounded 
were  her  chief  characteristics,  and  would  have  won 
her  the  love  of  any  community  in  which  .she  worked. 
However,  in  Dr.  Gove,  extras  were  added  which 
made  girls  narticulai'Iy  responsive  to  her.  These 
extras  were  charm,  a  light,  graceful  sense  of  humor, 
which  was  never  biting  or  sarcastic,  beautiful 
clothe*;  worn  always  with  distinction,  and  a  gracious 
way  of  living  which  appealed  particularly  to  college 
women.  Only  the  other  day  a  senior  was  reminded 
that  Dr.  Gove  had  given  her  her  routine  medical 
examination.  Her  face  lit  up.  "Yes,"  she  said,  "I 
remember.  She  talked  to  me  about  birds  and  I  had 
such  a  good  time."  In  1936  the  alumnae  of  the  col- 
lee-e  exnressed  their  love  and  admiration  for  her  in 
asking  that  the  Infirmarv.  built  under  her  super- 
vision in  1912,  be  named  for  her. 

D)-.  Gove's  medical  accomnlishments  are  many. 
Her  conduct  of  Student  Health  Service  at  the  Wo- 
man's Collea-e  for  so  manv  years  was  always  pro- 
e-ressive  and  successful.  She  w'as  a  pioneer  in  tho 
detection  find  control  of  tuberculosis  in  colleges,  a 
work  which  is  now  carried  on  in  all  of  the  better 
collpges.  I  auole  from  a  letter  bv  the  late  Dr.  Paul 
McCain,  written  May  16,  1936:  "Dr.  Gove  has  been 
nne  of  the  leaders  among  college  physicians  of  the 
United  States  in  trying  to  stamp  out  tuberculosis 
among  collee-e  students.  She  has  been  one  of  the 
Tiionpors  in  this  work  and  her  eft'orts  have  been  so 
a-reatlv  apnreciated  bv  the  National  Tuberculosis 
.Association  that  she  was  requested  to  read  a  Daoer 
on  the  subject  at  the  meeting  of  the  National  Tuber- 
culosis Association  in  New  Orleans." 

Her  work  at  the  college  was  further  recognized 
in  1933  by  the  vice-presidency  of  the  American  Stu- 
dent Health  Association,  and  in  1936  by  the  chair- 
manship of  an  important  round-table  discussion  at 
the  second  National  Conference  on  College  Health. 

Outside  of  the  college  her  chief  medical  contribu- 
tion was  her  work  in  Europe  during  the  first  World 
War.  She  sailed  for  Europe  under  the  auspices  of 
the  American  Red  Cross  in  March,  1918,  and  did 
clinic   work    with    children    and    general    community 


work  in  Marseille  and  the  villages  round  about  until 
she  returned  to  the  United  States  in  August,  1918. 
She  was  also  connected  with  the  Smith  College  Unit 
during  part  of  that  time.  As  at  the  Woman's  Col- 
lege, her  helpfulness  and  skill  made  her  invaluable 
in  all  capacities  of  European  medical  relief. 

Dr.  Gove  belonged  to  many  scientific  organiza- 
tions. She  was  an  honorary  fellow  of  the  North 
Carolina  Medical  Society,  a  member  of  the  Ameri- 
can Medical  Association,  the  American  Public 
Health  Association,  and  the  American  Association 
for  the  Advancement  of  Science — to  name  only  a 
few. 

But  it  is  in  the  hearts  of  her  patients,  her  friends, 
and  her  colleagues  that  she  will  live  on — a  skillful 
physician,  a  loyal  friend,  and  a  good   companion. 

*    Ruth  M.  Collings,  M.D. 

For  the  Bereavement  Committee 
of  the  Guilford  County  Medical 
Society 


REUBEN  ADOLPHUS  McBRAYER,  M.D. 

Reuben  Adolphus  McBrayer  was  born  in  Asheville 
on  November  26,  1891.  He  was  the  son  of  Dr.  Lewis 
B.  McBrayer  and  Lillie  Cordelia  McBrayer.  He  re- 
ceived his  A.B.  degree  from  Wake  Forest  College 
in  1911.  In  1916  he  was  graduated  from  the  Uni- 
versity of  Pennsylvania  Medical  School  and  almost 
immediately  thereafter  entered  the  army  as  a  medi- 
cal officer.  He  was  on  active  duty  in  Mexico  prior 
to  World  War  I  and  later  was  on  active  duty  in 
this  country.  After  World  War  I  he  was  on  the  staff 
of  the  North  Carolina  Sanatorium  for  a  time.  He 
later  practiced  internal  medicine  in  Shelby,  North 
Carolina.  For  a  time  he  was  on  the  stafl"  of  the  Yale 
Medical  School  and  Hospital,  and  later  was  associ- 
ate pathologist  of  the  postgraduate  hospital  of  Co- 
lumliia  University. 

In  1937  he  was  appointed  Medical  Director  of  the 
Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey,  and  continued  in  that  capacity  for  the  next 
five  years.  During  this  period  he  was  also  consultant 
in  endocrinolog'y  and  associate  in  pathology  for  the 
Overlook  Hospital  in  Summit. 

Dr.  McBrayer  volunteered  for  medical  duty  in 
World  War  II  on  the  day  following  Pearl  Harbor, 
and  reported  for  active  duty  as  a  major  in  the  Medi- 
cal Corps  in  January,  1942.  He  continued  on  active 
duty  throughout  the  period  of  the  war,  serving  one 
and  a  ha^f  years  in  the  European  Theater  of  Opera- 
tions, first  as  commanding  officer  of  the  110th  Sta- 
tion Hospital  and  later  as  hospital  inspector  for 
the  European  Theater  of  Operations,  where  he  was 
in  the  office  of  the  chief  surgeon,  E.T.O.  At  the  time 
of  retirement  from  the  army  he  was  a  full  colonel 
in  the  Medical  Corps,  A.U.S. 

Since  his  retirement.  Colonel  McBrayer  had  been 
making  his  home  in  Southern  Pines.  He  is  survived 
bv  his  widow.  Myrtle  F.  McBrayer;  a  brother,  Lewis 
McBrayer;  and  a  sister,  Mrs.  Sadie  McCain.  Dr. 
McBrayer  was  a  member  of  the  American  Medical 
Association,  the  North  Carolina  State  Medical  and 
Moore  County  Medical  Societies.  He  was  a  fellow 
of  the  American  College  of  Physicians,  a  fellow  of 
the  New  York  Academy  of  Medicine,  and  a  member 
of  the  Association  of  Military  Surgeons  of  the 
U.  S.  A. 
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PSYCHIATRY  IN  THE  MODERN  MEDICAL  SCHOOL 

Arthur  H.  Ruggles,  M.D.* 
Providence,  Rhode  Island     . 


Perhaps  the  title  of  this  talk  should  be 
changed  to  "Modoii  Psychiatry  in  the  Mod- 
ern Medical  School."  The  old  descriptive 
psychiatry  which  is  still  taught  in  a  few 
medical  schools  is  not  modern  psychiatry, 
and. should  not  be  perpetuated  in  the  mod- 
ern school  trying  to  train  medical  students 
in  applied  psychiatry.  For  too  many  years 
medical  students  were  burdened  with  psy- 
chiatric terminology  of  a  descriptive  type 
and  with  classification  of  nervous  and  men- 
tal diseases  on  the  basis  of  symptomatology. 
Now  we  know  that  the  medical  student  must 
be  interested  in  a  dynamic  concept  which 
helps  liim  to  understand  not  so  much 
whether  an  illness  is  a  manic-depressive 
psychosis,  a  reactive  depression,  or  an  invo- 
lutional melancholia,  but  rather  why  Mr.  A 
or  Mr;.  B  becomes  depressed,  apparently 
concerning  a  situation  that  is  common  to 
thousands  of  Mr.  A's  and  Mrs.  B's  who  do 
not  break  down.  What  is  the  physiologic  or 
psychologic  weakness  that  makes  this  indi- 
vidual vulnerable  to  depressive  reactions? 

Emphasis  on  Etiologic  Diagnosis 
and  Treatment 

The  modern  medical  school  now  knows 
that  3i)me  mental  illnesses  are  directhi  due 
to  physical  disorders,  and  teaches  these 
facts.  II  teaches  also  how  to  remedy  the 
underlying  physical  disorder  through  medi- 
cal treatment,  surgical  interference,  or 
dietary  readjustment.  There  are  manv  other 


Rend  at  the  dedication  exercises  held  at  tlie  openinc-  of 
Gravlyn,  relial)ilitation  center  of  tile  Bowman  Gra)-  SfhonI 
of  Medicine  of  Wake  Forest  College,  ■\Vinst<)n-Saleni.  Sep- 
tember  1(1.   10  1". 

*  Supe'intendent  of  Butler  Hospital,  Providence,  liliode 
Island. 


nervous  and  mental  illnesses,  however,  for 
which  we  do  not  know  the  exact  etiology. 
In  such  cases  we  must  constantly  search  for 
underlying  factors — biochemical  or  psycho- 
logic, and  sometimes  both.  The  medical  stu- 
dent must  be  given  an  understanding  of  the 
desire  to  escape  from  an  unpleasant  situa- 
tion through  the  route  of  neurosis  or  psy- 
chosis, and  must  be  taught  how  factors  can 
be  manipulated  in  order  to  get  the  patient  to 
employ  a  more  socially  and  medically  accept- 
able method  of  meeting  difficult  situations. 

Mr.  S.,  a  mild-mannered,  industrious  little 
man  of  59  years,  makes  an  extremely  violent 
and  aggressive  suicidal  attempt.  Why  should 
this  Mr.  Milktoast  choose  such  an  obviously 
aggressive  action?  The  answer  can  not,  in 
our  modern  teaching,  be  given  by  saying  that 
he  has  a  depression.  It  must  go  extensively 
into  the  background  and  source  of  his  ag- 
gression, which  proved  to  be  directed  against 
an  e.xtremely  dominating  and  sadistic  mem- 
ber of  his  family,  for  whom  he  had  a  terrific, 
but  for  many  years  controlled,  hatred.  This 
situation  was  brought  out  during  a  sodium 
amytal  interview,  when  his  inhibitory  mech- 
anisms were  temporarily  removed  by  the 
drug.  Then  we  gained  a  scientific  under- 
standing of  the  case  that  made  our  treat- 
ment intelligent  and  effective. 

Let  us  take  another  case,  which  illustrates 
the  need  for  understanding,  not  only  of  the 
personality  make-up,  but  also  of  the  age 
periods  in  which  certain  types  of  mental 
illness  are  most  common,  and  of  etiologic 
factors,  both  physical  and  psychic. 

Mrs.  M.,  a  48-year-old,  childless  widow, 
has  spent  the  last  ten  years,  since  her  hus- 
band's death,  employed  in  a  most  important 
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secretarial  position.  She  has  been  outgoing, 
tending  at  times  to  show  some  overactivity 
and  some  overoptimism,  but  doing  her  work 
well.  Her  office  associates  notice  that  she  is 
becoming  a  bit  careless  in  both  her  work 
habits  and  her  social  relationships,  as  well 
as  in  her  dress.  They  advise  her  to  see  her 
family  doctor,  saying  that  she  is  "on  the 
verge  of  a  nervous  breakdown."  A  history  is 
taken,  a  cursory  physical  examination  is 
made,  and  she  is  told  that  she  is  working 
too  hard  and  must  rest  for  a  while.  During 
the  prescribed  two  weeks'  rest  period,  she 
is  more  and  more  active,  spending  money 
far  too  fi-eely,  and  becoming  increasingly 
disordered  in  her  social  engagements  and  in 
her  dress.  She  begins  to  develop  grandiose 
ideas,  and  telephones  at  all  times  of  day  and 
night  to  even  casual  acquaintances.  In  her 
written  productions,  her  closest  friends  no- 
tice a  marked  disorder  in  her  handwriting, 
as  well  as  in  what  she  attempts  to  sa,\ .  She 
returns  to  her  family  doctor  for  a  check-up, 
and  he,  appreciating  the  abnormal  state  of 
mind,  sends  her  to  a  psychiatrist. 

In  this  case  the  doctor  must  utilize  to  the 
full  all  known  methods  of  diagnosis,  in  order 
to  apply  the  appropriate  treatment.  Psycho- 
logically, the  overactivity,  some  flight  of 
ideas,  and  a  grandiose  trend  of  thinking  and 
acting  are  apparent.  Is  this  a  nervous  break- 
down, or  is  it  the  result  of  underlying  physi- 
cal illness?  A  careful  physical  examination 
shows  abnormal  deep  reflexes,  irregular  and 
abnormally  reacting  pupils,  and  occasional 
slurring  in  speech.  These  findings  are  all 
too  often  attributed  to  nervous  exhaustion, 
but  to  the  well-trained  physician,  who  has 
been  thoroughly  grounded  in  medical  school 
in  the  close  relationship  of  physical  dis- 
orders and  mental  reactions,  they  indicate 
the  need  for  a  laboratory  examination  of 
the  blood  and  spinal  fluid.  This  examination 
makes  evident  the  diagnosis  of  general  pare- 
sis, and  the  appropriate  treatment  for  this 
disease  may  then  be  administered.  Before 
we  knew  that  this  particular  mental  dis- 
order was  due  to  syphilis  of  the  nervous 
system,  the  treatment  was  unavailing  and 
the  patient  died  a  lingering  and  pathetic 
death  in  about  two  years.  Today,  with  our 
knowledge  of  etiology  and  modern  methods 
of  treatment,  the  result  in  the  majority  of 
cases  is  very  favorable. 

This  case  illu.strates  the  relationship  be- 


tween bodily  disease  and  mental  symptoms, 
and  teaches  the  student  that  a  good  history 
and  an  understanding  of  the  patient's  psy- 
chologic make-up  are  necessary  to  explain 
the  overactive,  grandiose  mental  picture 
which  developed  when  the  normal  inhibitory 
mechanisms  were  relaxed  by  disease.  With 
such  i'  case  for  teaching  material,  the  in- 
structor can  discuss  the  whole  subject  of 
somatic  and  psychologic  inter-relationships, 
and  show  the  student  how  an  accurate  diag- 
nosis is  essential  to  adequate  and  effective 
treatment.  The  necessity  for  a  thorough 
knowledge  of  ner^'ous  pathways,  the  method 
of  attack  and  development  of  invading  or- 
ganisms, and  the  devastating  results  upon 
persona]it\-  structure  can  be  clearh-  illus- 
trated. 

Ei)'-ijha.sis  oil  the  "Total  Pei'sonalitii" 
We  have  heard  a  great  deal  through  the 
past  vears  about  the  necessity  of  imparting 
to  the  medical  student  an  understanding  of 
the  "total  personality."  Certainly  the  best 
teacher  of  psychiatry  must  make  his  pupils 
realize  the  need  for  obtaining  psychologic, 
biologic  and  sociologic  facts,  and  teach  them 
how  to  put  that  factual  material  together 
to  give  :'  picture  that  makes  of  the  patient  a 
human  being.  The  psychologic  facts  must 
include  all  his  background  of  success  or  frus- 
tration, repression  or  regression,  evasion  or 
the  attempt  to  face  reality,  as  well  as  his  in- 
sight. On  the  biologic  side,  the  disfiguring 
facial  birthmark,  the  handicap  of  diabetes, 
the  deformity  of  infantile  paralysis  must  be 
related  to  certain  problems  of  behavior  and 
to  the  patient's  attempts  at  adjustment.  The 
sociologic  history  includes  the  side  of  the 
railroad  tracks  on  which  the  patient  lives, 
the  kind  of  group  he  is  thrown  with,  the  in- 
fluence of  poverty  and  bad  housing.  All  these 
factors  affect  personality  structure  and  must 
be  given  proper  consideration  in  determin- 
ing the  causes  of  abnormal  behavior. 

Enuihasis  on  "Psychosomatic  Medicine" 
We  liear  much  of  a  recently  coined  term, 
"psyciicsomatic  medicine."  The  psychiatrist 
has  long  understood  that  an  injury  to  the 
knee  may  be  related  to  behavior  disturb- 
ances in  certain  individuals,  and  that  mild 
or  severe  heart  disease  may  sometimes  pro- 
duce emotional  difficulties.  We  know  too  that 
prolonged  emotional  disturbances  often  cre- 
ate somatic  disorders — for  example,  peptic 
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ulcers.  As  Dr.  Edward  A.  Strecker  has  re- 
cently said, 

"The  leal  beginning  of  psychosomatics  must  be 
made  in  the  preclinical  year.s  of  medical  education. 
Medicine  not  only  ha.*;  its  physics  or  somatics  but 
also  its  'psychics'  or  psychogeneties.  There  could 
be  a  troe  and  helpful  teaching  parallel.  In  anatomy 
there  are  livers,  hearts  and  spleens.  So  too  is  there 
an  anatomy  of  psychology  to  be  studied,  consisting 
of  normr.l  emotions,  consciousness,  memory  and  the 
like.  There  is  a  physiology  which  teaches  how  or- 
gans work.  So  too  should  there  be  taught  a  physi- 
ology of  how  mental  functions  work.  Paralleling  his- 
tology, the  microscopic  study  of  normal  organs  and 
tissues,  the  student  should  be  made  familiar  with 
the  finer  divisions  of  mental  functioning;  for  in- 
stance, remote  and  recent  memory,  the  gradations 
of  normal  consciousness,  the  variety  of  emotional 
shadings  and  their  somatic  profiles.  When  the  De- 
partment of  Pathology  is  demonstrating  gross  mor- 
bid lesions,  syphilitic  aortitis,  liver  abscess  and 
what  not,  the  Department  of  Psychiatry  should  be 
demonstrating  the  gross  pathology  of  the  mind, 
pronounced  emotional  deviations  such  as  profound 
melancholia  oi  rage  and  fear  with  their  component 
bodily  expressions.  Likewise  should  there  be  dual 
teaching  of  microscopic  pathology,  on  the  one  hand, 
let  us  say,  the  study  of  a  cross  section  of  an  arterio- 
sclerotic vessel  or  the  walls  of  an  abscess,  on  the 
other  a  span  of  amnesia  or  the  psychosomatics  of 
anxiety   due    to    repressed    emotional    conflicts. 

"If  the  loaf  of  medical  practice  is  to  be  thorough- 
ly leavened,  the  medical  student  must  be  given  from 
the  very  first  week  in  medical  school  the  oppor- 
tunity of  studying  all  of  man  and  not  only  a  hypo- 
thetical  somatic  half."''' 

Relation  of  Psychiatry  to  Other  Fields 

The  modern  medical  school  must  see  to  it 
that  there  is  a  close  relationship  between 
the  department  of  psychiatry  and  all  the 
other  departments.  The  psychiatric  consul- 
tations requested  by  the  medical  and  gyne- 
cologic services  provide  a  fruitful  oppor- 
tunity for  the  training  of  the  senior  medical 
student.  The  sharing  of  experiences  in  both 
acute  and  chronic  diseases  between  the  med- 
ical men  and  the  psychiatrist  will  produce 
great  advances  in  the  whole  psychosomatic 
field  and  make  for  better  medicine  and  better 
psychiatry.  When  I  speak  of  the  field  of 
medicine.  I  am  including  all  the  medical  and 
surgical  specialties  as  well.  The  medical  .stu- 
dent should  have  instruction  in  the  normal 
growth  and  development  of  children,  as  well 
as  an  ijnderstanding  of  some  of  the  emotion- 
al problems  of  childhood.  Thus  a  close  liai- 
son between  the  department  of  pediatrics 
and  the  department  of  psychiatry  is  neces- 
sary for  the  best  teaching  of  both  the  future 
pediatrician  and  the  future  psychiatrist. 
Fundamental  training  in  neuro-anatomy, 

1.  strecker.  E.  A.:  Psvcliosumatics :  The  Liaison  lietween 
Internal  Medicine  and  Psvcliiatrv.  .r.A.M..\.  i:i  l:l.v>o-2i 
(-\UQ-.    301    19-17. 


neuro]ihysiology,  and  neuropathology  is  es- 
sential, for  an  understanding  of  the  nervous 
pathways  and  their  disorders  is  necessary 
to  good  clinical  psychiatry.  Just  as  many  of 
our  best  internists  have  developed  their  diag- 
nostic and  therapeutic  skills  from  a  knowl- 
edge of  human  pathology,  so,  I  believe,  many 
of  our  best  clinical  psychiatrists  must  pro- 
ceed to  their  positions  of  leadership  in  the 
profession  by  a  very  thorough  understand- 
ing of  neuro-anatomy  and  neuropathology. 

While  the  best  medical  schools  do  not  in- 
tend to  make  psychologists  out  of  their  grad- 
uates, it  is  nevertheless  extremely  important 
that  the  students  be  taught  how  to  work 
with  the  psychologist,  what  important  infor- 
mation the  psychologist  can  contribute  to- 
ward the  understanding  of  human  behavior, 
and  how  the  psychiatrist  can  help  the  psy- 
chologist in  making  an  accurate  interpreta- 
tion of  the  results  of  psychologic  tests.  From 
the  psychology  department,  the  medical  stu- 
dent can  gain  much  valuable  instruction  in 
the  method  of  setting  up  scientific  experi- 
ments, their  control,  and  their  evaluation. 
For  the  psychiatrist  wishing  to  do  research, 
this  instruction  is  of  the  greatest  funda- 
mental value. 

In  teaching  psychiatry  today,  we  must 
give  the  student  far  more  understanding  of 
social  factors  and  must  teach  him  how  to 
work  with  the  psychiatric  social  worker. 
The  student  must  also  have  some  conception 
of  the  purpose  and  value  of  occupational 
therapy.  A  knowledge  of  the  temperament 
of  his  patient  will  enable  the  doctor  to 
recommend  occupational  therapy  which  will 
fit  into  the  patient's  needs  and  aid  his  re- 
covery, rather  than  just  occupy  his  time. 

We  must  teach  the  student  something  of 
cultural  anthropology,  the  differences  in  race 
cultures,  and  the  problems  of  the  minority 
groups.  The  medical  student  also  needs  some 
indoctrination  in  the  p.sychiatric  problems 
of  indu.stry.  The  maladjusted  industrial 
worker  plays  an  important  part  in  labor 
turnover  and  labor  unrest,  and  industry  is 
calling  for  well  qualified  psychiatri-sts  to  help 
in  their  personnel  problems. 

Practical   Clinical   Experience 

It  almost  goes  without  saying  that  medi- 
cal students  should  have  the  most  careful 
training  in  conducting  psychiatric  inter- 
views, recording  factual  data,  and  interpret- 
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ing  such  data.  This  training  can  best  be 
obtained  either  at  the  bedside  of  the  patient 
or  in  the  outpatient  department,  where  the 
student  can  watch  the  expert  psychiatrist 
conduct  an  interview,  and  can  be  taught, 
step  by  step,  how  the  interpretation  is  ar- 
rived at.  Since  a  large  percentage  of  the 
patients  the  psychiatrist  is  going  to  see,  es- 
pecially in  private  practice,  will  be  ambula- 
tory patients,  the  experience  gained  in  a  well 
conducted  neuropsychiatric  outpatient  de- 
partment is  invaluable. 

Co'nclusiov 

I  need  not  say  to  you  that  the  program  T 
have  outlined  is  a  big  one,  and  that  thei-e  are 
hardly  enough  hours  in  the  undergraduate 
medical  curriculum  to  provide  adequate  time 
for  all  this  training.  Psychiatric  indoctrin- 
ation should  start  in  anatomy  and  physiol- 
ogy, however,  and  should  go  right  on 
throu.gh  all  the  courses,  special  emphasis  be- 
ing placed  on  clinical  experience  in  the  third 
and  fourth  years.  It  is  the  function  ot  the 
medical  school  to  train  doctors  to  meet  the 
needs  of  the  community.  If  the  medical 
school  is  to  fulfill  this  mission  in  the  highest 
degree,  it  must  graduate  medical  students 
prepared  to  go  on  with  their  postgraduate 
training  in  psychiatry  and  ultimately  to 
meet  the  great  demand  that  exists  today  in 
the  field  of  nervous  and  mental  illnesses.  In 
the  past  few  years  many  of  our  schools  have 
modernized  their  teaching,  so  that  they  are 
making  a  very  great  contribution  in  this  di- 
rection, and  I  am  sure  that  the  Bowman 
Gray  School  of  Medicine  will  take  its  place 
as  a  leader  in  training  medical  men  to  meet 
these  increasing  psychiatric  needs  of  our 
state  and  nation. 


The  collection  of  information  relative  to  a  pa- 
tient's complaint  is  an  art  which  can  be  acquired 
only  by  constant  and  serious  practice.  Much  patience 
and  tact,  an  understanding  and  sympathetic  atti- 
tude, and  a  good  deal  of  time  may  be  necessary  in 
order  to  get  the  true  facts  and  place  them  in  proper 
persnective.  Ability  of  this  kind  and  a  practical 
knowledge  of  the  theory  of  evidence  are  absolutely 
essential  for  a  successful  barrister,  and  hardly  less 
so  for  the  sound  practice  of  medicine. 

Much  important  information  can  be  obtained 
from  an  accurately  taken  history  which  can  be 
gained  in  no  other  way.  The  early  and  even  the 
more  advanced  phases  of  some  diseases  may  express 
themselves  only  in  symptoms,  and  the  main  or  even 
the  only  diagnostic  evidence  reside  in  the  history, 
for  examole,  in  some  cases  of  angina  of  effort.— 
Leslie  Hurley:  The  General  Practitioner  and  the 
Specialist,  M.  J.  Australia   l:fi7    (Jan.   17)    1948. 


PSYCHIATRY  COMES  OF  AGE 
c.  c.  burlingame,  m.d. 
Hartford,  Connecticut 

Four  decades  ago,  when  I  entered  the  field 
of  psychiatry,  it  was  the  Cinderella  of  medi- 
cine. Rejected  or  ignored  to  a  greater  or 
lesser  degree  by  the  general  public,  it  was 
even  repudiated  by  the  rest  of  medicine. 

As  a  matter  of  fact,  I  believe  I  was  the 
only  medical  student  at  that  time  who  ex- 
pressed a  definite  decision  to  become  a  psy- 
chiatrist —  a  departure  which  the  hoary 
heads  of  tradition-bound  medicine  sternly 
looked  Lipon  as  becoming  an  "alienist."  I 
recall  that  mental  institutions  were  often 
referred  to  as  iji^i/chopathic  hospitals — and, 
with  all  due  respect  to  those  who  were 
struggling  even  then  to  improve  conditions, 
I  must  confess  that  the  institutions  really 
were,  for  the  most  part,  very  psychop((thic! 

Since  then,  however,  Cinderella  has  been 
admitted  to  society.  During  my  professional 
lifetime  as  a  psychiatrist,  I  have  seen'  psy- 
chiatry  become  the   "specialty-of-the-day." 

I  could  not  be  more  serious,  more  in  earn- 
est, nor  more  emphatic  than  when  I  say  that 
I  have  been  increasingly  alarmed  at  the  lack 
of  discrimination  with  which  newspapers, 
magazines,  books,  speakers,  movies,  and 
plays  bandy  psychiatric  terminology, 
pseudo-psychiatric  information,  and,  occa- 
sionally, a  few  psychiatric  facts.  Psychiatric 
literature,  and  public  interest  in  it,  is  reach- 
ing the  saturation  point. 

The  Dnufiers  of  Popularitu 

Much  as  I  would  like  to  discuss  why  and 
how  this  sudden  popularity  came  to  psychi- 
atry, I  will  abstain,  and  will  deal  only  with 
the  concomitant  danger  to  psychiatry's  fu- 
ture as  a  branch  of  medicine. 

After  nearly  a  century  of  obscurity,  psy- 
chiatrists have  come  into  their  own.  In  some 
quarters,  their  services  apparently  have  been 
recognized  as  indispensable.  Even  the  least 
optimistic  admit  a  growing  lay  understand- 
ing that  there  is  no  mystery  about  the  so- 
called  "mental  illnesses,"  and  that  the  pros- 
pect for  recovery  from  several  forms  of 
mental  illness  compares  favorably  with  the 
prospect  of  recovery  from  somatic  illnesses. 


Read  nt  the  dedieation  exercises  lield  at  the  opening:  of 
Gravlvn.  reliabilitation  center  of  the  Bowman  Gra>-  S'-liool  of 
Medicine  of  Wake  Forest  College,  Winston-Salem.  September 
UK    l!lt7. 
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At  the  same  time,  psychiatrists  are  being" 
called  on  increasingly  to  help  speed  up  pro- 
duction in  industry,  to  provide  better  guid- 
ance in  schools,  to  solve  the  problems  of 
juvenile  delinquency — and  so  on,  in  just 
about  every  walk  of  life. 

The  demand  for  psychiatric  counsel  and 
advice  is  assuming  universal  proportions.  In 
answer  to  it,  let  us  make  sure  we  do  not 
respond  as  "universal  specialists" !  If  we  do 
—  by  accepting  the  responsibility  for 
straightening  out  all  the  defects  in  educa- 
tion, and  for  solving  the  labor  problems  in 
industry  and  all  the  political  problems  of 
the  day,  including  international  relations — 
we  will  suffer  the  consequences. 

If  we  set  ourselves  up,  or  should  be  set  up, 
as  the  solution  to  all  of  man's  ditticulties,  we 
simply  will  not  be  able  to  deliver  the  goods 
— and  the  fate  of  those  who  fail  to  deliver 
the  goods  varies  but  little,  whether  "the 
goods"  are  psychiatric  services  or  rubber 
tires.  Therein  lies  the  great  danger  in  any 
public  attitude  that  endows  psychiatry  with 
the  ability  to  cure  all  the  ills  to  which  the 
human  body  and  mind  are  heir. 

The  Psych iat list  «,s  a  Medical  Doctor 

The  (mtire  world  is  looking  to  the  present 
and  oncoming  generations  to  produce  large- 
scale,  practical  ways  and  means  to  enrich 
life  and  make  the  stay  on  this  earth  more 
profitable  and  enjoyable.  I  am  optimistic 
enough  to  believe  that  there  will  be  a  better 
way  of  life,  and  I  wholeheartedly  advocate 
that  those  in  the  field  of  psychiatry  remain 
alert  to  see  where  psychiatrists  can  be  of 
assistance — not  in  the  role  of  a  universal 
specialist,  not  in  the  role  of  a  second-rate  or 
even  a  first-rate  Houdini,  but  in  the  pure  and 
unadorned  role  of  a  medical  doctor  whose 
contribution  is  specialized  by  his  knowledge 
of  the  human  mind. 

We  must  deny  any  indication  that  we  are 
equipped  to  run  industry,  much  less  the  uni- 
verse, all  by  ourselves.  The  most  important 
thing  for  the  specialist  in  psychiatry  to  re- 
member is  that  he  is  a  medical  doctor,  and 
that  his  contribution  as  a  psychiatrLst  is 
primarily  that  of  a  medical  man.  Psychia- 
trists must  think  as  medical  doctors,  act  as 
medical  doctors,  and,  above  all,  talk  as  med- 
ical doctors,  abandoning  terminology  and 
procedures  that  envelop  our  specialty  with 
anything  reminiscent   of  the  occult  or  the 


mystei'ious. 

If  we  are  to  measure  up  to  our  oppor- 
tunities and  meet  our  responsibilities  in 
bringing  about  a  better  way  of  life,  we  must 
never  forget  that  as  psychiatrists  we  must 
maintain  a  close  interrelationship  with  our 
medical  colleagues,  and  must  talk  to  our  pa- 
tients in  simple  language  that  they  will 
understand  and  remember.  It  takes  no  great 
mind  to  make  simple  things  complicated, 
but  it  takes  a  very  great  mind  to  make  com- 
plicated things  simple. 

Qualificationfs   of  a   Good   Pf^t/chiatrit^t 

In  this  effort,  as  I  said  before,  every  psy- 
chiatrist must  be  a  well-informed  medical 
doctor  with  a  thorough  working  knowledge 
of  the  human  body.  He  must  also  be  a  good 
psychologist  with  a  practical  understanding 
of  psychologic  principles.  Thirdly,  he  must 
be  a  sociologist,  in  that  he  must  be  a  con- 
stant student  of  the  social  milieu  in  which 
his  patients  have  lived  and  must  live  in  the 
future.  Fourthly,  he  must  be  a  vocational 
guidance  specialist;  and  finally,  he  must  be 
an  educator.  I  believe  that  psychotherapy, 
regardless  of  the  form  it  assumes,  is  essen- 
tially j;ersonal  tutoring. 

One  thing  more.  We  have  heard  a  great 
deal  about  the  desperate  need  for  more  psy- 
chiatrists, and  I  take  no  issue  with  those  who 
would  increase  our  numbers,  as  well  as  the 
numbers  of  psychiatric  nurses,  psychiatric- 
ally  oriented  social  workers,  and  other  ad- 
junctive workers.  However,  I  urge  equal 
attention  to  the  qiiality  of  those  who  fill  our 
ranks.  Quality  counts  much  more  than  quan- 
tity of  personnel  in  giving  psychiatry  a 
fighting  chance  in  its  attack  on  mental  ill- 
ness. 

Conclusion 

If  we  base  our  reasoning  on  those  simple 
concepts  of  our  responsibility,  and  diligently 
apply  ourselves  in  uncompromising  scientific 
efforts,  the  greatest  of  all  public  health  prob- 
lems— that  of  nervous  and  mental  diseases — 
will  yield  before  the  attack  of  the  fine  young 
medical  minds,  with  their  high  degree  of  in- 
tellectual curiosity,  that  are  now  coming  into 
our  field. 

The  challenge  to  brawn  of  a  century  ago 
is  now  generally  accepted  as  having  changed 
to  a  challenge  to  brains.  Let  us  keep  our 
feet  on  the  ground.  Let  us  every  day  knit 
psychiatry  more  closely  to  the  other  medical 
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specialties,  build  it  more  firmly  on  scientific 
medical  facts,  and  make  each  psychiatrist  an 
individually  responsible,  serious-minded  stu- 
dent and  exponent  of  those  facts.  On  those 
facts  the  truly  brilliant  future  of  psychiatry 
rests. 


HEMOGLOBINURIC  OR  TUBULAR 
NEPHROSIS    (ACUTE   PAREN- 
CHYMATOUS NEPHRITIS) 

Virgil  H.  Moon,  ]\I. D.- 
Philadelphia 

This  presentation  originally  was  planned 
as  a  clinicopathologic  conference  on  hemo- 
globiniiric  or  fubjdar  neph)r>sis.  On  critical 
examination  of  our  material — didactic,  clin- 
ical and  pathologic — it  became  evident  that 
another  form  of  presentation  is  better  suited 
to  this  subject.  Accordingly,  your  attention 
is  invited  to  an  important  syndrome  not  ade- 
quately portrayed  in  current  medical  litera- 
ture. A  resume'  of  its  nature  and  patho- 
genesis will  be  followed  in  this  same  issue 
by  an  article  dealing  with  clinical  consid- 
erations. 

Clinical  cnid  Pathologic  Description.^ 

Internists  and  pathologists  of  the  previ- 
ous medical  epoch  described  a  form  of  renal 
disease  which  is  not  discussed  in  recent  text- 
books. Osier,  in  the  first  edition  (1892)  of 
his  Principles  and  Practice  of  Medicine, 
described  "acute  Bright's  disease"  caused  by 
the  aci:ion  of  toxic  agents  upon  the  kidneys. 
This  condition  resulted  from  poisons,  such 
as  turpentine,  phenol,  and  potassium  chlor- 
ate; from  severe  infections,  such  as  septi- 
cemia, scarlet  fever,  measles,  diphtheria, 
malaria,  yellow  fever  and  others ;  from  toxic 
effects  of  unknown  origin,  such  as  the  tox- 
emias of  pregnancy :  and  from  the  effects  of 
burns  of  the  skin.  Later  editions  added 
trauma  and  extensive  surgical  procedures  to 
the  etiologic  conditions. 

Osier  gave  these  urinary  changes  as  signs 
of  this  condition :  The  urine  is  suppressed 
or  greatly  reduced ;  the  quantity  may  be  4 
or  5  ounces  per  day.  It  is  highly  colored, 
dark,  smoky  or  reddish-brown,  and  it  con- 
tains blood,  albumin  and  casts:  the  specific 
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gravity  is  high  —  L025  or  more.  These 
changes  are  accompanied  by  uremic  symp- 
toms. Progress  since  Osier's  day  has  added 
to  these  signs  the  progressive  retention  of 
nitrogenous  waste  products  in  the  blood. 

Contemporaries  of  Osier,  both  internists 
and  pathologists,  described  this  condition 
under  a  variety  of  terms :  acute  parenchym- 
atous ji.ephritis,  acute  tubular  nephritis, 
desquamative  nephritis,  and  others.  They 
gave  in  general  the  same  etiologic  conditions 
listed  by  Osier.  Pathologists  were  in  agree- 
ment on  the  gross  and  microscopic  changes 
seen  in  the  kidneys.  Adami'"  (1909)  gave 
this  description  of  acute  parenchymatous 
nephritis : 

"The  kidneys  usually  are  enlarged  and  edematous. 
The  capsule  strips  with  more  than  usual  ease.  The 
kidney  substance  is  swollen  and  tends  to  bulge.  The 
surface  is  pale  and  the  stellate  veins  injected.  The 
cortex  is  swollen,  pale  and  cloudy,  presenting  a 
marked  contrast  to  the  dark  red  medulla.  In  some 
cases  the  cortex  is  somewhat  congested.  Minute 
petechial  hemorrhages  can  frequently  be  seen  in  the 
cortical  surface  and  throughout  the  substance. 

"Microscopically  the  structures  chiefly  affected  are 
the  convoluted  tubules.  The  cells  are  swollen,  cloudy 
or  granular,  often  vacuolated,  and  the  nuclei  stain 
poorly  or  not  at  all.  Hyaline  or  granular  casts  and 
droplets  of  albumin  may  be  seen  within  the  lumina. 
Often  the  lining  cells  have  desquamated  from  the 
basem.^nt  membrane.  In  some  cases  the  tubules  con- 
tain blood.  Hemorrhage  into  Bowman's  capsule  is 
noted  in  some  cases,  or  it  may  contain  red  and  white 
corpuscles,  albumin  and  detritus.  Free  blood  and 
blood  oasts  may  appear  in  the  urine.  The  interstitial 
tissue  is  swollen  and  edematous  and  sometimes  there 
is  a  small  amount  of  round-celled  infiltration  and  a 
deposit  of  fibrin  in  the  interstitial  stroma.  The  ex- 
tent of  the  lesions  varies  in  different  cases.  It  is 
sometimes  impossible  to  draw  the  line  between 
cloudy  swelling  and  this  form  of  nephritis." 

In  examinations  of  material  from  over  200 
cases  of  this  syndrome,  I  have  found  no  im- 
portant items  which  should  be  added  to 
Adami's  description. 

Some  thirty  years  ago,  a  new  classification 
and  nomenclature  of  renal  diseases  was  pro- 
posed, based  upon  the  work  of  Volhard  and 
Fahr.  For  reasons  unknown,  "parenchym- 
atous nephritis"  was  not  described  as  an  en- 
tity, nor  was  any  name  suggested  for  it.  This 
new  classification  was  widely  adopted,  and 
"parenchymatous  nephritis"  was  lost  from 
sight.  For  a  time  some  internists  (^IcCrae, 
Tice)  still  described  that  clinical  syndrome, 
but  most  physicians  of  the  present  time 
either  are  ignorant  of  the  condition  or  have 
learned  of  it  in  the  school  of  experience. 

1.    Adami.    J.    O..    and    Nieholls.    A.    G. :    Principles   of    I'.itliol- 
OKV,  Philadelphia.  Lea  f;   Feliiier.   1909.  v.  2,  pp.  THiTl.'S. 
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Relation  tu  Shock 

My  interest  in  this  subject  was  aroused 
incidentally.  In  the  course  of  studies  on  the 
pathology  of  shock'-',  it  was  noted  that  che 
Kidneys  regularly  showed  extensive  tubular 
degeneration,  ranging  to  necrosis.  They  pre- 
sented the  complete  picture  described  by 
Adami  and  his  contemporaries.  The  clinical 
rindings  in  such  cases  had  included  urinary 
suppression  and  dark  or  pigmented  urine  of 
nign  specific  gravity  containing  albumin, 
epithelial  cells,  casts  and  debris,  and  usually 
erythrocytes  and  hemoglobin  pigment  as 
well.  These  features  were  as  described  by 
Osier.  They  accompanied  a  progressive  in- 
crease in  blood  urea  leading,  in  severe  cases, 
to  death  by  uremia. 

Our  studies  have  shown  that  the  occur- 
rence of  shock  is  not  limited  to  severe  in- 
juries, burns,  and  the  aftermath  of  exten- 
sive surgery.  This  finding  now  is  widely 
supported.  Keviewing  the  subject  of  shock, 
Harkins''''  listed  more  than  thirty  conditions 
in  which  it  may  occur.  These  included  exten- 
sive surgery;  trauma;  burning;  freezing; 
radiation  burns;  sunburn;  heat  stroke; 
asphyxia;  thrombosis;  intestinal  strangula- 
tion; bile  peritonitis;  perforated  gastric 
ulcer;  pancreatitis;  various  poisons  such  as 
bichloride  of  mercury,  arsenicals,  phenol, 
barbiturates  and  others;  snake  venoms;  ana- 
phylaxis; transfusion  reactions;  systemic 
diseases  such  as  diabetic  coma,  eclampsia, 
and  toxic  jaundice;  severe  infections  such  as 
cholera,  diphtheria,  pneumonia,  and  periton- 
itis ;  gas  gangrene ;  and  various  anesthetic 
agents.  I  have  verified  the  occurrence  of 
shock  in  each  of  these  conditions  and  in 
others  not  mentioned. 

Shock  is  a  form  of  circulatory  failure 
which  cccurs  in  varying  degrees.  When  se- 
vere or  profound,  it  tends  to  progress  in- 
exorably to  death ;  when  it  is  slight  or  mild, 
recovery  usually  follows.  When  shock  is  of 
intermediate  or  sublethal  degree,  the  patient 
may  live  for  several  days  until  death  occurs 
as  a  result  of  renal  failure  or  terminal 
pneumonia. 

This  is  the  degree  of  shock  which  regu- 
larly  is   accompanied   by   the   clinical   signs 

■2.  (ill  MiK.ii,  v.  H..  and  Kennedv.  1'.  ,1.:  TW-  l'atlHiU)j;y  of 
Shock.  Alcli.  Path.  1  I  ;3l)(i-.'i7l  (Serit.i  W.i-2:  (Ijl  Momi.  V. 
H.:  ShiK.k:  It.'*  Dynamics.  Occurrence  and  Man.isenient. 
Phil  idelpliia.  Lea   ^   Febiger,    191:;,    ch.-it   and   l.i. 

3.  Harkiii,.;.  H.  X.:  Kecent  Advances  .mi  tile  Study  and  Man- 
agement of  Traumatic  Siiock,  Surgcr>"  ii:!."""   (Marcli)    uiil. 


of  renal  disturbances  described  by  our  pre- 
decessors in  medicine  and  in  pathology.  It 
arises  not  only  in  the  conditions  mentioned 
by  Osier,  but  in  numerous  others.  As  a  cause 
for  uremic  manifestations,  it  outranks  all 
others.  Deaths  from  I'enal  insufliciency  are 
due  to  this  cause  more  frequently  than  to 
any  other  form  of  renal  disorder.  Much  con- 
fusion has  arisen  as  a  result  of  omitting  this 
syndrome  from  consideration.  Many  authors 
have  reported  deaths  from  renal  failure  of 
this  type,  not  recognizing  its  relationship  to 
shock  and  to  this  form  of  nephropathy  with 
which  our  predecessors  were  familiar. 

For  e.xample,  the  "liver  deaths"  or  deaths 
from  the  "hepatorenal  syndrome"  known  to 
surgeons  are  instances  of  sublethal  shock 
with  renal  failure  resulting  from  extensive 
abdominal  operations  or  from  injury  to  the 
liver.  The  "crush  syndrome"  which  By- 
waters'"  described  is  sublethal  shock  result- 
ing from  ischemic  necrosis  caused  by  pro- 
longed pressure  upon  muscles.  Bell'"  dis- 
cussed as  "clinical  acute  nephritis"  numer- 
ous instances  of  uremic  death  not  due  to 
glomerular  nephritis  nor  to  other  organic 
disease  of  the  kidneys.  His  observations 
were  made  in  cases  of  major  surgical  pro- 
cedures, trauma  plus  infection,  barbiturate 
poisoning,  icterus  gravis,  diabetic  coma,  pan- 
creatitis, ileus,  streptococcal  cellulitis,  cho- 
langitis, and  transfusions  with  incompatible 
blood.  Shock  was  recognized  clinically  in 
some  of  these  cases. 

Recently  Lucke'""  reported  observations  on 
"the  lower  nephron  syndrome."  He  cited 
more  than  400  cases  from  material  studied 
in  the  Army  Institute  of  Pathology.  These 
resulted  from  battle  wounds,  crush  injuries, 
surgical  operations,  burns,  transfusion  re- 
actions, infections,  sulfonamide  intoxication, 
poisons,  heat  stroke,  malaria,  eclampsia, 
pancreatitis,  and  shock  from  other  causes. 
The  clinical  signs  were  oliguria ;  dark  or 
bloody  urine  containing  pigment,  albumin 
and  casts ;  and  progressive  azotemia,  hyper- 
tension, edema  and  uremia.  The  pathologic 
findings  in  the  kidneys  were  those  described 
by  Adami  with  one  important  exception :  On 
microscopic  study,  Lucke'  found  the  degen- 

1.    Bywater.s.  E.  G.  L. :   Eft'ect.v  on   Kidney  of  Limb  Compre.*- 

sion.    Prit.    M.    J.    2:.ss4    (Dec.    211)    1941. 
,T.    Bell.    E.    T.:    (a)    Pathology    and    Pathogenesis    of    Clinical 

Acute    Nephritis,    Am.    J.    Path.    13:497-352     (July)     1937: 

(b)    Renal    Di.-eases.    Philadelphia,    Lea    &    Febiger.    1940. 

pp.   254-2ti4. 
I).    Lucke.    B.:    Lower    Nephron    Nephrosis.    Mil.    Surgeon    99: 

371-300    (Nov.)    1940. 
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eration  and  necrosis  sharply  limited  to  the 
lower  segment  of  the  tubules.  Others  have 
reported  equal  or  greater  involvement  of 
the  upper  portion. 

More  recently,  Mallory'''  described  this 
condition  as  "hemoglobinuric  nephrosis." 
Cases  of  shock  from  wounds,  burns,  heat 
stroke,  crush  syndrome,  high  altitude  anox- 
ia, transfusion  reactions,  and  other  causes 
were  studied  in  army  hospitals.  He  stated 
that  thf  first  effect  of  shock  upon  renal  func- 
tion was  oliguria,  followed  quickly  by  reten- 
tion of  nitrogenous  wastes.  Constant  fea- 
tures were  oliguria,  azotemia,  pigment  and 
albumin  in  an  acid  urine,  and  fixation  of 
specific  gravity  at  a  low  level.  In  the  last 
particular,  his  data  differ  from  those  of 
others,  who  report  a  concentrated  urine  of 
high  specific  gravity.  The  severity  of  the 
renal  deficiency  was  proportional,  in  most 
cases,  to  the  degree  of  shock.  In  severe 
shock,  fatal  uremia  developed  in  33  per  cent 
of  the  cases;  after  mild  shock  the  mortality 
was  11  per  cent.  Mallory  described  histologic 
details,  but  did  not  stress  degeneration  of 
the  convoluted  tubules,  as  other  writers 
have.  His  report  supplies  additional  data 
confirming  the  occurrence  and  the  charac- 
teristic features  of  this  syndrome. 

Cuife  Reports 
A  few  illustrative  cases  will  be  cited : 

Case  1 

Rese'^tion  of  a  rectal  carcinoma,  performed  under 
si)inal  anesthesia  on  a  man  aged  59,  "was  followed 
immediately  by  marked  shock  from  which  he  did 
not  entirely  recover."  Repeated  transfusions  of  blood 
and  of  plasma  did  not  restore  circulatory  efficiency. 
The  blood  pressure  fluctuated  between  60  and  100 
systolic.  Urination  was  almost  completely  sup- 
pressed. The  nonprotein  nitrogen  and  creatinine  rose 
progressively,  and  death  occurred  on  the  fourth  day. 
The  clinical  diagnosis  was  uremia  secondary  to  se- 
vere postoperative  shock. 

The  kidneys  weighed  210  and  190  Gm.;  the  sub- 
capsular vessels  were  engorged ;  the  cortex  was 
thickened,  opaque,  and  pink.  The  tubular  epithelium 
showed  granular  degeneration,  decided  vacuoliza- 
tion, and  beginning  necrosis,  which  involved  chiefly 
the  upper  segment.  The  tubules  contained  debn's  and 
desquamated  epithelium,  and  there  was  moderate 
edema  of  the  stroma. 

Case  2 

This  young  man's  clothing  was  saturated  witli 
gasoline  and  ignited.  He  sustained  first,  second,  and 
third  degree  burns  of  the  entire  body.  Treatment 
for  shock  with  morphine,  plasma,  and  dextrose- 
saline  injections  was  begun  at  once;  the  burned 
areas   were   debrided.    and   pressure   dressings   were 

7.    Mallory,    T.    B. :    Heinofilobiiiuric    Nephrosis    in    Traumatic 
Shock,    Am.    ,1.   Clin.    Path.    17;i27-«3    (June)    19 (T. 


applied.  The  urine  was  scanty  and  dark;  it  con- 
tained albumin,  red  blood  cells,  and  blood  casts.  On 
the  fourth  day  the  total  output  was  only  200  cc.  of 
coft'ee-colored  urine.  No  chemical  determinations 
were  niaiie.  Death  occurred  at  the  end  of  the  fourth 
day. 

The  visceral  findings  at  necropsy  were  those 
usually  seen  after  death  from  burns.  The  kidneys 
weighed  200  and  240  Gm.  respectively;  they  were 
soft,  swollen,  and  grayish  pink;  the  cortical  mark- 
ings were  obscure,  and  the  superficial  vessels  were 
engoi-ged.  Amorphous  material  was  present  in  the 
capsular  spaces.  The  tubular  epithelium  showed 
advanced  degenerative  changes;  it  was  low  cuboidal 
in  form,  and  the  lumina  contained  debris  and  casts 
consisting  of  red  blood  cells,  hyaline,  and  dark 
brown  pigment. 

It  is  commoply  known  that  severe  infec- 
tions of  various  types  often  disturb  renal 
function.  This  effect  seems  to  depend  on  the 
severity  rather  than  on  the  type  of  the  in- 
fection. Numerous  accounts  of  febrile  albu- 
minuri;:  may  be  found:  only  occasionally  did 
the  authors  of  such  articles  recognize  a  rela- 
tionship to  shock.  The  following  case  is  an 
example. 

Case  3 

A  seveie  illness  with  moderate  leukocytosis  and  a 
temperature  of  103  to  104  F.  was  treated  with  sul- 
fonamide drugs  and  penicillin  without  effect.  The 
patient's  blood  pressure  declined  to  80  systolic,  60 
diastolic.  He  became  anuric,  and  uremic  crystals  cov- 
ered the  cutaneous  surfaces.  On  the  eleventh  day  of 
illness  the  nonprotein  nitrogen  rose  to  288  mg.  and 
the  creatinine  to  6.6  mg.  per  100  cc.  of  blood.  He 
died  in  coma  on  the  twelfth  day.  From  the  character 
of  the  illness  and  the  postmortem  observations  a 
provisional  diagnosis  of  systemic  tularemia  was 
made. 

The  necropsy  revealed  numerous  scattered  nodules 
in  the  lungs  and  spleen.  These  contained  necrotic 
areas,  fibrin,  and  monocytic  infiltration,  such  as 
occur  in  tularemic  inflammation.  The  spleen  and 
liver  were  enlaiged;  the  viscera  were  hyperemic. 
The  kidneys  were  moderately  swollen  and  contained 
capillary  hemorrhages.  There  was  extensive  degen- 
eration and  necrosis,  especially  severe  in  the  proxi- 
mal portion  of  the  convoluted  tubules.  The  lumina 
contained  debris  and  casts,  both  hyaline  and  granu- 
lar. These  features  were  of  the  same  order  as  those  ' 
seen  in  lenal  deficiency  from  other  causes. 

It  is  well  known  that  either  hyperthermia 
or  heat  stroke  may  cause  circulatory  col- 
lapse :  in  some  instances  the  subject  may 
survive  several  days  in  a  state  of  sublethal 
shock  accompanied  by  renal  deficiency.  The 
following  case  report  is  an  instance. 

Case  1 

Circulator\'  collapse  developed  in  this  man  after 
six  hours  at  107  F.  in  hyperthermic  treatment  for 
gonorrhea.  On  his  removal  from  the  cabinet  the 
blood  pressure  fell  to  .50  systolic,  80  diastolic.  The 
pulse  rate  was  156,  and  the  urea  nitrogen  of  the 
blood  was  22  mg.  per  100  cc.  Oliguria  and  albumin- 
uria were  present,  and  the  urine  contained  erythro- 
cytes and  casts.  Supportive  treatment  was  ineffec- 
tive; the  circulatory  deficiency  continued,  and  the 
blood  urea  nitrogen  rose  to  77  mg.  per  100  cc.  Death 
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came   ninety-eight   houl:^   after   the   therapeutic    hy- 
perthermia. 

As  is  usual  in  such  cases,  the  visceral  findings 
were  those  characteristic  of  secondary  shock.  The 
kidneys,  weighing  240  and  250  Gm.,  were  swollen 
and  reddish  brown.  The  cortical  markings  were  ob- 
scure, and  the  pelvic  lining  contained  petechial 
hemoi'rhages.  Microscopically,  both  coitex  and  me- 
dulla were  hypereniic.  The  tubular  epithelium  was 
severely  degenerated;  the  lumina  were  wide  and 
contained  debris  and  desquamated  cells;  the  collect- 
ing tubules  contained  casts  and  many  erythrocytes. 
The  stroma  was  edematous. 

In  military  aviation  at  high  aItitHdei<,  cir- 
culatory collapse  resembling  surgical  shock 
often  developed  even  though  oxygen  was 
adequately  supplied.  "The  most  dangerous 
aspects  are  seen  after  a  latent  period  of  one 
to  six  hours,  resulting  in  a  full-blown  vicious 
circle  nf  peripheral  circulatory  insufficiency, 
tissue  anoxia  and  marked  hemoconcentra- 
tion."'"  I  had  the  opportunity  to  examine 
the  records  and  material  in  5  such  cases.  The 
following  is  a  typical  example. 

Case  5 

This  man  was  undergoing  a  test  in  the  low-pres- 
sure chamber  at  a  relative  altitude  of  38,000  feet, 
when  pains  and  distress  developed.  After  gradual 
recompression  he  seemed  drowsy  and  incoherent, 
and  was  put  to  bed  immediately.  The  pulse  rale  ihen 
was  80,  and  the  blood  pressure  110  systolic,  80  dias- 
tolic. Severe  circulatory  deficiency  developed  four 
hours  later.  The  pulse  could  not  be  obtained;  the 
hematocrit  reading  had  risen  to  64.9;  the  patient 
was  sweating,  and  apparently  was  in  profound 
shock.  He  was  given  plasma  and  isotonic  solution 
of  sodium  chloride  intravenously,  and  oxygen  by  in- 
halation. Severe  hyperpyrexia  developed,  like  that 
which  accompanies  heat  stroke;  the  rectal  tempera- 
ture rose  to  108.4  F.  The  urine  was  scanty  and  con- 
tained albumin  (4  plus).  No  blood  chemical  tests 
were  made.  Despite  the  administration  of  intraven- 
ous fluids  and  other  measures,  the  circulatoi-y  de- 
ficiency persisted;  death  came  forty-five  hours  after 
the  patient's  removal  from  the  low-pressure  cham- 
ber. 

The  necropsy  observations  were  the  same  as  tnose 
seen  in  secondary  shock  from  other  causes.  Micro- 
scopic examination  of  the  kidneys  revealed  the 
identical  pattern  of  changes  seen  in  the  crush  syn- 
drome or  after  transfusion  with  incompatible  blood. 
It  is  significant  that  numerous  pigmented  casts  were 
found,  although  no  transfusions  and  no  therapy  with 
sulfonamide  compounds  or  other  drugs  had  been 
given. 

Space  is  lacking  for  details  of  other  in- 
stances. These  would  include  intevStinal  ob- 
struction, peritonitis,  perforation  of  viscera, 
coronary  occlusion,  radiation  sickness,  toxic 
.jaundice,  transfusion  reaction,  anaphylaxis, 
poisoning  with  various  chemicals,  reaction 
to  arsenical  therapy,  overdoses  of  sedatives 
and  of  sulfonamide  drugs,  diabetic  crises 
and  others.  Each  of  these  conditions,  if  its 
severity  is  maximal,  will  result  in  the  syn- 
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drome  of  shock  leading  to  death.  Each  of 
them,  when  less  severe,  may  cause  the  syn- 
drome of  uremia  leading  to  delayed  death. 
The  morphologic  changes  in  the  kidneys  are 
of  the  same  pattern,  regardless  of  the  causa- 
tive condition. 

Pathogenesis 

The  exact  mechanism  by  which  renal  fail- 
ure develops  under  the  conditions  mentioned 
has  not  yet  been  shown,  although  several  ex- 
planations have  been  advanced.  It  was  sug- 
gested that  the  collecting  tubules  become 
plugged  with  pigment,  cells,  debris  and 
casts ;  that  these  obstruct  mechanically  the 
outflov.-  of  urine  from  kidneys  otherwise 
functioning  normally.  This  explanation  is 
not  coiisistent  with  the  fact  that  only  a  rela- 
tively small  proportion  of  the  tubules  are 
obstructed.  I  have  never  seen  an  instance  in 
which  20  per  cent  of  the  tubules  were 
plugged.  The  remaining  80  per  cent  with  un- 
obstructed outflow  should  be  sufficient  to 
prevent  death  by  urinary  retention. 

Some  have  emphasized  that  kidneys  can- 
not form  urine  when  the  blood  pressure  is 
low.  This  explanation  is  sound  physiologic- 
ally when  the  arterial  pressure  is  abnormally 
and  continuously  reduced.  In  many  in- 
stances, however,  the  clinical  records  show 
that  the  blood  pressure  was  maintained  at 
adequate  levels  by  intravenous  fluids,  trans- 
fusions, and  other  means.  In  such  cases,  ade- 
quate arterial  pressure  did  not  prevent  fatal 
renal  insufficiency. 

It  has  been  noted  that  hemoconcentration 
often  is  marked  during  shock,  and  that  the 
glomeruli  cannot  produce  a  filtrate  from  ab- 
norm.ally  concentrated  blood.  In  many  cases, 
ho\yever,  hemoconcentration  either  was  not 
present  or  had  been  corrected  by  fluids  given 
intravenously;  yet  renal  insufficiency  pro- 
gressed to  a  fatal  termination. 

Lack  of  oxygen — anoxia — has  now  been 
accepted  as  a  regular  feature  of  shock.  This 
may  develop  as  a  systemic  condition,  or  it 
may  afi'ect  chiefly  the  kidneys  as  a  result  of 
reduce:!  arterial  blood  flow  through  them. 
In  either  case,  renal  function  cannot  be 
maintained  in  the  absence  of  an  adequate 
supply  of  oxygen.  Lack  of  oxygen  is  prob- 
ably an  important  factor  in  renal  failure 
complicating  sublethal  shock. 

Years  ago,  Richards'®'  and  his  associates 

5.  Richards.  A.  N".:  Direct  Observations  of  Change  in  Func- 
tion of  the  Renal  Tuljule.  Caused  by  Certain  Poisons. 
Tr.    A.    Am.    Fhvsicians    H  :fi-t-07,    1!129. 
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showed  that  poisons,  such  as  bichloride  of 
mercury  and  others,  caused  degeneration 
and  necrosis  of  the  tubular  epithelium.  This 
development  was  followed  by  suppression  of 
urine  and  by  death.  They  found  that  degen- 
eration of  the  epithelium  reduced  its  func- 
tion of  selective  absorption  by  which  the 
glomerular  filtrate  is  concentrated.  The  epi- 
thelium, if  damaged,  allowed  the  entire  fil- 
trate to  be  resorbed  into  the  circulation  by 
a  process  of  diffusion.  This  resorption 
caused  marked  oliguria  or  anuria  b>'  inter- 
rupting the  process  by  which  the  urine  is 
formed. 

Probably  the  two  last  mechanisms  are 
most  important  in  this  syndrome.  Anoxia  of 
itself  will  reduce  renal  function  directly.  It 
will  also  cause  degeneration  of  tubular  epi- 
thelium, bringing  into  action  the  process  de- 
scribed by  Richards. 

Terminolocin 
Confusion  as  to  terminology  will  continue 
until  common  usage  sanctions  a  suitable 
name  designating  this  syndrome.  The  term 
toxic  nephrosis  is  open  to  the  objection  that, 
in  many  instances,  no  toxic  agent  is  impli- 
cated. In  shock  from  anaphylaxis,  from 
transfusion  with  incompatible  blood,  from 
therapeutic  hyperthermia  or  heat  stroke, 
from  low  atmospheric  pressure,  from  anoxia 
or  asphy.xia,  no  toxic  effects  seem  probable. 
The  term  hemoglohinuric  nephrosis  is  free 
from  objection  and  has  the  merit  of  desig- 
nating an  important  sign  of  the  condition 
— hemoglobinuria.  Tubiihn-  nephrosis  like- 
wise is  acceptable,  suggesting  the  chief  path- 
ologic lesion.  The  term  parenchymatous 
nephritis  has  historic  significance,  as  it 
was  ap]-ilied  to  this  syndrome  by  our  prede- 
cessors. Unfortunately  it  implies  an  inflani- 
matorij  feature  which  is  lacking  in  this  form 
of  renal  disturbance. 

Sunt  mar  11 

A  form  of  renal  insufficiency  which  is  as- 
sociated with  a  sublethal  degree  of  shock 
resulting  from  various  causes  produces 
uremic  deaths  more  frequently  than  do  or- 
ganic diseases  of  the  kidneys. 

Renal  failure  probably  is  due  to  degener- 
ation ai'id  necrosis  of  tubular  epithelium, 
which  may  result  from  reduced  arterial  cir- 
culation, anoxia,  or  toxic  agents.  Such  de- 
generation interrupts  the  formation  of 
urine. 


TUBULAR  NEPHROSIS 

Clinical  Considerations 

Garfield  G.  Duncan.  M.D.^' 

Philadelphia 

The  important  clinical  considerations  con- 
cerning the  so-called  extrarenal  azotemia  or 
tubular  nephrosis  syndrome  are  its  cause,  its 
r(co<inuio)i,  its  pi-eve)itio)i,  and  its  treat- 
ment. The  mechanisms  set  in  motion  by  the 
various  conditions  associated  with  shock 
have  been  considered  by  Dr.  Moon.  An 
understanding  of  these  mechanisms  is  essen- 
tial as  a  basis  for  the  clinical  management 
of  this  syndrome. 

Recognition 

Oliguria  (or  anuria),  azotemia,  hyperten- 
sion, and  the  passing  of  granular  and  pig- 
mented casts  in  the  urine  following  clinical 
crises  are  characteristics  of  acute  tubular 
nephrosis.  The  oliguria  may  be  transitory, 
especially  in  the  ca.ses  of  dehydration.  In 
such  cases  it  is  indicative  of  an  effective  pro- 
tective mechanism  thrown  into  operation  to 
prevent  reduction  of  blood  volume.  As  the 
urine  volume  falls  below  500  cc,  however, 
the  danger  of  grave  disturbances  in  renal 
function  increases. 

The  onset  of  anuria  may  be  sudden,  as  fol- 
lowing peripheral  vascular  collapse  during 
surgery;  or  oliguria  may  develop  gradually 
following  the  precipitating  crisis.  In  the 
latter  instance,  the  urine,  in  the  early  stages, 
has  a  high  specific  gravity,  and  contains  red 
blood  cells,  and  granular  and  pigmented 
casts.  As  the  oliguria  persists,  in  spite  of  an 
increased  fluid  intake,  the  specific  gravity 
of  the  highly  acid  urine  falls  to  relatively 
fixed  levels — between  1.008  and  1.011.  Con- 
comitantly the  blood  pressure,  previously 
subnormal,  increases  to  160  systolic,  100  di- 
astolic or  thereabouts,  and  the  urea  nitrogen 
value  of  the  blood  increases  from  the  normal 
of  12-15  mg.  per  100  cc.  to  uremic  levels. 
Lucke'"  has  estimated  the  mortality  rate  in 
such  cases  to  be  approximately  90  per  cent. 
In  those  cases  in  which  recovery  is  achieved, 
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the  secretion  of  urine  is  resumed  gradually, 
after  variable  periods  of  anuria.  The  blood 
urea  nitrogen  values  return  to  normal  over 
a  period  of  five  to  fifteen  days,  and  normal 
blood  pressure  readings  are  restored.  The 
specific  gravity  of  the  urine  remains  fixed 
at  the  low  level  for  weeks  or  months,  and 
sometimes  it  is  several  years  before  it  re- 
turns to  normal.  That  the  specific  gravity 
usually  does  return  to  normal,  even  after  a 
great  lapse  of  time,  is  an  indication  of  what 
can  be  expected  in  the  way  of  repair  of  tubu- 
lar damage;  in  contrast,  predominant  glom- 
erular damage  results  in  pei-manent  impair- 
ment of  function. 

Edema  is  a  variable  feature  and  is  often 
relatetl  to  the  therapy  employed. 

Cause 

In  considering  the  disturbed  physiology  of 
acute  tubular  nephrosis  we  recall  that 
Trueta  and  his  coworkers'-'  discovered  that, 
during  experimental  shock,  the  cortical 
glomeruli  of  the  kidney  are  by-passed  by  a 
short-circuiting  of  the  blood  flow  via  a 
medullary  route.  The  blood  flows  through 
the  juxta-medullary  glomeruli,  their  efferent 
vessels,  and  their  respective  vasa  recta  to 
the  interlobular  veins.  This  hypothesis,  so 
convincingly  presented,  indicates  that  oli- 
guria and  anuria  result  from  neurogenic 
vascular  spasm,  which  prevents  blood  from 
reaching  the  cortical  glomeruli  in  sufficient 
quantity  to  permit  a  normal  amount  of  urine 
to  be  excreted.  If  this  is  the  phenomenon 
responsible  for  the  development  of  so-called 
extrarenal  azotemia — and  it  appears  quite 
probable  that  it  is — we  shall  be  obliged  to 
abandon  the  theory  of  complete  tubular  ab- 
sorption in  anuric  patients.  It  is  quite  feas- 
ible too,  and  in  accord  with  Trueta's  obser- 
vations, that  the  correction  of  anuria  and 
oliguria  coincides  with  the  return  of  an  ade- 
quate circulation  through  the  cortical  glom- 
eruli, but  that  the  tubules,  having  suffered 
from  anoxia,  fail  in  their  more  highly  spec- 
ialized function  of  concentrating  the  urine. 

Preventio'H, 

Many  circumstances  influence  the  occur- 
rence of  tubular  nephrosis.  In  my  experience 
most  of  the  fatalities  have  occurred  in  post- 

■2.  (a)  liueta.  J.  and  others:  Studies  of  tlie  Keiial  Circula- 
tion, Charles  C.  Thomas,  Sprintrlield.  III..  1!I47;  (l)i  Trueta. 
.1.  and  others:  Renal  Pathology  in  the  Li^lit  (if  Kecent 
N'eurov.-iscular   Studies.    Lancet    2:237-238    (.\us.    I7i    liin;. 


operative  cases,  and,  in  some,  transfusions 
of  whole  blood  had  been  given.  The  impor- 
tance of  proper  matching  of  blood  need 
hardlv  be  mentioned.  I  have  never  seen  a 
case  of  tubular  nephrosis  in  patients  receiv- 
ing sulfonamides,  if  two  simple  rules  were 
observed :  (1 )  the  patient  must  pass  at  least 
1500  cc.  of  urine  per  day,  and  (2)  at  least 
one  specimen  in  each  twenty-four  hours 
must  be  alkaline  in  reaction. 

The  prevention  of  shock  is  not  always 
possible.  Patients  are  often  in  severe  shock 
when  first  seen  by  the  physician.  Appropri- 
ate attention  to  the  nutritional  status  makes 
it  possible  to  reduce  remarkably  the  suscepti- 
bility to  shock,  and  hence  to  tubular  nephro- 
sis, in  patients  undergoing  surgery.  When 
the  prevalent  practice  of  prescribing  or  per- 
mitting semi-starvation  during  acute  and 
chronic  infections  is  abandoned,  further 
progress  in  this  direction  can  be  expected. 
Lyons  ",  Gregersen'^',  Evans'"",  and  Ling  and 
Sprinz"''  have  found  a  definite  relationship 
between  loss  of  weight  and  susceptibility  to 
surgical  shock.  Lyons  found  that  patients 
who  lost  weight  suffered,  at  the  same  time, 
a  decrease  in  blood  volume  which  masked  re- 
ductions in  the  total  circulating  hemoglobin, 
red  blood  cells,  and  protein.  Hence,  in  such 
patients,  normal  red  cell  counts  and  normal 
protein  and  hemoglobin  concentrations 
should  be  accepted  as  such  only  if  the  blood 
volum.e  is  found  to  be  normal  also.  Opera- 
tive procedures  should  be  done  after,  not 
before,  the  blood  volume  is  corrected  by 
transfusions  of  whole  blood. 

Much  harm  has  been  done  by  severely  re- 
stricting protein  in  the  treatments  for  cardi- 
ovascular and  renal  diseases,  for  acute  and 
chronic  diseases  of  the  liver,  and  for  surgical 
conditions.  All  are  agreed  that  starvation 
for  protracted  periods  increases  the  surgical 
risk.  Protein  and  calorie  depletion  played  a 
prominent  part  in  Lyons'  and  Ling's  pa- 
tients, many  of  whom  were  malnourished 
soldiers  with  chronic  suppurating  wounds. 
Ling  and  Sprinz  found,  in  these  patients,  an 
average  reduction  in  blood  volume  of  1430 

3.  (a)  Lyons.  C:  Penicillin  Therapy  of  Surgrical  Infections 
in  the  United  States  Army,  J..\.M..\.  123:11107-1018  (Dec. 
13)  1043;  (b)  Lyons.  C.  and  Mayerson,  H.  S. :  The  Sur- 
gical Sijrnificance  of  Hemojrlobin  Deficiency  in  Protein 
Dep'etion.   J..\.M.A.    133:9-11    (Sept.    8)    1947. 

-I.    Persttnal  communication   to  Ling(6). 
^.5.    Eyans.    E.   I.:   Discussion    of   Lyons(3'>). 

6.  Lini.  W.  S.  M.  and  Sprinz.  H. :  Blood  Volume  Changes 
of  -Vvailable  (Thioeyanatej  Fluid  Space  in  Soldiers  with 
Chronic  Wound  Infections  and  Associated  Nutritional 
Depletion.   Am.   .f.    M.  Sc.  in   press. 
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cc,  or  24.2  per  cent.  Evans'-"  found  that  ap- 
proximately 50  per  cent  of  hospitalized  pa- 
tients have  reduced  blood  volumes,  and 
Lyons  ■■"'  has  verified  this  finding  in  cases  of 
chronic  infections,  hepatic  insufficiency, 
undernutrition,  and  malignant  tumors. 

Patients  admitted  to  hospitals  present  all 
phases  of  undernutrition,  which  in  some 
cases  may  be  due  to  bizarre  and  inadequate 
therapeutic  diets.  During  the  course  of  preg- 
nancy, lactation,  organic  disease,  and  infec- 
tion, patients  are  more  vulnerable  to  the  un- 
toward effects  of  undernutrition.  Eclampsia 
is  a  nutritional  problem,  and  the  changes  in 
the  kidneys  of  the  eclamptic  patient  fall  into 
the  tubular  nephrosis  group. 

It  is  establi.shed  that  malnutrition  plays  an 
important  part  in  predisposing  to  surgical 
shock'"'''  and  eclampsia'"'.  It  is  reasonable  to 
suppose  that  it  may  be  a  factor  in  the  pro- 
duction of  tubular  nephrosis  from  other 
causes.  In  this  connection  the  results  of  a 
nutrition  survey  made  recently  at  the  Penn- 
sylvania Hospital'^'  are  pertinent.  The  nu- 
trient intake  of  each  patient  on  each  ward 
was  evaluated  for  two  successive  days.  All 
food  delivered  to  each  patient  and  all  left- 
overs v.'ere  weighed.  These  studies,  which 
covered  the  medical,  surgical,  and  obstetric 
and  gynecologic  divisions,  indicated  that 
hospitalized  patients  frequently  do  not  eat 
an  adequate  diet.  Consider  the  surgical  risk 
of  a  patient  suffering  from  bronchiectasis 
whose  daily  intake  was  29  Gm.  of  protein 
and  753  calories. 

Case  Reports 
Case  1 

A  39-yeai-old  man  was  admitted  to  the  Penn- 
sylvania Hospital  on  September  9,  1947,  complain- 
ing of  loss  of  weight  and  severe  cough  of  five  years' 
duration,  and  the  expectoration  of  approximately 
8  ounces  of  purulent  sputum  daily.  He  had  fever, 
severe  sweats,  and  leukocytosis.  Roentgenograms 
showed  an  abscess  cavity  in  the  right  upper  lobe 
with  considerable  pulmonary  atelectasis. 

Some  improvement  followed  penicillin  therapy, 
but  he  continued  to  have  fever,  leukocytosis,  and 
large  quantities  of  purulent  sputum.  Following  three 
transfusions,  1500  cc.  in  all,  the  upper  and  middle 
lobes  of  the  right  lung  were  removed  on  December 
18.  The  upper  lobe  was  atelectatic,  with  extensive 
chronic  and  acute  pneumonitis  and  two  cavities.  The 
operation  was  long  and  difficult,  and  when  it  was 
nearly  o\er  the  patient  went  into  severe  shock. 
Three  and  one  half  liters  of  whole  blood  were  given 
before  the  blood  pressure  rose  to  100  systolic.  80 
diastolic. 

~.  Tompkins.  W.  T. :  The  Significance  of  Nutritional  De- 
ficiency in  Pregnancy;  A  Preliniinan"  Report.  .T.  Tnternat. 
Co!!.    Surgeons   4:147-1,53    (April)    1941. 

•s.  Duncan.  G.  G.,  and  Lin^.  W.  S.  M.:  Some  Nutritional 
Hazards  in  a  General  Hcspital.  Tr.  .\ssoc.  \m.  Physirians 
00:208-217,    1947. 


The  patient  was  anuric  until  the  third  postoper- 
ative day,  when  15  cc.  containing  albumin  (3  plus), 
red  blood  cells,  and  granular  and  pigmented  casts 
were  excreted.  On  the  fourth  day  30  cc.  were  passed, 
and  on  the  fifth  210  cc,  having  a  specific  gravity 
of  1.010.  On  the  si.xth  day  the  urine  volume  was 
310  cc;  on  the  eighth  day  1540  cc.  The  twenty-four 
hour  excretion  on  the  ninth  day  amounted  to  1480 
cc  with  a  specific  gravity  of  1.010,  and  containing 
only  l.("i5  Gm.  of  sodium  chloride  and  2.5  Gm.  of 
urea.  The  urine  volume  remained  satisfactory  there- 
after, ijut  the  specific  gravity  has  remained  low — 
between  1.006  and  1.012. 

The  blood  urea  nitrogen  concentration,  which  was 
normal  (14  mg.  per  100  cc.)  before  operation,  in- 
creased >readily  to  225  mg.  per  100  cc.  on  the  eighth 
day,  when  the  creatinine  was  8.2  mg.  per  100  cc. 
Thereafter,  the  values  decreased,  the  creatinine 
value  being  1.7  mg.  on  the  thirteenth  day  and  the 
blood  urea  nitrogen  22  mg.  one  month  after  opera- 
tion. The  blood  chloride  values  were  not  abnormal. 
On  the  third  postoperative  day  the  total  base  had 
increased  to  179  milli-equivalents  per  liter  (Sunder- 
nian's  method),  and  eighteen  hours  later  to  193. 
Following  mild  diarrhea  it  fell  to  179  on  the  fourth 
day,  but  increased  to  191  on  the  fifth  day.  Again, 
following  looseness  of  the  bowels,  the  total  base  fell 
to  160  on  the  sixth  postoperative  day.  The  carbon- 
dio.xide  combining  power  did  not  decrease  with  the 
reduction  in  the  total  base.  The  values  were  33  vol- 
umes per  cent  on  the  fourth,  and  36  and  37  volumes 
per  cent  on  the  sixth  postoperative  day,  when  the 
total  base  had  been  reduced  to  160  milli-equivalents. 
On  the  eleventh  day  the  carbon  dioxide  combining 
power  was  39  volumes  per  cent,  and  the  total  base 
152  milli-equivalents  per  liter. 

The  specific  gravity  of  the  blood  following  the 
administration  of  heparin  was  reduced  to  1.051  on 
the  evening  of  the  second  postoperative  day,  after 
extensive  hydration.  On  the  third  day  the  following 
values  were  noted:  2  a.m.,  1.055;  11  a.m.,  1.056;  and 
1:30  p.m.  1.050.  The  specific  gravity  increased  to 
1.060  on  the  sixth  day,  but  with  increased  hydra- 
tion, values  of  1.049  and  1.046  were  noted  on  the 
sixth  and  eighth  days  respectively. 

The  blood  volume  on  the  evening  of  the  second 
day  was  5490  cc,  as  compared  with  the  calculated 
normal  of  5600  cc,  and  the  hematocrit  was  51  per 
cent.  The  plasma  volume  was  2691  cc.  (normal 
2744  cc).  On  the  third  day  the  blood  volume  had 
decreased  tc  4110  cc.  and  the  plasma  to  2401  cc.  It 
was  at  that  time  that  a  few  crackling  rales  were 
noted  at  the  base  of  the  left  lung,  and  on  the  fol- 
lowing day  edema  of  the  extremities  was  detected. 
Following-  the  administration  of  100  Gm.  of  concen- 
trated human  albumin,  the  blood  volume  was  re- 
stored to  5500  cc.  on  the  fifth  day. 

The  serum  protein  values  were  at  no  time  signifi- 
cantly abnormal.  The  bilirubin  value  on  the  second 
postoperative  day  was  2.7  mg.  per  100  cc. 

The  clinical  condition  of  this  patient  improved 
for  a  short  time — two  days — after  the  state  of 
shock  had  been  corrected,  but  thereafter  he  became 
increasingly  drowsy  and  irrational  until  the  kid- 
ney function  was  restored.  Hiccoughs  and  nausea 
were  troublesome.  The  blood  pressure  prior  to 
operation  was  normal;  following  the  period  of  shock 
it  gradually  increased  to  160  systolic  100  diastolic 
on  the  third  day,  and  subsequently  fell  gradually  to 
normal  levels. 

In    summary,   this    patient   had    suffered 

from  a  chronic  infection  for  several  years 

and  had  become  malnourished,   so  that  he 

was  a  good  candidate  for  so-called  "chronic 
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shock."  Acute  shock,  with  evidence  of  hemo- 
lysis lolloping  large  transfusions  of  whole 
blood,  predisposed  to  the  rapid  development 
of  acute  tubular  nephrosis. 

Case  2 

A  wlilte  woman,  aged  37  years,  was  admitted  to 
the  Pennsylvania  Hospital  on  November  10,  1947, 
eight  days  after  operation  for  appendicitis  in  an- 
otner  hospital.  After  receiving  a  ti'ansfusion  of 
whole  blood  she  had  voided  no  urine  for  five  days, 
and  had  become  comatose.  On  the  day  of  admission 
she  had  regained  consciousness,  but  was  drowsy, 
and  hiccouglis  were  troublesome.  One  hundred  and 
tifty  cc.  of  bloody  urine,  having  a  specific  gravity 
of  1.008  and  containing  3.5  Gm.  of  urea,  were  ob- 
tained by  catheter  on  the  day  of  admission.  Increas- 
ing amounts  were  voided  on  successive  days,  as 
follows:  620  cc,  750  cc,  1435  cc,  and  1620  cc  All 
specimens  had  a  low  specific  gravity.  The  patient 
had  a  low-grade  fever,  a  purulent  discharge  from 
her  appendectomy  wound,  and  leukocytosis. 

On  tile  second  liospital  day  a  pulmonary  embolism 
occurred,  and  for  several  hours  the  prognosis  ap- 
peared hopeless.  Although  heparin  therapy  was  be- 
gun at  once,  the  coagulation  time  was  allowed  to 
fall  below  twenty  minutes,  and  on  the  fourth  hos- 
pital day  another  pulmonary  embolism  occurred.  At 
this  time  a  rapidly  progressive  edema  of  the  vulva 
was  detected  and  a  diagnosis  of  thrombophlebitis 
of  the  pelvic  veins  was  made. 

Classic  signs  of  cardiac  failure,  which  yielded  to 
digitalis  therapy,  w-ere  noted  on  the  sixth  day.  Fol- 
lowing the  development  of  a  pelvic  abscess,  which 
ruptured  into  the  vagina,  her  recovery  was  un- 
eventful, except  for  an  attack  of  pyelonephritis  due 
to  Bacillus  coli.  She  was  discharged  on  December 
7,   after  twenty-seven  days  of  hospitalization. 

The  blood  pressure  during  the  oliguric  phase  was 
as  high  as  156  systolic,  110  diastolic,  but  before  dis- 
charge, levels  of  140  systolic,  70  diastolic  and  132 
systolic,  78  diastolic  were  noted.  The  specific  gravity 
of  the  urine  was  low,  1.010-1.012,  during  the  oliguric 
phase,  but  readings  of  1.020  and  1.021  were  re- 
corded prior  to  discharge.  The  blood  urea  fell  stead- 
ily from  133  mg.  per  100  cc.  on  admission  to  21 
before  discharge,  and  the  creatinine  from  7.5  to  1.4 
mg.   The   carbon   dioxide   combining    power   was    37 


volumes  per  cent  (16.6  milli-equivalents)  on  admis- 
sion. On  the  following  day  it  was  35  (15.7  milli- 
equivalents),  and  twenty-four  hours  later  it  was  71 
volumes  per  cent  (32  milli-equivalents).  The  total 
blood  proteins  varied  from  4.8  to  5.6  per  cent.  The 
total  blood  volume  on  the  second  day  in  the  hospital 
was  5,633  cc.  (normal  approximately  5,500);  the 
plasma  volume  was  3,380  (normal  approximately 
i>,2.35),  and  the  hematocrit  40  per  cent.  The  blood 
sodium  chloride  values  were  low — 476  mg.  (81  milli- 
equivalent.s  per  100  cc),  and  484  mg.  (83  milli-equi- 
valents)— during  the  first  two  days  in  the  hospital. 

Treatment 

No  two  patients  suffering  from  the  azo- 
temia of  acute  tubular  nephrosis  will  be 
treated  in  exactly  the  same  manner.  Each  of 
the  several  combinations  of  chemical  abnor- 
malities will  indicate  appropriate  therapy 
(table  1). 

The  aim  is  to  maintain  a  suitable,  constant 
environment  to  the  vital  tissue  cells  until 
healinij  occurs.  To  accomplish  this  requires 
a  team — an  internist,  a  chemist,  a  genito- 
urinaiy  surgeon  to  rule  out  extrarenal  ob- 
struction, and  members  of  the  resident  staff, 
one  of  whom  must  devote  much  of  his  time 
to  the  patient  during  the  critical  phase,  the 
end  of  which  will  be  marked  by  the  secretion 
of  a  normal  volume  of  urine.  The  team 
should  begin  coordinated  operations  as  soon 
as  oliguria  is  noted,  and  not  after  the  pa- 
tient has  been  anuric  for  several  days  and 
overhydrated  in  attempts  to  produce  urine. 

Laboratory  determinations  done  in  batter- 
ies to  give  comparative  simultaneous  values 
are  imperative  for  best  results.  The  scatter- 
ing of  determinations  leads  to  confusion  and 
danger. 


Table  1 
Immediate  Therapy  Indicated  by   a   Battery  of  Tests  in  One  Case  of  Acute  Tubular  Nephrosis 


Specific  gravity  of  blood 

Hematocrit   ( '^/c ) 
Blood  volume   (cc.) 

Plasma  volume   (cc) 

R.  b.  c.  volume    (cc.) 

CO.,  combining  power  (vol.  % ) 
Chlorides  (milli-eq.  per  liter) 

Plasma  proteins 

(Gm.   per   100   cc.) 
Plasma  albumin 

(Gm.  per  100  cc) 
Total  base  (milli-eq.  per  liter) 
Ph 

Urea  N  (mg.  per  100  cc.) 
Creatinine  (mg.  per  100  cc) 


Xonndl 

Artunl 

A  iilDHIlt 

Viilut:s 

Valnes 

Treatiiit  ut    Indicated 

Adniiiilsti_trd 

1.052-1.057 

1.039t 

*  Suspension  of  red 

blood  cells  in  saline 

650  cc. 

43 

25* 

4845 

4537* 

2565 

3630 

2280 

907* 

fConcentrated   human 

75  Gm. 

albumin   (salt  free) 

(300  cc.) 

55-65 

251 

98-103 

103.8 

7.1 


4.9t 


4.1 

2.9t 

140 

132f 

7.3-7.4 

7.2t 

10-15 

176 

1-1.5 

7.02 

tSodium  lactate  solution 


400  cc. 
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The  studies  considered  essential  in  guid- 
ing therapy  are : 

a.  Hemoglobin 

b.  Specific  gravity  of  whole  blood 

c.  Hematocrit 

d.  Blood  volume 

e.  Carbon  dioxide  combining  power 

f.  Chlorides 

g.  Plasma   proteins  and  albumin-globulin 
ratio   (one  determination) 

h.  Total  base 

This  battery  of  tests  is  indicated  at  the 
outset  of  treatment  and,  with  the  exception 
of  the  albumin-globulin  ratio,  is  repeated  in 
twelve  hours,  and  thereafter  at  twenty-four 
hour  intervals  during  the  anuric  phase. 

Urea  and  creatinine  concentrations  will 
indicate  the  course  of  the  disease,  but  pro- 
vide little  help  in  therapy. 

Ageniti  employed  to  niaintaht 
water  and  electrolyte  balance 

The  agents  employed  in  controlling  water 
and  electrolyte  balance  until  kidney  function 
is  resumed  are  indicated  as  follows :  When 
the  specific  gravity  of  the  blood  exceeds  nor- 
mal (1.055),  the  hematocrit  value  is  above 
45  per  cent,  and  the  blood  volume  is  below 
the  calculated  normal,  5  per  cent  glucose  in 
distilled  water  is  given  until  normal  values 
are  restored.  Varying  circumstances  will 
indicate  the  addition  of  certain  constituents 
without  changing  the  desired  volume  of  fluid 
to  be  administered.  If  the  total  base  is  de- 
creased and  the  blood  volume  is  normal. 
physiologic  normal  sali)ie — or,  perhaps  bet- 
ter, Rir.ger's  solution — is  given  in  quantities 
not  exceeding  the  amount  necessary  to  bring 
the  total  base  to  normal  (ordinarily  not  in 
excess  of  500  cc).  If  the  carbon  dioxide  com- 
bining power  as  well  as  the  Total  base  is  de- 
pressed, sodium-lactate  solution  is  given  to 
restore  satisfactory  values. 

Plasi'Hi  may  be  used  to  advantage  when 
the  plasma  protein  is  depleted  and  the  total 
base  is  depressed,  although  the  greater  con- 
centration of  protein  in  concetdrated  human 
albumjii.  and  its  freedom  from  salt,  make 
this  the  preparation  of  choice  in  most  cases. 

The  total  amount'  of  fluid  to  be  adminis- 
tered will  of  necessity  vary  with  the  state 
of  hydration  and  the  fluid  losses.  Overhydra- 
tion readily  leads  to  pulmonary  edema,  and 
doubtless  increases  the  swelling  of  the  kid- 
neys. It  is  safe  to  give  sufficient  fluid,  in- 
cluding glucose,  albumin,  and  the  indicated 


electrolytes,  to  raise  the  blood  volume  to  nor- 
mal. If  the  blood  volume  is  normal,  these 
vital  agents,  as  indicated,  are  incorporated  I 
in  the  fluid  which  is  given  to  replace  insen-  1 
sible  \\ater  loss  (loss  by  way  of  the  lungs, 
skin,  feces,  and  saliva).  This  amounts  to  ap- 
proximately 1200  cc.  per  day.  To  this  amount 
is  added  sufficient  fluid  to  replace  losses  by 
vomiting  and  diarrhea.  The  reason  for  de- 
laying the  time-honored  flushing  of  the  kid- 
neys is  that  dilution  of  the  metabolic  agents 
slows  up  metabolic  processes  which  are  basic 
to  healing. 

Dr.  (Aive  Hoffman,  a  member  of  our  team 
to  deal  with  anuric  patients,  advocates 
catharsis  if  the  blood  volume,  total  base,  and 
Ph  of  the  blood  are  elevated.  She  warns, 
however,  that  this  is  a  two-edged  sword,  and, 
because  of  the  danger  of  untoward  shifts  in 
the  electrolyte  balance,  should  not  be  em- 
ployed unless  adequate  and  reliable  labora- 
tory data  are  available.  Catharsis  is  abso- 
lutely contraindicated  if  the  total  base  and 
Ph  are  both  reduced. 

Heparin 

In  the  last  4  patients  I  have  treated  for 
this  syndrome  I  have  used  heparin.  As  all 
have  recovered,  it  seems  to  have  done  no 
harm,  and  I  suspect  that  it  has  been  bene- 
ficial. I  make  no  claims  for  it,  but  will  pre- 
sent my  reasons  for  using  it:  (1)  Because 
of  the  renal  stasis  and  hematuria,  and  the 
thromboplastin  present  in  the  urine"",  any 
therapy  which  might  halt  the  formation  of 
casts  of  heme  compounds  in  the  renal  tubules 
seems  advisable:  (2)  it  was  considered  prob- 
able that  the  thrombophlebitis  occasionally 
observed  in  the  kidneys  of  these  patients 
might  have  a  vasospastic  effect  on  the  ar- 
teries and  capillaries  similar  to  that  seen  in 
thrombophlebitis  of  an  extremity.  For  these 
two  probably  insufficient  reasons  we  are  us- 
ing heparin  in  these  cases  at  the  Pennsyl- 
vania Hospital.  It  is  begun  as  early  as  pos- 
sible— 100  mg.  being  given  intravenously  at 
once,  and  200  mg.  introduced  in  1000  cc.  of 
5  per  cent  glucose  at  the  rate  of  eight  drops 
per  minute  initially.  The  rate  of  administra- 
tion is  adjusted  to  maintain  a  coagulation 
time  of  between  thirty  and  fifty  minutes. 
Coagulation  times  are  determined  at  four- 
hour  intervals,  day  and  night.  It  is  consid- 
ered safe  to  use  heparin  forty-eight  hours 

!i.    TcKvM'lin-;.    L.    M..    and    Lindquist,    .1.    N. :    Tliromboplastic 
Ai'tivitv  of  I'liiie.   Proc.   Soc.  Exper.   Biol.  i\-   Med.   0  J :  n  10 
iMayl    l'JA7^._.  _____ 
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after  surgery.  We  have  had  protamine  on 
hand  to  halt  the  action  of  heparin  in  case  of 
hemorrhage,  but  have  not  had  to  use  it. 
Heparin  is  discontinued  when  urine  reap- 
pears, or  when  the  degree  of  oliguria  is  re- 
duced. 
Diet 

The  diet  given  to  the  2  patients  whose 
case  reports  have  been  presented  in  this  pa- 
l)er  violates  time-honored  rules.  The  same 
violations  were  observed  in  4  other  cases — 
in  all,  6  consecutive  patients,  all  of  whom 
recovered.  Very  small  meals  were  served, 
nearly  all  of  the  prescribed  diet  being  given 
in  a  concentrated  liquid  formula  containing 
salt-free  milk,  eggs,  Protenum  and  Essena- 
mine.  1  suspect  that  the  high  protein  intake 
was  of  significant  therapeutic  value,  and 
that  nourishment  given  frequently  aided  in 
preventing  intractable  nausea  and  vomiting. 
The  feedings  were  taken  voluntarily  when 
practicable.  Otherwise,  they  were  adminis- 
tered by  gavage.  Nitrogen  retention  per  ne 
is  not  a  contraindication  to  a  high-protein 
diet. 
Cnrreciiou  of  overhydration 

Maintenance  of  an  efficient  circulation  is 
extremely  important,  as  the  magnitude  of 
disturbance  in  the  renal  circulation  keeps 
ahead  of  that  in  the  general  circulation. 
Cardiac  embarrassment  and  edema  are,  I 
fear,  usually  the  result  of  overhydration. 
Studies  of  the  venous  pressure  and  circula- 
tion time  are  of  value.  Venesection,  together 
with  the  administration  of  red  blood  cells 
and  concentrated  human  albumin,  has  been 
life-saving  in  cases  where  the  blood  volume 
was  above  normal,  with  a  hematocrit  of  25 
per  cent  and  a  plasma  albumin  of  2.9  per 
cent.  Digitalis  therapy  is  used  when  indi- 
cated. The  partial  neutralizing  effect  of  digi- 
talis on  heparin  increases  the  difficulties  in 
keeping  a  uniform  coagulation  time. 
Other  measures 

Symyjathetic  nerve  block'^"''  by  spinal  anes- 
thesia has  been  effective  in  restoring  renal 
function  in  cases  of  reflex  anuria.  Peritoneal 
lavage'"-^''  is  an  emergency  measure  which 
offers  some  promise  in  desperate  cases.  I 
have  had  no  experience  with  it,   nor  with 

10.  Hin^son.  R.  .A.,  and  others:  New  Horizons  in  Th^rapeutio 
Verve  Block  in  tile  Treatment  of  Vascular  .Tnd  Kenal 
Kinertrencies  with  CoTitinuous  Caudal  .'uul  Continuous 
Spinal  Araleesia  and  Anesthesia.  South.  Suriienn.  i;j:.'>Hn- 
liiill    (Auk.)    IfllT. 

11.  Aliliott.  W.  E.  and  Shea,  P.:  Treatment  of  Temporary 
II-^pmI  InsufTiciencv  (Uremia)  bv  Peritoneal  Lavage,  .\m. 
J.   M.  Sc.   211:312-319    (March)    I'oiC. 


Kolff's  artificial  kidney"-',  which  has  con- 
siderable merit  with  little  risk  if  its  use  is 
guided  by  adequate  laboratory  data.  The 
use  of  extra-abdominal  intestinal  loops  for 
diuretic  purposes  has  been  tried,  but  has 
less  to  support  it  as  a  method  of  therapy 
than  any  of  the  infrequently  used  measures 
mentioned  above.  Renal  decapsulation  may 
have  merit,  but  this  fact  is  difficult  to  prove. 
When  all  else  fails,  there  can  be  no  legiti- 
mate objection  to  this  procedure. 
Conclusion 

Tubular  nephrosis  is  a  common  disorder 
with  a  high  mortality  rate.  Death  usually 
results,  not  from  uremia,  but  rather  from 
circulatory  disorders  precipitated  by  over- 
hydration, which  is  preventable  if  therapy 
is  guided  by  adequate  laboratory  studies. 
Administration  of  fluid  is  guided  by  blood- 
volume  studies.  Usually  it  is  restricted  or 
not  above  basic  requirements  in  the  early 
phases  of  treatment. 

A  high  protein  intake  is  desirable,  as  is 
the  judicious  use  of  whole  blood,  red  blood 
cells,  plasma,  concentrated  human  albumin, 
noi'mal  .saline,  and  sodium-lactate  solution 
when  specific  indications  arise.  Heparin 
therapy,  until  the  oliguria  begins  to  improve 
or  anuria  is  corrected,  is  suggested. 

Reasons  have  been  presented  for  believ- 
ing that,  with  adequate  facilities,  most  of 
these  patients  can  be  saved  if  the  oliguria  is 
recognized  early  and  if  overhydration  is 
avoided. 

12.    Kidney  Suhstitutes.  Special   .\rticle.  Lancet  2:726-727    (Nov. 
Hi)    lilUi. 


Gastric  and  duodenal  ulcer. — We  have  watched 
the.'^e  diseases — which  were  at  one  time,  jude'ine  by 
earlier  records  of  the  clinic  and  the  dead-house,  rela- 
tively rare — becomins:  in  the  course  of  two  eenera- 
tions  two  of  the  most  common  of  all.  Their  incidence 
is  still  rising:.  If  the  combined  total  of  livine:  per- 
sons who  have  or  have  had  an  ulcer  in  America  and 
the  British  Isles  could  be  comnuted,  thev  would  be 
found  to  number  not  tens  or  hundreds  of  thousands 
but  millions.  Every  endeavour,  orthodox  and  un- 
orthodox, medical  and  surgical,  has  been  made  to 
discover  a  cui-e.  but  with  no  very  outstanding  or  en- 
couraging results.  Animal  and  laboratory  experi- 
ments have  carried  us  but  a  verv  little  wav  in  the 
assessment  of  cause.  And  yet  the  causes  (for  ulcer 
will  probably  find  its  place  among  the  "multiple 
stress"  diseases)  must  have  been  developing  con- 
temporaneously with  the  rising  incidence.  A  disease 
which  was  once  rare  can  become  so  again.  Until  we 
study  the  victims  of  the  disease  at  first  hand  and 
in  relation  to  their  work,  their  total  occupational 
experience,  their  communities,  their  food,  their  hab- 
its and  anxieties,  and  their  innate  predispositions, 
are  ive  likelv  to  obtain  the  answer  to  our  onestion? 
—.John  A.  Rvle:  Social  Pathology  and  the  New  Era 
in  Medicine,"  Bull.  New  York  Acad.  Med.  23:.327 
(June)   1947. 
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LUNG  ABSCESS 

A  Review  of  Fortij-Niue  C«.se.s 

Felda  Hightower,  M.D. 

and 

H.  H.  Bradshaw,  M.D. 

Winston-Salem 

Forty-nine  cases  of  lung  abscess  were 
treated  en  the  surgical  service  of  the  North 
Carolina  Baptist  Hospital  from  1941  to 
1946,  inclusive.  The  literature  is  replete  with 
writings  on  this  subject,  almost  all  of  which 
give  high  mortality  rates  regardless  of  the 
type  of  therapy  employed.  In  our  opinion 
the  immediate  operative  and  postoperative 
mortality  is  greater  with  lung  abscess  than 
with  any  other  common  pulmonary  condi- 
tion, including  carcinoma.  The  availability 
of  chemotherapeutic  and  antibiotic  agents, 
the  widespread  use  of  supportive  blood 
transfuf.ions,  and  the  great  improvements 
made  in  the  technique  of  thoracic  surgery 
have  failed  to  reduce  appreciably  the  mor- 
tality from  pulmonary  abscess.  In  an  effort 
to  throw  more  light  on  this  problem,  we  have 
undertaken  an  analysis  of  the  cases  we  have 
treated. 

Age,  Sex,  and  Occupation  of  Patievts 

The  .iges  of  our  patients  ranged  from  4 
to  54  years,  the  average  being  32.  The  age 
incidence  by  decades  (table  1)  is  similar 
to  that  reported  by  Woods  and  McGrath'" 
in  a  review  of  71  cases.  The  highest  inci- 
dence in  our  series  was  in  the  fifth  decade. 
Some  of  the  textbooks  of  surgery'-'  state  that 
the  incidence  of  the  disease  is  highest  in 
the  third  decade. 

Thirty-three  of  our  patients  were  men,  and 
16  were  women — a  ratio  of  almost  exactly 
2  to  1  (table  1).  This  ratio  corresponds 
closely  to  those  reported  by  other  auth- 
oi-s'i  ■->"). 

The  occupations  of  our  patients  are  shown 
in  table  2. 
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State    of    \ortli    Carolina.    Virsinia    Reach,    N'iririni.i,    Mav    II, 

1(117, 

1.  WootK-,  F,  M.  nnrl  MeGrath,  E,  ,1.:  Mainiwnient  of  Pnl- 
nionav    .Aliseesi.'.    Snrterv.    20  ii.iT-iHii    (Aus.)    l^iKi.' 

2,  fa)  Bab'orV.  W,  and  other.'s:  Prineinle.s  and  Praetiee  of 
Snrff^rv,  Philade'plra,  Tea  and  Fehiier.  liin,  n,  sac: 
Oi)  H°dh'om,  C,  A.:  Pu'nionary  Abscess,  in  Walters' 
Pr'."t'ce  of  Sursory.  Hawrstown,  Md.,  W.  F.  Prior  Co., 
IfllT.  y.  .I,  eb,  2,  pp,   1   and  2,  ■• 


:dical  journal 

May,  1948 

Table  1 

Age  and 

Sex  of 

Patients 

Age  (Years) 

.Vo, 

I'er  Cent 

1-9 

4 

8.2 

10-19 

8 

16.3 

20-29 

6 

12.2 

30-30 

12 

24.5 

40-49 

14 

28.6 

50-hd 

5 

10.2 

Sex 

No. 

Per  Cent 

Males 

33 

69.4 

Females 

16 
Table  2 

30.6 

Occupat 

ion  of  Patients 

Xo. 

rerCeiil 

Chil.l     , 

11 

22.4 

Housew 

fe'";;;;'''^;;' 

8 

16.3 

Textile 

worker    . 

5 

10.2 

Farmer 

5 

10.2 

Woodwoi'ker    

3 

6.1 

Miscellaneous   .... 

17 

34.7 

Preditiposi)ig  Factovfi 

Tablf!  3  shows  the  conditions  which  were 
believed  to  be  predisposing  factors  in  this 
series.  Pneumonia  preceded  the  development 
of  lung  abscess  in  14  of  the  49  cases,  or  28.5 
per  cent.  The  respiratory  infections  (colds, 
influenza,  and  pneumonia)  considered  as  a 
group  were  believed  to  be  the  pathogenic 
factor  in  26  cases.  Pneumococcus  pneumonia 
is  not  thought  to  be  a  cause  of  lung  abscess, 
but  there  is  evidence  to  support  the  belief 
that  pneumonia  due  to  other  organisms  does 
produce  changes  in  the  lung  predisposing  to 
lung  abscess.  Valle''"  reported  that  65  per 
cent  of  the  244  cases  in  his  series  followed 
jmeumonia.  Woods  and  McGrath  reported 
that  33  of  their  71  patients  (46.4  per  cent) 
develoTjcd  abscess  following  pneumonia. 
D'lngianni'^',  in  discussing  the  pathogenesis 
of  nontuberculous  abscesses  in  children,  re- 
ported the  incidence  of  pneumonia  as  32.2 
per  cent.  He  quoted  Derges  as  saying  that 
the  most  common  cause  of  lung  abscess  is 
previous  surgery,  and  that  pneumonia  is  the 
next  most  frequent  contributing  factor. 

Thero  were  7  instances  of  inhalation  of 
forei.gn  bodies  in  our  series.  Four  patients 
developed  lung  abscesses  following  tonsillec- 
tomy and  adenoidectomy.  Heavy  lifting  was 
given  as  the  predisposing  factor  in  2  cases. 

Early  Si/mptoma  (Table  4) 

Forty-three    of    our    patients     (87.7   per 

S,  Valle,  A.  R,:  Lun^  Abscess:  An  Analysis  of  2  11  Cases, 
S'"-;,,    Gvnec.    &    Dhst.    sl-:27,^-2.s(l    (Sept.)    int:1. 

t,  D*Tniria"iii.  V.:  Xnntnlierculous  T.nn?  Abs'-esses  in  Chil- 
dren: Survey  of  (il  Ca.ses,  J.  Thoracic  Surg-,  i  1 :2.i.'i-2fi4 
f.Tnne)    ISitS. 
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Table  3 

Predisposing   Factors 

.Vo.  Cix. 

Influenza,  colds  and  pneumonia 26 

Aspiration  of  foreign  bodies.., 7 

Tonsillectomy  and  adenoidectomy...  4 

Other  operations  3 

Heavy  lifting  2 

Gunshot  wound  of  chest 1 

Amebiasis    1 

Tuberculosis    1 

Carcinoma   1 

Unknown   3 

Table  4 
Initial  Symptoms 

.Yo.  Cd.i 

Cough 43 

Foul  sputum  '. 22 

Pain 22 

Fever    16 

Hemorrhage     3 

Table  5 

Duration   of   Symptoms 

Weeks  .Vo.  Ca^es 

0-G  10 

7-12  12 

13-24  9 

25-48  5 

49   or  more                       13 


I'l-rCent 
53.1 
14.3 
8.2 
6.1 
4.1 
2.0 
2.0 
2.0 
2.0 
li.l 


■Cut 

87.7 
44.9 
44.9 
32.6 
ti.l 


Percent 
20.4 
24.5 
18.4 
10.2 
26.5 


cent)  f.tated  that  cough  was  one  of  their 
first  s,ymptoms.  Fever,  pain  in  the  chest,  or 
expectoration  of  foul  sputum  was  the  initial 
symptom  in  22  cases  (44.9  per  cent).  Three 
patients  had  cough  with  hemoptysis  as  the 
first  .symptom.  Only  3  patients  had  persist- 
ent non-productive  cough  and  fever.  Hed- 
blom'-"'  and  Valle''^'  commented  on  the  fact 
that  cough  is  almost  always  present  in  cases 
of  lung  abscess. 

Duration  of  S>ji)iptoi)i.<i 

The  duration  of  symptoms  in  these  cases 
ranged  from  two  weeks  to  twenty  years 
(table  5).  Only  10  out  of  the  49  (20.4  per 
cent)  had  been  sick  less  than  six  weeks. 
Thus,  according  to  Neuhof's  classification'''', 
79.6  per  cent  would  be  considered  as  cases  of 
chronii'  lung  abscess.  Crimm'"'  and  Valle'^\ 
on  the  other  hand,  do  not  classify  an  abscess 
as  chronic  until  it  has  existed  for  more  than 
two  months.  Brantigan  and  Looper'"'  found 
the  usual  classification  of  abscesses  as  acute 
or  chronic  to  be  unsatisfactory.  They  pre- 
ferred to  use  the  terms  "simple  or  uncomi^li- 
cated"  and  "chronic  or  complicated."  While 
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M.    A.    :!il:i; 


Neuliof.    H.:    Acute    Putrid    .\bsfess    of 
Oynec.   &   Obst.    80:351-3.54    (April)    HU:.. 
Crlinin.    I*.   D.:    Lun?    Ab.scess.   .1.    Iiiiiijiiui 
(Jiin.)    liUO. 

Brantisan.  0.  C.  and  Looper.  E.  A.:  Tlie  Ktiiilii'-'V  and 
SurKical  Treatment  of  Lung  Abscess:  Iinport.iiue  of  Lobec- 
tomy,  South.  M.  J.   .37;l!i!i-2iir    (.\pril)    10  11. 


Table  6 
Location    of    Abscess 

A'./.  Cuses  I'er  C,  nt 

Single  lobe  involved 

Right   lower    11  22.4 

Left    lower    6  12.2 

Left   upper   4  8.2 

Right   upper   , 2  4.1      • 

Right   middle   1  2.1 

Multiple  lobes  involved 

Right  upper,  middle,  and  lower    11  22.4 

Right  upper  and   middle 6  12.2 

Left  middle  and  lower 5       ■  10.2 

Right   middle  and  lower 2  4.1 

Multiple   bilateral    1  2.1 

it  is  true  that  the  classification  of  lung  ab- 
scesses on  the  basis  of  duration  of  symptom.s 
is  at  best  somewhat  inaccurate,  the  therapy 
and  prognosis  of  acute  and  chronic  lung  ab- 
scesses are  not  the  same ;  most  writers, 
therefore,  have  attempted  to  classify  their 
cases  strictly  as  acute  or  chronic. 

Location  of  Ahncess 

In  this  series  abscesses  of  the  right  lung 
predominate  by  a  ratio  of  almost  2  to  1 
(table  6).  Thirty-two  of  the  49  cases  (65.3 
per  cent)  occurred  on  the  right  side,  and  17 
(34.7  per  cent)  on  the  left.  This  ratio  is 
similar  to  those  reported  by  D'Ingianni, 
Woods  and  McGrath.  and  Hedblom.  The 
lower  lobe  of  the  right  lung  was  involved 
much  more  frequently  than  the  upper.  Of 
the  13  cases  confined  to  either  the  right  up- 
per or  the  right  lower  lobe,  11  were  in  the 
right  lower  lobe,  and  2  in  the  right  upper 
lobe.  Most  of  the  other  reports  also  state 
that  the  right  lower  lobe  is  the  one  most 
frequently  involved,  although  Cutler  and 
Gross'"''  found  a  larger  number  of  abscesses 
in  the  upper  lobe. 

Of  greatest  importance  is  the  fact  that  mul- 
tiple lobes  of  the  lungs  were  involved  in  25, 
or  51  per  cent  of  our  49  cases.  This  incidence 
is  more  than  twice  that  reported  by  D'Ingi- 
anni (25  per  cent).  Multiple  bilateral  ab- 
scesses were  present  in  2.1  per  cent  of  our 
series.  This  incidence  is  closely  comparable 
to  that  reported  by  Valle  (2.5  per  cent). 

Types  of  Operatiotis  Performed 

Operations  were  performed  in  35  of  our 
49  cases.  The  procedures  employed  are  listed 
in  table  7.  The  large  number  of  lobectomies 
and  pneumonectomies  was  made  necessary 
by  the  high  percentage  of  chronic  abscesses 

s.  Cutler.  E.  C.  and  Gross,  R.  E. :  Xontuberculous  Abscess 
of  tb-  Luna:  Etiolosv.  Treatment,  and  Results  in  Sn  Cases. 
J.   Thoracic  Surg.   6:12.i-r.i.i    (Dec.1    193S. 
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Table  7 

Types  of  Operations   Perfomed  and  Operative  Mortality 

Operation  -V".  Cnms  Xn.  Dentli.i  Cnii-<e  of  Liatli 

Pneumonectomy    8  5  Air  embolus    (2) 

Abscesses  in  remaining  lung  (1) 
Bronchopleural  fistula   (1) 
Spread  of  tuberculosis   (1) 

Lobectomy    (2   lobes)    7  3  Air  embolus  (1) 

Hemorrhage  (1) 
Bronchopleural  fistula   (1) 

Unroofing  of  abscess   9  3  Hemorrhage   (2) 

Air  embolus  (1) 

Lobectomy   (single)    7  1  Bronchopneumonia 

Tube  drainage  of  abscess 2  0 

Cautery    lobectomy    1  0 

Inter-rib  thoracotomy 1  0 

TOTAL 35  12 


Mortality  Bate 

62.5% 


42.fi% 


33.3% 


14.3% 
0 
0 
0 

34.3^; 


and  multiple  lobe  involvement.  Unroofino- 
of  abscesses  (carried  out  in  all  cases  with 
the  cauter}%  leaving  the  abscess  lightly 
packed  with  iodoform  gauze),  cautery  lobec- 
tomy, tube  drainage,  and  inter-rib  thoraco- 
tomy were  usually  done  in  acute  and  "hyper- 
acute" cases'"'-^'.  Other  writers'^"'  have 
pointed  out  that  most  acute  abscesses  can  be 
treated  by  early  surgical  drainage,  but  that 
once  the  condition  of  chronic  pulmonary  sup- 
puration has  been  reached,  cure  is  rarely 
possible  except  by  extirpation. 

Sweet'^""'  listed  the  following  reasons  for 
choosing  primary  lobectomy  for  lung  ab- 
scesses in  15  cases :  chronicity  of  the  dis- 
ease, 10  cases ;  hemorrhage,  2  cases ;  involve- 
ment of  more  than  one  lobe,  1  case;  mis- 
taken diagnosis  of  carcinoma,  1  case;  and 
abscess  located  in  upper  lobe,  1  case.  Lind- 
skog'^^'  found  primary  lung  resection  the 
procedure  of  choice  if  one  or  more  of  the 
following  conditions  existed:  (1)  multiple 
abscesses  or  extensive  destruction  in  one  or 
more  lobes;  (2)  secondary  bronchiectasis; 
(3)  atelectasis  or  pneumonitis  unrelieved  by 
bronchoscopic  treatment;  (4)  uncontrolled 
bleeding;  and  (5)  perforation  and  localized 
empyema.  These  writers  have  done  many 
secondary  resections  in  patients  who  had 
persistent  disease  following  drainage  of  the 
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.1.    Thoracic   Surg.    12: 
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abscesses.  The  indications  for  lobectomy' 
and  pneumonectomy  in  our  series  were  simi- 
lar to  the  ones  outlined  above. 

In  table  8  the  lobectomies  are  classified 
according  to  the  lobe  removed.  One  patient 
had  a  right  lower  lobectomy  for  a  large  ab- 
scess due  to  tuberculosis.  Of  the  eight  pneu- 
monectomies carried  out  (table  8),  5  were 
on  the  right  side  and  3  on  the  left.  In  one 
of  the  patients  on  whom  a  left  pneumonec- 
tomy was  done,  the  abscess  was  found  to  be 
a  large  area  of  central  necrosis  in  a  broncho- 
genic carcinoma. 


Table  8 
Portions  of  Lungs   Resected 

.Vo,  rVr.«c.s- 

Lobectomies — Lobes  Removed 

Left    lower 4 

Right    lower   3 

Right  middle  and  lower 2 

Ri.ght  middle  and  upper 2 

Left    upper   ,- 2 

Right    upper 1 

TOTAL 14 

Pneumonectomies — Lung  Removed 

Right 5 

Left 3 

TOTAL 8 


;  rC,  lit 

28.6 
21.4 
14.3 
14.3 
14.3 
7.1 


100 


62.5 

37.5 


100 


Pos;fnpe)-afive  Cnniplicatin)ift 

The  three  most  common  postoperative 
complications  in  this  series  (table  9)  were 
(1)  empyema  with  broncho-pleuro-cutane- 
ous  fistula,  (2)  bronchopleural  fistula,  and 
(3)  hemorrhage.  Brantigan  and  Looper*^'  re- 
ported that  broncho-pleuro-cutaneous  fistula 
developed  in  all  but  one  of  8  cases  on  which 
they  performed  a  primary  lobectomy  for  ab- 
scess.   Iselin'^""'  stated  that  fistula  and  sec- 
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Table  9  were  due  to  postoperative  hemorrhage,  and 

Postoperative  Complications  i  ^^^  ^^^  ^^  air  embolus.   Among  the  7  pa- 

''•"""'""'-»                                  .v„.r„.s.,.   p., ■,:■„,  simple  lobectomy  was  per- 

Empvema,   bioncho-pleuro-  ,-,1^1            1  j.i  • 

cutaneous   fistula   13         54.1  formed  there  was  only  1  death,  and  this  was 

Bionchoplemal  fistula  5         20.8  dye  to  bronchopneumonia. 

^ci;i^mouia-::::::;::::;::z;:::;:  i     'fl  in  the  u  patients  not  operated  upon. 

Spreading-  pneumonitis  1           4.2  either  because  they  were  moribund  and  ex- 

Dehiscence  of  wound  1           4.2  pired  before  Operative  intervention,  or  be- 

TOTAL                                 24       100  cause  they  refused  operation,  the  mortality 

^    ,        ,    ,  rate  was  42.9  per  cent.    Only  8  of  the  14 

ondary   hemorrhage   are   the   most    dreaded  .^^^^  ^^^  ^^^  jj^j 

postoperative   complications.     Sweet""  ' 

pointed  out  that  the  most  frequent  cause  of  Results 
death  after  a  drainage  operation  is  spread-  ^^  ^j^^  3^  ^.^,  ^ients,  25  (80.6  per 
mg  infection  in  the  lung.  ^^^^^  ^^^^  recovered.  Four  (12.9  per  cent) 
Mortality  are  unimproved,  having  refused  surgical  in- 
Eighteen  of  our  49  patients  died,  giving  tervention.  Broncho-pleuro-cutaneous  fistula 
an  overall  mortality  of  36.7  per  cent.  Neu-  is  still  present  in  3  (9.7  per  cent).  It  is  be- 
hof'""  recently  reported  the  low  mortality  lieved  that  these  patients  will  probably  re- 
rate  of  2.3  per  cent  in  172  cases  of  acute  cover  completely,  either  through  spontane- 
putrid  lung  abscess.  Sweet's  mortality  rate  ous  closure  of  the  fistula  or  possibly  with  the 
in  a  series  of  120  lung  abscesses  was  27.3  aid  of  further  surgery. 

per  cent'^""'.  In  a  series  of  2,115  cases  of  In  our  total  series  of  49  patients  with  lung 

lung  abscess  collected  from  the   literature,  abscesses  the  recovery  rate  is  51  per  cent, 

the    mortality    rate    was    34.3    per    cent"-'.  Sweet"""'   found   that   the   total   number   of 

Freedlander'^''  reported  a  mortality  of  40.3  cures  obtained  in  the  patients  treated  from 

per  cent  in  a  series  of  238  cases.    Overholt  1938  to  1942  was  59.2  per  cent.   Moore"=' 

and   Rumel"^'   had   a   6   per   cent    operative  had  an  apparent  cure  rate  of  55.1  per  cent 

mortality  in  patients  with  acute  lung  abscess  out  of  78  patients  operated  upon ;  12.8  per 

treated  bj'  external  drainage.  Their  cure  rate  cent  have  broncho-pleuro-cutaneous  fistulas 

was  94  per  cent.  In  28  complicated  lung  ab-  and   6.4   per  cent  have  healed  wounds  but 

scesses  treated  by  external   drainage,   they  are  still  troubled  with  persistent  cough  and 

reported  an  operative  mortality  of  32   per  sputum. 

cent  and  a  cure  rate  of  onlv  26  per  cent.  o                      j  ^       7     • 

^  .        ,,.,             i  J   ii_  i  4.1,     '       i  T-i      •  Siimmarji  and  Conclusion 
Crimm'"'  reported  that  the  mortality   m   a 

series  of  cases  receiving  bronchoscopic  and  Forty-nine  cases  of  lung  abscesses  have 

surgical  drainage  combined  was  16  per  cent,  been  reviewed.  In  79.6  per  cent  the  condi- 

In  our  series  the  mortality  rate  in  the  35  tion  had  reached  the  chronic   stage  before 

patients  who  were  operated  upon  was  34.3  the  patient  was  admitted. 

per  cent  (table  7).  Twenty-three  of  the  pa-  The  .overall  mortality  rate  in  this  series 

tients   (65.7  per  cent)   are  now  living.  Five  was  36.7  per  cent,  and  the  mortality  rate  in 

of  the  12  operative  deaths  followed  pneumo-  the  cases  operated  upon  was  34.3  per  cent. 

nectomy.  2  being  due  to  air  emboli,  1  to  ab-  Sixty-three  and  three  tenths  per  cent  (31  of 

scesses  in  the  remaining  lung,  1  to  broncho-  49  patients)    are  living,  and  80.6  per  cent 

pleural  fistula,  and  1  to  miliary  spread  of  a  of  the  living  patients  have  recovered. 

tuberculous  infection.  Three  deaths  followed  Recent  reports  in  the  medical  and  surgical 

the  removal  of  two  lobes  of  the  lung,  and  literature""'^"*   on  the   use  of  penicillin  by 

were   caused   by   air   embolus,    hemorrhage,  aerosol    insufflation,    together    with    intra- 

and  bronchopleural  fistula  respectively.  The  pleural  and   intramuscular  injections,   offer 

mortality  from    unroofing    procedures    was  great  hope  for  improvement  in  the  medical 

33.3  per  cent;  2  of  the  3  deaths  in  this  group  treatment  of  ^cute  lung  abscesses  before  pul- 

12.  Allen.  C.  I.  and  Blackmail.  J.  F. :  Treatment  of  I.iui!;  i.i.  Moore.  K.  L. :  Pulmonary  .\bscess— A  Surgical  ProlDleni. 
.\bsce:.s,   .1.    Tlioracic   Surg.    6:156-172    (Dec.)    IBSii.  Ann.   Surg.    I16:.573-386   ,(S»pt.)    1942. 

13.  Freedlander,  S.  0.:  Total  Pneumonectomy.  Oliio  State  M.  ifi,  (a)  Valle.  A.  R.  and  White.  M.  L..  Jr.:  Penicillin  in 
.T.  33:r0!i-776   (July)   1937.  Pulmonary   Resection.   J.   Thoracic  Sur;;.    14:437-441    (Dec.) 

14.  Overholt.  R.  H.  and  Rumel.  W.  R.:  Factors  in  the  Reduc-  1945:  (b)  Smvth.  C.  J.  and  Billinsslea,  T.  H.:  The  Treat- 
tion  of  Mortality  from  Pulmonary  Alwcess.  New  England  ment  of  Lung  .Abscesses  with  Penicillin:  Report  of  4  Cases, 
J.   Med.   224:441-334    (March  13)    1941.  J.A.M.A.   129 :10fi5-101ii    (Dec.   (f)    1945. 
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monary  destruction  and  mixed  infection 
have  occurred.  In  patients  requiring  sur- 
gery for  lung  abscess,  the  use  of  the  anti- 
biotics and  chemotherapeutic  agents  now 
available  may  help  to  reduce  the  morbidity 
and  increase  the  recovery  rate,  although 
little  on  this  subject  has  appeared  in  the  lit- 
erature. 

Discnst<:ioii 

Dr.  .Iftsiah  C.  Trent  (Durham):  Di.  Hightower  is 
to  be  commended  for  his  excellent  analysis  of  the 
cases  of  lung  abscess  treated  at  the  Baptist  Hos- 
pital. To  get  some  idea  of  our  recent  results  I  have 
briefly  reviewed  the  .34  cases  of  lung  abscess 
treated  on  the  thoracic  surgical  service  of  Duke 
Hospital  during  the   year   1946. 

AU  of  these  cases  could  be  called  chronic.  Approx- 
imately a  third  were  located  in  the  right  upper  lobe, 
the  left  lower  lobe  being  the  next  most  common 
point  of  localization.  In  approximately  two  thirds 
of  the  34  cases  the  cause  was  undetermined.  Two 
cases  followed  pneumonia,  3  were  postoperative,  2 
were  luc  to  carcinoma,  1  to  a  cyst,  1  to  a  foreign 
body,  and  1  to  blastomycosis  infection. 

In  13  of  these  cases  operation  was  refused  or  was 
considei'ed  inadvisable.  Nine  were  drained,  9  had 
lobectomies,  and  3  had  pneumonectomies.  Of  thosi; 
patients  who  had  no  operation,  1  died,  7  were  cis- 
charged  unimproved,  and  .5  improved  or  well.  Of 
those  patients  who  had  drainage,  1  died,  and  3  were 
discharged  improved.  All  the  patients  who  had  re- 
sections were  improved  or  well  when  dischartred. 
One  patient  died  of  an  unknown  cause  four  months 
after  right  uppei-  lobe  lobectomy.  There  was  one 
case  of  pcistoperative  empyema  following  a  pneumo- 
nectomy. Most  of  the  patients  were  treated  with, 
penicillin  or  sulfonamides,  or  both,  and  with  pos- 
tural  and   bronchoscopic   drainage. 

Chronic  lung  abscess  is  a  very  discouraging  dis- 
ease. However,  our  entire  concept  of  the  treatment 
of  this  condition  has  been  radically  changed  by  two 
factors:  (1)  penicillin,  and  (2)  refinement  of  oper- 
ative technique  which  permits  pulmonary  resection 
with  a  minimum  of  risk.  The  present  trend  is  to- 
ward more  radical  surgery  in  those  cases  which  do 
not  respond  to  non-operative  therapy,  since  the  dan- 
ger of  acute  pneumonic  spread  and  postoperative 
empyema  is  minimized  by  the  use  of  penicillin. 
Resection  offers  a  chance  of  cure  to  many  patients 
who  heretofore  were  condemned  to  wear  a  drainage 
tube  with  all  of  its  attending  miseries,  and  who 
were  offered  little  hope  of  a  complete  cure. 
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Knowledge  and  wisdom — Although  there  has  been 
a  great  extension  of  knowledge  in  recent  years, 
there  has  been  no  accompanying  increase  in  man's 
powers  of  reasoning.  In  fact  the  reverse  seems  to 
have  been  the  case.  The  physician's  mind  is  so  much 
occupied  in  the  attempt  to  accumulate  more  and 
.still  more  recent  knowledge,  much  of  it  ill-defined, 
that  his  powers  of  logical  reasoning  and  his  sense 
of  perspective  are  endangered  and  he  is  apt  to  place 
undue  significance  and  reliance  on  a  specialist  or 
laboratory  report,  to  regard  them  as  being  above 
criticism,  and  to  fail  to  give  due  weight  to  a  well- 
taken  history  and  a  careful  bedside  examination. 
Knowledge  comes,  but  wisdom  lingers,  and  in  no 
field  of  human  endeavor  is  this  more  true  than  in 
medicine. — Leslie  Hurley:  The  General  Practitioner 
and  the  Speciali.=t,  M.  .1.  Australia  1:67  (.Jan.  17) 
1948. 


Twenty-five  years  ago  a  diagnosis  of  liver 
disease  or  liver  dysfunction  was  frequently 
made  by  the  family  physician;  "biliousness" 
was  the  word  most  often  used.  During  my 
early  years  of  medical  practice,  terms  such 
as  "stimulating  the  liver,"  "toning  the  liver 
up,"  and  "making  the  liver  act"  were  much 
in  vogue.  The  favorite  drug  for  correcting 
liver  abnormalities  was  calomel  in  large 
doses.  If  one  dose  did  not  help,  a  second 
dose  was  immediately  given.  In  those  days 
calomel  was  given  to  more  patients  than 
sulfadiazine  is  today — and  in  my  neck  of  the 
woods  that  is  saying  a  lot. 

Observing  my  fellow  practitioners  giving 
calomel  and  getting  results,  I  judged  it  to 
be  essential  that  the  young  doctor  follow 
suit.  As  a  matter  of  necessity,  I  became  a 
calomel  prescriber.  The  patient  was  made 
quite  sick  by  the  large  dose  of  this  drug, 
and  of  course  felt  much  better  when  the 
toxic  effects  were  past.  Many  patients  had 
to  stay  at  home  a  day  or  so  while  taking  the 
drug,  because  of  the  associated  disability. 
Of  course,  when  he  saw  the  green,  bile- 
colored  stools,  the  patient  knew  that  the 
liver  had  begun  to  act  and  felt  that  recovery 
was  really  on  its  way.  The  psychic  effect  of 
these  stools  was  marvelous.  The  people  in 
my  community  had  been  taught  that  they 
lived  in  a  calomel  belt,  and  as  a  matter  of 
routine  most  of  them  took  calomel  twice  a 
year  to  stimulate  the  liver  function.  As  a 
liver-toner  with  calomel  I  was  almost  a  com- 
plete flop,  and  for  a  while  it  appeared  that 
this  young  doctor  would  lose  caste  with  both 
patients  and  fellow  practitioners  because  of 
his  lack  of  .=;kill  in  this  art. 

During  the  past  ten  years  the  liver  dys- 
functions have  taken  their  place  in  the  realm 
of  metabolic  diseases.  The  older  methods  of 
treatment  are  being  abandoned,  and  new 
measures  are  being  adopted  which  are  quite 
different  from  those  previously  in  use.  We 
are  now  having  a  moderate  degree  of  success 
in  the  treatment  of  diseases  of  the  liver, 
whereas  formerly  attempts  to  treat  the  more 

Read  liet'ore  tlii'  .Si'ctiuii  oji  tlie  rractice  of  .Medicine. 
Medical  Society  of  tlie  State  of  Xorth  Carolina.  Vireinia 
Ueacli,    Virginia,   May    1  i.    1917. 
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serious  forms  of  liver  dysfunction  were  con- 
sidered useless.  No  definite  rules  can  be  put 
down  for  the  diagnosis  and  treatment  of 
diseases  of  this  organ,  but  we  can  approach 
the  syndrome  of  liver  insuthciency  with  some 
degree  of  hopefulness. 

Acute   Hepatitis 

Chronic  liver  diseases  usually  follow  acute 
conditions  of  the  liver.  It  would  seem  wise, 
therefore,  to  consider  the  acute  processes 
first.  Acute  hepatitis  arises  from  damage  to 
this  organ  by  bacterial,  chemical,  protozoal, 
or  viral  agents.  The  most  important,  and 
most  prevalent,  form  of  hepatitis  is  that  due 
to  a  transmissible  filtrable  virus.  This  type 
is  most  commonly  classified  as  an  infectious 
hepatitis,  and  includes  the  old  catarrhal 
jaundice  and  many  other  forms  of  liver 
necrosis  in  which  jaundice  occurs. 

Infectious  hepatitis  is  no  new  disease.  The 
causal  agent  has  been  shown  to  be  present 
in  the  blood,  nasopharynx,  and  feces  of  pa- 
tients suffering  from  this  disease.  It  can  be 
spread  by  infected  water  and  food.  The  pos- 
sibility that  flies  may  carry  the  virus  from 
feces  to  food  must  be  considered. 

The  usual  incubation  period  is  twenty  to 
forty  days,  and  the  onset  may  be  similar  to 
that  of  many  other  acute  infections.  If  the 
disease  is  sudden  in  its  onset,  chills,  fever, 
headache,  and  aching  in  the  joints  and 
muscles  are  usually  present.  The  fever  is 
seldom  high,  and  usually  disappears  after  a 
few  days.  Blood  studies  show  leukopenia, 
with  relative  lymphocytosis ;  usually  no 
anemia  is  present,  unless  the  disease  is  asso- 
ciated with  previous  liver  injury.  In  about 
a  third  of  the  cases  the  onset  is  insidious, 
and  is  frequently  marked  by  gastro-intes- 
tinal  sym.ptoms,  including  anorexia,  nausea, 
vomiting  and  diarrhea.  Often  the  patient 
will  complain  of  abdominal  pain,  and  physi- 
cal examination  will  show  an  enlarged  ten- 
der liver.  If  a  careful  history  is  taken,  the 
passage  of  dark-colored  urine  will  often  be 
reported;  this  color  is  the  result  of  bile  pig- 
ments present  in  the  urine.  Except  in  the 
severe  or  fatal  cases,  the  patient  is  usually 
sickest  during  the  pre-icteric  stage. 

When  the  stage  of  jaundice  is  reached,  all 
active  symptoms  may  subside,  leaving  the 
patient  much  more  comfortable  than  during 
the  prodromal  period.  Jaundice  usually  oc- 
curs  on   the   fourth   or   fifth   dav   after  the 


onset  of  symptoms,  but  may  be  visible  the 
first  day,  and  occasionally  comes  quite  late. 
It  usually  persists  for  two  to  three  weeks, 
but  occasionally  lasts  months.  Itching  of  the 
skin  is  often  associated  with  the  jaundice. 

Approximately  85  per  cent  of  the  patients 
with  viral  hepatitis  have  a  spontaneous  re- 
covery in  forty  to  fifty  days.  The  disease  is 
usually  benign  and  quite  often  self-limited. 
Lucke  and  Mallory  have  recently  reported  a 
rather  large  number  of  cases  of  epidemic 
hepatitis  which  have  ended  fatally  within 
ten  days.  Generally  speaking,  however,  the 
mortality  rate  is  very  low. 

Diagnosis 

The  disease  is  frequently  misdiagnosed  as 
influenza,  upper  respiratory  infection,  in- 
fectious mononucleosis,  atypical  pneumonia, 
or  obscure  fever.  Sometimes  the  erroneous 
diagnosis  is  persisted  in  even  after  the 
jaundice  has  taken  place.  Difi'erentiation 
from  biliary  or  hepatic  obstruction  is  very 
important.  Malignant  diseases,  intercurrent 
hepatitis  associated  with  cirrhosis,  and  oc- 
casionally hepatitis  associated  with  stones 
in  the  gallbladder  or  ducts  are  the  most  im- 
portant diseases  producing  such  obstruction. 
The  jaundiced  patient  with  acute  hepatitis 
is  a  poor  surgical  risk,  and  if  the  diagnosis 
is  not  positive  a  reasonable  delay  should  be 
allowed  before  operation  is  attempted.  Duo- 
denal drainage,  especially  if  it  is  combined 
with  urine  and  stool  examinations,  may  be 
helpful  in  diagnosing  intrahepatic  and  ob- 
structive jaundice. 

The  diagnosis  of  infectious  hepatitis  can 
frequently  be  made  in  the  pre-icteric  stage 
of  the  disease.  In  cases  where  clinical  icterus 
is  not  present,  one  may  suspect  hepatitis 
from  the  history  and  from  the  finding  of  a 
large,  tender  liver  on  physical  examination. 
In  certain  cases  liver  function  tests  are  very 
helpful  in  diagnosis.  The  tests  which  are 
most  reliable  are  the  bromsulfalein  reten- 
tion test,  determination  of  plasma  bilirubin, 
the  thymol  turbidity  test,  and  the  cephalin- 
cholesterol  flocculation  test.  The  Harrison 
spot  test  for  bilirubin  in  the  urine  may  be 
most  valuable  at  times.  In  applying  these 
tests,  one  must  remember  that  80  per  cent  of 
the  liver  may  be  destroyed  without  impair- 
ment of  its  function.  The  liver's  capacity  for 
regeneration  is  astounding,  and  a  large 
quantitative  loss  of  the  hepatic  parenchyma 
may  be  replaced  in  a  short  period  of  time. 


254 


NORTH   CAROLINA   MEDICAL  JOURNAL 


May,  1948 


Many  physicians  believe  that  the  non- 
icteric  form  of  hepatitis  occurs  more  fre- 
quently than  the  icteric  form,  and  often  goes 
undiagnosed.  It  is  suspected  that  this  form 
of  hepatitis  may  be  the  forerunner  of  sub- 
sequent chronic  liver  insufficiencies  and  he- 
patic cirrhosis.  The  liver  function  tests 
usually  show  more  abnormality  in  the  early 
stages  of  the  disease. 

Jaundice  has  been  recognized  with  in- 
creasing frequency  following  transfusions 
of  plasma,  whole  blood,  and  serum.  This 
type  of  infectious  hepatitis  usually  occurs 
sixtj'  to  one  hundred  days  after  the  injec- 
tion. Danger  of  producing  this  type  of  hep- 
atitis is  always  present  when  patients  are 
given  blood,  plasma,  or  serum.  No  person 
who  has  been  jaundiced  in  the  past  twelve 
months  should  be  used  as  a  donor.  Stokes  of 
Philadelphia  has  presented  information  that 
would  make  us  believe  that  10  cc.  of  gamma 
globulin  given  intramuscularly  may  prevent 
acute  hepatitis. 

T)'eutine)it 

There  is  no  specific  treatment  for  acute 
hepatitis  In  the  active  stage  of  the  disease 
gamma  globulin  given  intramuscularly  is 
without  effect.  Bed  rest  and  diet  are  the 
two  most  important  factors  in  treatment. 
Delay  in  instituting  bed  rest  will  lengthen 
the  course  of  the  disease,  and  if  the  patient 
overexerts  too  soon,  he  may  have  a  relapse. 
A  diet  nigh  in  carbohydrates  and  protein, 
and  reasonably  high  in  fat  should  be  given. 
The  usual  requirement  is  300  Gm.  of  carbo- 
hydrates, 125  of  proteins,  and  at  least  100 
of  fat  daily.  Recently  Hoagland  has  given 
patients  with  infectious  hepatitis  a  high-fat 
diet,  and  believes  that  it  may  be  helpful 
rather  than  harmful,  as  was  originally  re- 
ported. The  fat  should  usually  be  limited  to 
butter,  milk,  eggs,  and  that  present  in  boiled 
or  baked  meat. 

Patients  with  hepatitis  often  have  severe 
anorexia  and  nausea.  In  these  cases  it  is 
difficult  to  maintain  a  jiroper  nitrogen  bal- 
ance, especially  in  the  early  stages  of  the 
disease.  At  times  glucose  and  protein  hydro- 
lysates  may  be  given  intravenously  with  ex- 
cellent results.  If  parenteral  feedings  are 
indicated,  vitamin  supplements  should  be 
added.  In  patients  with  severe  vomiting, 
plasma  and  whole  blood  are  helpful. 

Intramuscular  injections  of  vitamin  K  are 
indicated    if   the    prothrombin    time    of   the 


blood  is  delayed.  Sulfadiazine  and  strepto- 
mycin should  not  be  used  unless  urgently 
needed  to  combat  a  complicating  bacterial 
infection.  Penicillin  in  large  doses  every 
two  hours  may  occasionally  be  life  saving  if 
the  hepatitis  is  bacterial  in  origin. 

Patients  with  liver  disease  tolerate  bar- 
biturates and  opiates  poorly.  Alcohol  is  ab- 
solutely contraindicated,  as  it  is  in  all  forms 
of  liver  insufficiency.  Most  authorities  be- 
lieve that  it  should  not  be  used  for  at  least 
six  months  after  the  patient  has  made  a 
complete  recovery. 

A  few  patients  are  very  slow  in  recover- 
ing from  viral  hepatitis,  and  have  a  pro- 
longed convalescence.  Successful  manage- 
ment of  these  patients  requires  skill  and  in- 
genuity. Frequently  they  do  not  appear  ill, 
but  complain  of  weakness,  fatigue,  and  gen- 
eral mr.laise.  They  may  be  classed  as  neu- 
rotic, unless  their  condition  is  properly  eval- 
uated. The  capacity  of  the  patient  to  ac- 
complish physical  exercise  is  the  best  meas- 
ure of  convalescence.  Middleton  has  called 
attention  to  the  importance  of  graded  exer- 
cise. Exercise  tolerance  tests  may  be  help- 
ful when  graduated  properly  after  infecti- 
ous hepatitis.  No  patient  should  be  classed 
as  cured  until  he  can  take  real  exercise — 
that  is,  walk  long  distances  without  adverse 
symptonis. 

Chronic  Hepatic  Iii.vufficioicy 

In  a  small  number  of  cases,  acute  hepati- 
tis may  develop  into  chronic  liver  disease. 
Early  recognition  and  proper  treatment  of 
the  acute  condition  will  prevent  this  develop- 
ment in  a  large  percentage  of  the  cases.  In 
chronic  hepatitis,  jaundice  may  come  and  go. 
This  type  of  jaundice  is  frequently  seen  in 
heavy  drinkers  with  hepatic  insufficiency, 
which  may  progress  over  a  period  of  months 
or  years  to  the  stage  of  real  cirrhosis.  On 
the  other  hand,  symptoms  may  abate  in  the 
late  stage  of  chronic  hepatitis  so  that  they 
no  longer  interfere  with  the  patient's  ac- 
tivity. 

Frequently  hyperbilirubinemia  and 
marked  hypoproteinemia  may  be  present  in 
chronic  liver  disease,  and  may  be  accom- 
panied by  ascites  and  edema.  The  findings 
in  cirrhosis  resulting  from  chronic  hepatitis 
are  not  unlike  those  in  cirrhosis  arising 
from  other  causes.  For  all  practical  pur- 
poses Laennec's  cirrhosis  and  chronic  liver 
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insufficiency  may  be  discussed  together.  The 
most  impoi'tant  factor  in  the  treatment  of 
these  di^^eases  is  their  prevention  whenever 
possible.  Anorexia,  loss  of  weight,  anemia, 
dye  retention  in  the  liver,  and  reversal  of 
the  albumin-globulin  ratio  are  signs  of 
chronic  liver  disease  which  appear  long  be- 
fore real  cirrhosis  with  edema  and  ascites 
develops. 

Efiologic  factors 

Snell  and  others  have  called  attention  to 
the  fact  that  the  nutritional  disturbances 
associated  with  heavy  drinking,  rather  than 
the  toxic  effect  of  alcohol  on  the  liver,  may 
be  the  cause  of  cirrhosis.  Cirrhosis  has  been 
found  in  people  who  use  no  alcohol,  but 
whose  dietary  intake  is  markedly  deficient 
in  proteins  and  vitamins.  Among  heavy 
drinkers  real  cirrhosis  of  the  liver  occurs 
less  frequently  in  those  who  eat  an  adequate 
diet. 

Treatment 

Patients  with  chronic  liver  disease  should 
be  given  the  same  diet  used  in  acute  infecti- 
ous hepatitis.  It  is  frequently  difficult  to 
maintain  an  adequate  caloric  intake  in  these 
patients,  because  of  gastrointestinal  com- 
plaints and  anorexia.  Concentrated  and  fre- 
quent feedings  may  be  helpful.  If  they  can- 
not be  taken,  intravenous  injections  of  glu- 
cose and  protein  hydrolysates  should  be  em- 
ployed v/hen  all  other  efforts  to  provide  an 
adequate  caloric  intake  fail. 

In  order  to  obtain  results  with  crude  liver 
extract,  it  is  believed  that  larger  doses  are 
required  than  can  be  given  intramuscularly. 
A  recent  issue  of  the  Journal  of  the  Amei'i- 
caii  Medical  Association  carries  a  report  on 
the  use  of  liver  extract  intravenously  in 
cirrhosis  of  the  liver'".  Apparently  excellent 
results  have  been  obtained  in  some  cases  by 
this  method.  The  authors  report  an  increase 
in  the  patient's  appetite  and  sense  of  well- 
being,  along  with  disappeai'ance  of  ascites 
in  some  cases. 

We  have  had  very  little  experience  with 
the  intravenous  use  of  liver  extract  in  treat- 
ing cirrhosis  of  the  liver.  Intraheptol'-'  is 
a  preparation  that  we  have  used  a  few  times. 
Careful  tests  for  sensitivity  must  be  carried 
out  before  administration  of  the  full  intra- 

).  Labliv.  D.  H.,  Sliaiik.  R.  E..  Kuiikel,  H.  C.  aiul  HoaKland, 
C.  L.;  Intravenous  Tlierapy  of  Cirrhosis  of  tlie  Liver, 
J..\.M.A.    1.",3:11S1-1I90    (April    19)     HUT. 

2.    Tut   out   l)y   Leilerle   Lalioiatories. 


venous  dose  is  attempted.  A  small  dose  is 
first  given  intramuscularly.  If  no  i-eaction 
occurs,  1/20  cc.  of  the  liver  extract  diluted 
with  1  cc.  of  normal  salt  solution  may  be 
given  slowly  by  vein.  This  in.iection  should 
take  at  least  three  to  five  minutes.  After 
thirty  minutes,  if  no  untoward  effects  are 
noted,  1  cc.  of  the  liver  extract  diluted  with 
9  cc.  of  normal  salt  solution  may  be  given 
very  slowly  by  vein.  If  no  reaction  occurs, 
2  cc.  may  be  given  the  following  day,  with 
8  cc.  of  saline  solution.  The  dose  is  gradually 
increased  until  10  cc.  of  crude  liver  is  given 
with  40  cc.  of  normal  saline  solution.  Each 
in.iection  should  require  at  least  five  to  eight 
minutes.  It  is  recommended  that  10  cc.  be 
given  intravenously  three  times  a  week  for 
several  months. 

We  new  know  that  many  of  the  symptoms 
of  chronic  liver  disease  arise  from  the  fact 
that  the  organ  cannot  properly  metabolize 
protein.  Quantitative  and  qualitative 
changes  in  plasma  protein  frequently  occur, 
and  may  cause  ascites  and  edema.  In  such 
cases  intravenous  use  of  human  albumin 
may  produce  remarkable  clinical  improve- 
ment. Edema  may  be  relieved  in  a  few  days, 
and  even  ascites  may  decrease.  Fifty  to  100 
Gm.  may  be  given  at  weekly  intervals  until 
a  satisfactory  plasma  level  of  albumin  is  ob- 
tained. The  patient  should  be  kept  in  posi- 
tive nitrogen  balance.  We  have  had  no  ex- 
perience with  the  use  of  homologous  albu- 
min. It  is  recommended  that  when  albumin 
is  not  available  500  to  750  cc.  of  plasma  be 
given  two  or  three  times  a  week.  Certainly, 
plasma  has  been  helpful  in  many  cases. 
Methionine  and  choline  may  be  of  some 
benefit  in  chronic  liver  disease.  We  have  had 
no  experience  with  the.se  substances,  but  it 
would  seem  from  the  evidence  at  hand  that 
in  patients  who  can  take  an  adequate  diet 
little  benefit  can  be  expected  from  their  use. 

Chronic  liver  disease  takes  on  eventually 
the  characteristics  of  multiple  vitamin  de- 
ficienc.v.  The  damaged  liver  is  unable  to 
carry  on  adequately  the  metabolism  of  num- 
erous constituents  essential  for  maintenance 
of  the  body  economy.  Any  measure  helpful 
in  overcoming  the  metabolic  defect  should 
be  included  in  the  therapy.  When  the  meas- 
ures outlined  above  are  used  early  enough, 
they  may  be  effective  in  at  least  checking 
liver  disease,  and  occasionally  the  pathologic 
processes  are  reversed. 
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In  the  diagnosis  and  treatment  of  liver 
disease,  experience,  common  sense,  and  good 
judgment  are  essential  for  the  best  results. 

D/.s'C'».S.s'/o// 

Dr.   George   'I'-    Harrell    (Winston-Salem):    At    the 

Bowman  Gray  School  of  Medicine  we  have  actually 
made  determinations  of  the  vitamin  levels  in  cirrho- 
sis. Gayer  in  our  clinic,  studying  the  results  of 
therapy  in  cirrhosis  of  the  liver,  has  found  that  the 
large  doses  of  some  vitamins  commonly  used  may 
actually  be  harmful  (Arch.  Int.  Med.  80:644-654 
(Nov.)  1947).  He  has  shown  by  a  study  of  the  urin- 
ary excretion  of  F^,,  a  fluorescent  substance,  that 
the  damaged  liver  cannot  utilize  and  break  down 
niacinamide.  We  now  prefer  to  use  a  daily  vitamin 
supplement  containing  10  to  15  mg.  of  niacinamide 
rather  than  the  usually  recommended  dose  of  100  to 
150  mg. 

It  has  been  our  impression  that  a  high-protein, 
high-vitamin  diet,  supplemented  with  sulfur-con- 
taining amino  acids,  not  only  has  a  lipotropic  action 
but  definitely  aids  in  the  regeneration  of  liver  cells. 
We  believe  that  a  full  and  adequate  diet  is  equally 
as  effective  as  the  oral  or  intravenous  administra- 
tion of  amino  acids.  If  the  patient  is  unable  to  eat 
the  diet,  we  have  forced  feedings  through  an  in- 
dwelling duodenal  tube.  Dramatic  responses  have 
been  obtained  by  such  techniques  in  patients  who 
were  comatose  and  appeared  to  be  hopelessly  ill.  In 
one  instance  the  liver  shrank  so  rapidly  from  day 
to  day  that  we  were  afraid  we  had  induced  acute 
necrosis;  the  subsequent  comiilete  recovery  of  the 
patient,  however,  indicated  that  the  reduction  in 
size  was  due  to  the  mobilization  of  fat  at  an  ex- 
trpnielv  raoid  rate. 

Lipotropic  substances  have  been  found  to  be  of 
little  value  in  the  therapy  of  acute  virus  hepatitis. 


Cancer  mimicking  ulcer  ...  is  seen  by  every  sur- 
geon several  times  a  year.  It  is  necessary  to  remind 
ourselves  that  cancer  of  the  stomach,  while  it  is 
usually  a  very  rapid  disease,  may  be  as  slow  as  a 
scirrhous  tumour  of  the  breast,  going  on  for  ten 
years  with  little  change;  that  patients  with  slowly 
progressing  cancers  may  have  a  good  appetite  and 
free  hydrochloric  acid,  and  that  thev  may  lose  their 
svmptoms  for  a  time  and  put  on  weight  on  a  gastric 
diet.  These  slow  cancers  are  digested  in  their  central 
necrotic  narts  by  the  gastric  .iuices,  and,  whether 
at  operation  or  necropsy,  may  have  verv  much  the 
appeai'ance  of  an  indurated  iientic  ulcer.  But  in  these 
cases,  if  we  go  into  the  history  carefully,  we  find 
that  the  eastric  symntoms  have  stai'ted  suspiciously 
late  in  life,  that  thouuh  thev  may  have  gone  for 
some  vears  they  have  been  steadily  and  slowly  pro- 
gressive, and  that  the  remissions  have  not  been 
periods  of  complete  health  but  of  lessened  discom- 
fort. The  true  ulcer  usuallv  starts  in  the  twenties, 
and.  in  its  long  histoiy  before  its  final  cure  by 
medicine  or  surgery,  has  many  remissions  of  months' 
or  vears'  duration.  I  know  that  prolonged  irritations 
and  the  presence  of  scar  tissue  may  o-ive  rise  to  a 
cancer,  but  in  a  lifetime  I  have  seen  little  evidence 
that  thev  do  so  excent  in  squamous  epithelium. — 
Ogilvie.  H.:  The  Early  Diagnosis  of  Cancer  of  the 
Oesophagus  and  Stomach,  British  M.  -J.  2:407   (Sept. 

13)   1947.  

One  in  every  25  World  War  II  veterans  training 
under  the  G.  I.  Bill  is  preparing  for  a  career  in 
medicine  or  in  a  related  field,  a  Veterans  Adminis- 
tration survey  revealed. 


CHRONIC   GLOMERULONEPHRITIS 

WITHOUT  HYPERTENSION. 

CARDIAC  ENLARGEMENT,  OR 

RETINAL  CHANGES 

Cane  Report   irith   Autopuji  Findings 

Clifford  G.  Gaddy,  M.D. 

and 

David  Cayer,  M.D. 

Winston-Salem 

Uremia  is  a  syndrome  resulting  from  renal 
insutiiciency  and  accompanied  by  retention 
of  urinary  constituents.  It  is  characterized 
by  signs  and  symptoms  related  to  the  circu- 
latory, gastrointestinal,  resjjiratory,  derma- 
tologic,  and  nervous  systems.  Most  varieties 
of  renal  disease  which  lead  to  uremia  are 
associated  with  hypertension  and  hyperten- 
sive changes.  Amyloid  disease  of  the  kidney 
and  necrosis  of  the  tubules  due  to  mercury 
are  exceptions,  and  even  these  conditions 
may  produce  hypertension  in  the  late  stages. 

Probably  the  most  common  cause  of 
uremia  is  chronic  glomerulonephritis.  The 
diagnosis  of  this  condition,  as  a  rule,  pre- 
sents no  difficulty.  In  typical  cases,  the  hy- 
pertension, cardiac  enlargement,  retinitis, 
albuminuria,  and  hematuria  constitute  an 
unequivocal  picture.  In  patients  with  severe 
chronic  glomerulonephritis,  the  blood  pres- 
sure may  drop  because  of  cardiac  weakness, 
but  the  presence  of  cardiac  enlargement 
gives  evidence  of  the  antecedent  hyperten- 
sion. When  the  constant  features  are  absent, 
however,  the  disease  may  be  more  difficult 
to  diagnose. 

Instances  of  adults  dying  in  uremia  due  to 
chronic  glomerulonephritis  without  hyper- 
tension or  cardiac  hypertrophy  are  rare. 
Fishbero'^*  and  Bertola'-"  each  observed  a 
single  case,  and  Bannick'-'',  Foster'-'',  and 
Weissberg  and  Ippolito'-"'  each  reported  2 
cases  of  chronic  glomerulonephritis  without 

From  the  Dennrtment  of  Medicine.  Bowman  Gray  Scliool 
"f  Meflirine  of  Wake  Korest  Collese  and  tlie  Nortli  Carolina 
Bapti.^t    Hospital.    AVinstnn-Salem.    N'ortli    Carolina. 

1.  Fisliliers.  .\.  M. :  Hvnerten.sion  and  Xepliritis.  ed.  1.  riiila- 
delpliia.   Lea   &   Feliirer.   193!i.   p.    17". 

2.  (a)  Bcrtoia.  .\.:  roiitributo  alio  studio  delle  nefriti 
t'niiiiche  iperazotemiehe  anioertonicli'='.  Gazz.  d.  osD.  (iO: 
nC7-!lT4  (Oit.  22)  ]'i,-in:  <h)  l!annii-k.  E.  G. :  Severe  Clironie 
Glomerular  Xeohritis  without  H\oertensir>n.  Cardiac  Hv- 
uertrooln-  or  Retinal  Chanire^*:  Report  of  Two  Cases.  .Vreh. 
Int.  Med.  3!i:7ri-7+7  (May)  1027;  (c)  Foster.  N.  B. :  The 
Relations    of    H\T)erten.sion    to    Cardiorenal    Diseases.     \m. 

.1.  M.  .Si.  1(11  rsiis-si!)  (D^c.)  1022:  (d)  'Weisslwnr.  .T.  and 
lODolito.  T.:  Diffuse  Glomerulonephritis  witlio"t  Hyoer- 
tension.  Bull  Xew  York  M.  Coll..  Flower  ,V  Kiftli  Ave. 
IIosps.    :  :12.21    (.lune)    min. 
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hypertension  or  cardiac  enlargement.  Sev- 
eral other  reports  of  similar  cases  have  ap- 
peared in  the  literature,  but  many  were  not 
confirmed  by  postmortem  observations. 

It  is  felt  that  the  rarity  of  apparently  un- 
complicated renal  failure  due  to  chronic 
glomerulonephritis  justifies  report  of  the 
following  case. 

Case  Report 

A  white  automobile  mechanic,  aged  48,  entered 
the  North  Caiolina  Baptist  Hospital  on  January  15, 
1947,  complaining-  of  headaches,  weakness,  anemia, 
and  a  generalized  eruption.  He  also  had  numbness 
in  the  lower  extremities,  anorexia,  a  mild  postnasal 
drip,  and  occasional  nocturia.  He  had  been  in  good 
health  until  a  year  befoi'e  admission,  when  he  began 
liaving  moderate  weakness  and  slight  dyspnea.  Six 
months  prior  to  admission  he  acquired  a  rash  which 
involved  the  entire  body  except  the  face.  The  lesions 
were  described  as  being  papular,  erythematous,  and 
pruritic.  A  month  later  he  was  told  that  he  was 
anemic,  and  was  treated  with  intramuscular  ':ve;' 
e.xtract  and  iron.  Three  months  of  this  therapy  pro- 
duced no  improvement.  Two  and  a  half  months  pj-ior 
to  admission  his  hemoglobin  was   50   per  cent. 

Two  weeks  before  he  was  seen  in  this  hospital, 
examination  at  another  clinic  revealed  a  generalized 
maculopapulai-  rash  which  did  not  involve  the  face, 
a  peculiar  yellow,  bronzed  discoloration  of  the  skin, 
and  a  left  inguinal  hernia.  A  blood  count  at  that 
time  showed  6.2  Gm.  (40  per  cent)  of  hemoglobin 
and  1,830,000  red  blood  cells.  The  red  cells  showed 
slight  anisocytosis,  poikilocytosis,  and  basophilic 
stippling;  an  occasional  macrocyte  was  seen.  The 
reticulocyte  count  was  10  per  cent.  Gastric  analysis 
showed  no  free  hydrochloric  acid  after  histamine. 

The  patient  stated  that  he  had  consumed  an  aver- 
age of  one  quart  of  liquor  a  week  for  many  years, 
but  none  for  the  past  seven  years.  He  had  had  occa- 
sional episodes  of  epistaxis  for  several  years,  but 
since  the  present  illness  began  nosebleeds  had  been 
frequent  and  at  times  severe.  He  had  occasional 
colicky  pain,  nausea,  and  vomiting.  His  appetite  had 
lieen  poor  for  the  past  two  months,  and  he  had 
lost  30  pounds  during  this  time. 

Physical  examination  showed  the  temperature  to 
lie  98. G  F.,  pulse  116,  respiration  22,  blood  pressure 
138  systolic,  84  diastolic.  The  patient  was  a  well 
developed,  well  nourished,  white  man  with  pallor 
and  slight  dyspnea.  There  was  a  maculopapular 
eruption  over  the  arms,  legs,  and  body,  with  excori- 
ation, crusting,  and  bleeding  scratch  maiks.  The 
pupils  and  the  optic  fundi  weie  normal.  Clotted 
blood  was  present  in  the  left  nostril.  The  lungs 
were  clear  throughout  and  the  heart  was  not  en- 
larged. The  rhythm  was  regular  and  no  murmurs 
were  heard.  The  liver  was  palpable  three  fingers' 
breadth  below  the  right  costal  margin.  A  reducible 
left  ingu'nal  hernia  was  present.  There  was  no 
edema  of  the  extremities  and  neurologic  examina- 
tion was  essentially  normal. 

Urinalysis  showed  a  specific  gravity  of  1.008,  and 
a  1-plus  leaction  for  albumin;  on  microscopic  ex- 
amination occasional  red  and  white  lilood  cells  were 
seen  per  high  power  field.  The  hemoglobin  was  7.3 
Gm.,  red  blood  cells  2,1.50,000,  reticulocytes  1.8  per 
cent.  The  urine  contained  no  Bence-Jones  protein 
and  the  Sulkowitz  test  was  negative.  The  total 
serum  proteins  were  6.3  Gm.  per  100  cc,  with  4.3 
Gm.  of  albumin  and  2.0  Gm.  of  globulin.  Serologic 
tests    for    syphilis    were    negative.    Examination    of 


the  stool  was  negative  for  occult  blood.  A  gastric 
analysis  (fasting  specimen)  showed  24  clinical  units 
of  free  hydrochloric  acid  and  50  of  combined  acid. 
Examination  of  the  bone  marrow  showed  depression 
of  the  erythroblastic  series.  Fluoroscopy  of  the 
chest,  an  x-ray  of  the  skull,  and  an  abdominal  series 
were  negative. 

The  patient's  course  in  the  hospital  was  rapidly 
down  hill.  On  January  17  a  furuncle  appeared  on 
the  left  thigh.  The  temperature  ranged  from  98  to 
101  F.;  the  blood  pressure  remained  at  140  systolic, 
80  diastolic.  Increasing  dyspnea  and  signs  of  marked 
acidosis  developed.  The  nonprotein  nitrogen  was 
found  to  be  164  mg.  per  100  cc.  of  blood,  and  the 
carbon  dioxide  combining  power  5  volumes  per  cent. 
The  dyspnea  was  relieved  bv  sixth  molar  lactate 
given  intravenously.  Repeated  phenolsulfonnhthalein 
tests  showed  no  excretion  of  dve.  The  blood  non- 
protein nitrogen  increased  to  250  mg.  per  100  cc. 
On  January  22,  generalized  tetany  developed,  and 
the  patierit  became  cyanotic.  Calcium  gluconate  and 
aminophyllin  produced  immediate  iniDrovement.  The 
blood  pressure  was  210  systolic,  110  diastolic  follow- 
ing tetany,  but  afterwards  fell  again  to  normal. 
On  January  22  respirations  became  deep  and  ir- 
regular, with  frequent  apnea.  The  heart  sounds 
became  faint,  and  the  patient  expired. 

Autopsy  findings 

The  anatomic  diagnoses  were:  (1)  generalized 
excoriation  of  the  skin,  (2)  abscesses  of  the  left 
hip,  (3)  generalized  arteriosclerosis,  (4)  hemangi- 
oma of  the  liver,  (5)  mitral  valvulitis,  healed,  and 
(G)   chronic  glomerulonephritis. 

The  kidneys  were  equal  in  size,  and  together 
weighed  145  Gm.  They  were  pale  red,  and  the 
surfaces  showed  manv  small  cysts  and  petechiae. 
The  capsules  were  easily  stripped,  leaving  a  coarse- 
ly granular  surface.  A  cross  section  showed  bilateral 
cysts.  The  diameter  of  the  renal  cortices  measured 
4  mm.  on  the  right  and  3  mm.  on  the  left;  the  diam- 
eter of  the  pyramids  was  10  mm.  on  the  right  and  8 
mm.  on  th<^  left.  The  pelves  and  ureters  were  normal. 

Microscopic  examination  showed  decrease  in  the 
number  of  glomeruli  and  marked  variation  in  their 
si7e.  Many  were  hyalinized  and  comnletelv  fibrosed, 
while  those  remaining  .showed  enithelial  hyper- 
nlasia  and  many  healed  crescents.  The  tubules  were 
decreased  in  number,  and  many  were  distended. 
There  were  many  cystic  spaces  of  varying  size,  lined 
by  a  single  layer  of  flattened  epithelium.  Infiltra- 
tion of  the  interstitial  tissues  bv  small  round  cells 
was  noted.  The  arteries  showed  internal  thickening, 
with  vacuolation  and  hyalinization  of  the  media. 
No  arteriolar  changes  were  noted. 

The  heart  weighed  375  Gm.  The  left  ventricular 
wall  measured  1.5  cm.  in  diameter.  A  few  nodular 
thickenings  about  2  mm.  in  diameter  were  seen  along 
the  valve  edges.  There  was  no  stenosis  or  thicken- 
ing  of  the  valve   margins. 

The  liver  was  slightly  enlarged  and  showed  mod- 
erate central  necrosis. 

Differential  Diagnosis 

The  absence  of  hypertension,  retinitis, 
physical  signs  of  cardiac  enlargement,  and 
significant  urinary  findings  or  a  hi-story  of 
previous  urinary  complaints  in  this  patient 
obscured  the  true  diagnosis.  Carcinoma  of 
the  stomach  was  suggested  because  of  the 
weakness,  anemia,  weight  loss,  nausea,  and 
vomiting.    Other  writers'-^  have  found  gas- 
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trointestinal  malignancy  to  be  the  principal 
problem  in  the  differential  diagnosis  of  these 
atypical  cases  of  glomerulonephritis.  Other 
diagnoses  considered  in  this  case  included 
Addison's  disease,  the  primary  anemias,  mul- 
tiple myeloma,  and  aplastic  anemia. 

Possible  Explanations  for  the  Absence 
of  Hypertension 

The  modern  concepts  of  renal  hypertension 
hold  that  the  ischemic  kidney  liberates  a 
proteolytic  enzyme,  renin,  which  acts  on  a 
pseudoglcbulin,  hypertensi)ioge)i  or  angio- 
tonin  precursor,  to  split  off  a  pressor  sub- 
stance, hiipertensin  or  angiotonin,  which  is 
probably  a  polypeptide.  Hypertensin  is  de- 
stroyed both  in  vivo  and  ///  vitro  by  the 
action  of  an  inhibitor,  hypertensinase  or 
angiotonase,  present  in  the  blood  and  in 
various  organs.  There  is  evidence  that  renin 
itself  is  antigenic  and  may  cause  formation 
of  antirenin.  The  following  possibilities 
might  permit  the  development  of  renal  ex- 
cretory failure  without  the  production  of 
hypertension. 

1.    The  absence  of  renin 

Renin  is  derived  from  the  kidney  cortex. 
It  is  apparently  produced  or  stored  by  the 
proximal  convoluted  tubules.  Kidneys  in 
which  the  proximal  tubules  are  poisoned  by 
tartrate  do  not  contain  renin'".  It  has  been 
recognized  for  several  years  that  renal 
ischemia  in  animals  increases  the  liberation 
of  renin.  Recently,  Dexter  and  his  associ- 
ates"' hnve  shown  that  in  human  beings,  as 
in  animals,  constriction  of  the  renal  artery 
stimulates  the  renal  humoral  mechanism. 
The  conditions  essential  to  the  production  of 
renin  arc  not  known.  There  is  no  good  evi- 
dence that  anoxemia,  histotoxic  anoxia,  or 
reduced  pulse  pressure  is  responsible. 

According  to  Bell'"'',  experimental  hyper- 
tension of  the  Goldblatt  type  in  dogs  disap- 
pears after  the  kidney  becomes  markedly 
atrophic  Apparently  kidneys  that  have 
undergone  marked  atrophy  may  cease  to 
produce  a  pressor  substance. 

3.  Best,  C.  H,  ,nnd  Taylor.  X.  B.;  I'hvsiolos-iial  Basis  iif 
Medical  Practice,  erl,  t.  Baltimoio,  The  Williams  ami 
Wi'lc'ns  Comoanv,   191.5,   p.   13'.!. 

4.  Ouinbv,  \V.  C,  Dexter,  I,.,  Sanilmeyer.  J.  .\..  and  Haviies. 
F.  W. :  Penal  Humoral  Pressor  Merlianisni  in  Man: 
Effect  of  TransitoiT  Coinnlete  Constriction  of  tlic  Hum.in 
Renal  .-Artery  on  Blood  Pressure  and  on  Concentration  of 
Renin.  Hyp' rtensinos-on  and  Hypert»"nsinase  of  Renal  .\r- 
ter'al  and  Venous  Blood,  with  .Animal  Obsen-ations.  .1. 
C'in.       Invest     24:50-74     (Jan.)     1945, 

5.  Br^Il,  E,  T. :  Renal  Disease.?,  Philadelphia,  Lea  ,'v-  Febiwr, 
1!14(1,  p.  310. 


2.    The  absence  of  hypertensinogen 

Renin  tachyphylaxis,  according  to  Page 
and  his  associates"'',  may  be  attributed  to  the 
exhaustion  of  hypertensinogen.  This  finding 
seems  to  indicate  that  the  reserve  supply  of 
hypertensinogen  is  limited.  The  liver  is  the 
chief  source  of  hypertensinogen ;  in  normal 
and  hypertensive  dogs  removal  of  the  liver, 
or  hepatic  damage,  reduces  the  hypertensin- 
ogen content  of  plasma,  and  hence  the  pres- 
sor response  to  injected  renin'"'. 

Haynes  and  Dexter'^'  studied  the  hyper- 
tensinogen levels  in  patients  with  liver  dam- 
age, and  showed  that  6  of  10  patients  had 
lowered  values.  The  most  marked  decrease 
was  seen  in  cases  of  advanced  cirrhosis  with 
severe  hepatic  insufficiency. 

?>.    The  destruction  or  inactivation  of  hypei-- 
tensin  by  hypertensinase  or  other 
proteolytic  ferments 
Hypertensin   is  destroyed   by   hypertensi- 
nase, an  albumin  fraction  found  in  the  blood 
and   in   various   organs,   especially   the   kid- 
neys"". In  vitro  studies  have  shown  that  hy- 
pertensin is  also  destroyed  or  inactivated  by 
trypsin,    pepsin,    carboxypeptidase,    amino- 
peptidas'}    extracts  of  liver  and  spleen,  and 
fresh  normal  blood  serum'^*^'. 

4.    The  absence  of  essential  endocrine 
factors 

In  ad"enalectomized  animals  the  hyper- 
tensinogen levels  are  lowered  and  the  sensi- 
tivity to  hypertensin  is  apparently  decreased, 
while  the  serum  content  of  hypertensinase 
is  unaltered.  Removal  of  the  hypophysis 
dampens  but  does  not  abolish  the  effects  of 
constriction  of  the  renal  arteries'"'.  The 
thyroid,  parathyroids,  and  pineal  glands  play 
no  significant  role  in  renal  hypertension. 

Page"-'  has  shown  that  only  cortin  is  nec- 
essary   to    maintain    hypertension    i"n    dogs 

(I.  Pape,  1.  H,.  and  others:  Reduction  of  Ai-terial  Blood 
Pressure  of  Hypertensiye  Patients  and  .\nimals  ^yith  Ev- 
tracts  of  Kidneys,  J.  Exper,  Med,   73:7-41    (,Ian,)    1!1H. 

7.  PafTe,  I,  H.,  ^icSwain,  B.,  Knai)p,  G,  M.,  and  ,\ndrus, 
\V,  De  W, :  The  Orijrin  of  KeiHn-.\ctivator,  \n\.  ,T,  Physiol. 
l3.-i:2n-22-2    (Dec.)     lilll. 

s.  Haynes,  V.  W.  ;iiid  Dexter,  L,:  The  Renal  Humoral  Pre.s- 
snr  MecliaTHsiii  in  Man;  H>'pertensinojren  Content  of 
I'I:)snia  of  Xoianal  Patients  and  Patients  with  A'arious 
Diseases,   ,J.   Chn.    Invest,    24:78-si    (,Ian,)    194.K 

!).  Braun-Menendez,  E.,  Fasciolo,  J.  C.,  I.eloir,  I-.  F.,  and 
Munoz,  ,1.  M.:  The  Suh.stance  Causinc  Henal  Hypertension. 
.1.  Plivsiol.  !1,h:'.'s3.2!1S  (July  24)  lilM). 
HI.  (  roxatto,  R,  and  Croxatto,  H,:  Comparative  Study  of 
Hyijerten.s'inase  and  Proteinase  .Activity  of  Blood  Plasma, 
Proc.   Soc.   Exper.   Biol,   &   Med,    1)1:330-333    (April)    1046. 

11.  Pase.  I,  H,  and  Sweet,  J,  E. :  The  Effect  of  Hvponhysec- 
tom^'  on  Arterial  Blood  Pressure  of  Do?s  with  Experi- 
mental Hypertension,  Am,  J,  Physiol,  120:23S-24,i  (Got,) 
1037, 

12.  Pase.  I,  H,:  The  Effect  of  Bilateral  Adrenalectomy  on 
.\rterial  Blood  Pressure  of  Do^s  with  Experimental  Hy- 
pertension,   .Am,   ,1,    Physiol.   122:352-3.ik    (May)    193h. 
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with  both  renal  arteries  constricted,  and 
with  the  hypophysis,  testes,  and  adrenals 
removed. 

5.  luadivation  of  pressor  ami)ief; 

hij  am  incises 

Bing  and  Zucker'^"''  have  demonstrated 
that  the  decarboxilation  of  1-dihydroxy- 
phenylalanine  by  the  ischemic  kidney  pro- 
duces hydroxytyramine,  a  pressor  substance. 
Certain  amino  acids,  after  decarboxilation 
without  deaminization,  yield  powerful  pres- 
sor amines.  The  demonstration  of  Schroeder 
and  Adams'^^'  that  tyrosinase  (a  phenolic 
oxidase)  as  well  as  aminoxidase,  prepared 
from  hoo'  liver,  lowers  the  blood  pressure  in 
dogs  lends  support  to  this  possible  mechan- 
ism of  hypertension. 

Morton  and  Tainter'^'^  studying  the  effects 
of  several  sympathomimetic  amines  on  per- 
fused blood  vessels,  learned  that  certain  of 
these  amines  failed  to  show  activity  except 
in  the  presence  of  adrenaline.  It  appears  that 
these  amines  act  by  blocking  the  ferment 
which  destroys  the  adrenaline  constantly 
liberated  by  the  blood  at  the  myoneural  junc- 
tion. Such  a  ferment  (the  analogue  of 
cholineslerase)  has  not  yet  been  demon- 
strated, but  is  being  generally  assumed.  Ab- 
sence of  adrenaline  at  the  myoneural  junc- 
tion or  increased  activity  of  the  ferment 
which  destroys  adrenaline  would  inactivate 
pressor  amines  formed  in  the  ischemic  kid- 
ney. Such  a  disorder,  the  physiologic  ana- 
logue of  myasthenia  gravis,  has  not  been 
described. 

6.  Immunity  to  renin,  hijpertensin,  or 

hypertensinogen 
Recent  experiments'^"*  have  shown  that 
renal  lesions  which  closely  simulate  those 
of  human  glomerulonephritis  can  be  pro- 
duced by  means  of  antikidney  serums.  It  is 
difficult  to  prove  that  glomerulonephritis  in 
human  beings  may  be  due  to  specific  anti- 
bodies acting  against  renal  tissue,  since  in 
all  cases  of  experimental  glomerulonephritis 

LI.  Biiitr,  R.  J.  and  Zucker.  M.  B. :  Renal  Hypertension  Tro- 
tluced  bv  Amino  Acid.  J.  Exper.  Me<l.  7t:23.'>-2Mi  (Sept.) 
1941. 

(a)  Schroeder,  H.  A.  and  Adams.  M.  H.:  Kffect  of  Tyro- 
sinase on  Experimental  Hypertension.  .1.  Exper.  Med.  7:{: 
5.11-;)3n  (April)  1941:  (I))  Schroeder,  H.  A.:  Effect  of  I'rep- 
aration  of  Amine  Oxidase  on  Expeiimental  H>pertension, 
Science   9.5 :3fl6-.'!ii7    (March    20)    19  12. 

1.1.  Morton,  M.  C.  and  Tainter,  M.  I,.:  Effects  of  Sympa- 
thomimetic -Amines  on  Perfnsed  BIimkI  Ves.s'els,  J.  Physiol, 
9S:2li.'!-2S2    (July    24)    1940. 

Hi.  Cavelti,  P.  A.  and  Cavelti,  E,  S.:  Studies  on  the  Patho- 
genesis of  Glomei-ulonepliritis:  Production  <if  .\utoanti- 
bodies  to  Kidney  in  Experimental  .\ninials.  .\rcli.  Path. 
39:1 43-1  .'i2    (March)    194.-,. 
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the  antibodies  were  developed  in  an  animal 
species  ether  than  the  one  in  which  the  renal 
lesion  was  produced.  The  evidence  for  auto- 
antibodies to  kidney  substance  lies  in  the 
demonstration  that  injections  of  a  mixture  of 
kidney  substance  and  streptococcus  toxin 
caused  animals  to  produce  antibodies  which 
would  precipitate  both  kidney  extract  and 
streptococcus  toxin.  The  production  of  these 
antibodies  is  most  readily  explained  by  the 
concept  of  haptens — the  streptococcal  toxin 
acting  as  a  hapten  to  render  the  kidney  ex- 
tract antigenic.  That  a  similar  mechanism 
might  lead  to  the  formation  of  antirenin, 
antihypertensin,  or  antihypertensinogen 
.seems  possible. 

Goldblatt  and  his  associates""'  have  shown 
that  when  dogs  are  given  small  intramuscu- 
lar injections  of  hog  renin  for  three  to  five 
months  a  factor  develops  in  the  blood  which 
prevents  the  pressor  effect  of  large  doses 
of  hog  renin  given  intravenously.  The  blood 
serum  of  such  dogs  is  also  capable  of  inacti- 
vating or  destroying  renin  //;  vitro,  so  that 
a  mixture  of  renin  and  antiserum  does  not 
produce  a  pressor  response  when  injected 
into  other  dogs.  Wakerlin"**'  has  concluded 
that  the  antihypertensin  effect  produced  by 
repeated  injections  of  hog  renin  extract  is 
due  to  some  constituent  other  than  renin. 
It  is  possible  that  some  other  type  of  immune 
response  to  renin  is  involved.  The  possibility 
of  the  pi'oduction  of  auto-antibodies  to  renin 
deserves  consideration  in  this  case. 

Application  of  Theories  to  the  Present  Case 

That  some  component  of  the  renin-hyper- 
tensive  mechanism  failed  to  be  present,  or  to 
exert  its  usual  action,  in  the  case  under  dis- 
cussion must  be  considered.  The  character- 
istic microscopic  picture  of  chronic  glomer- 
ulonephritis makes  the  existence  of  renal 
ischemia  certain. 

1.  In  view  of  our  limited  knowledge  con- 
cerning the  liberation  of  renin,  it  is  difficult 
to  presume  its  absence  in  this  patient.  One 
might  speculate  that  the  renin-producing 
cells — presumably  the  proximal  convoluted 
tubules —  suffered  greater  destruction,  pro- 
portionately, than  did  tho.se  producing  the 
antipressor  substance  (hypertensinase) . 
The  autopsy  findings  do  not  support  this 
theory,  however. 

17.    Goldblatt,    H.,   and   others:   Tlie   Nature   and   Properties  of 

Antirenin,    ,r.A.M..\.    122  :i:i.->  i:!0    (May   S)    194:). 
IS.    Wakerlin.   O.  E..   in  discussion   of  (^'.oldblatt    (17). 
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2.  Lack  or  inactivation  of  hypertensino- 
gen  is  unlikely.  The  degree  of  liver  damage 
found  would  not  appear  great  enough  to 
justify  this  explanation. 

3.  Proof  that  there  was  destruction  or  in- 
activation of  hypertensin  can  not  be  given, 
and  the  work  of  Haynes  and  Dexter'"'  makes 
this  possibility  unlikely.  In  a  study  of  pa- 
tients with  hypertension,  azotemia,  and  Ad- 
dison's or  hepatic  disease,  they  concluded 
that  hypertensinase  played  no  significant 
role  in  ;)i-eventing  the  production  of  hyper- 
tension. 

4.  Addison's  disease  was  considered  clin- 
ically in  the  present  case,  but  no  evidence  of 
adrenal  destruction  was  found  at  necropsy. 

5.  We  have  no  data  to  support  the  theor\- 
that  inactivation  of  pressor  amines  was  the 
mechani,-:m  which  prevented  the  develop- 
ment of  hypertension  in  this  patient. 

6.  The  formation  of  antirenin  offers  a 
possible  explanation  for  the  absence  of  hy- 
pertension in  this  case.  Substantial  evidence 
that  auto-antibodies  may  develop  to  kidney 
extract  has  been  presented.  That  some  for- 
eign substance  such  as  a  component  of 
crude  liver  extract,  which  the  patient  re- 
ceived, or  some  bacterial  toxin  may  have 
served  to  render  the  renin  antigenic  in  this 
patient  seems  possible.  Further  studies  on 
the  antigenic  properties  of  renin  may  be 
revealing. 

Sionmarii 

A  case  of  terminal  uremia  due  to  chronic 
glomerulonephritis,  without  clinical  evidence 
of  hypertension,  cardiac  enlargement  or 
retinal  r^hanges,  and  with  minimal  urinary 
findings,  is  reported. 

The  problem  of  differential  diagnosis  and 
the  mechanisms  by  which  renal  excretory 
failure  may  develop  without  the  production 
of  hypertension  are  discussed. 


The  man  doing  general  practice  i.s  largely  looked 
up  to  iii  his  community  as  a  leader.  He  should  not 
try  to  shirk  such  resnousiliility.  He  should  keen 
reasonably  abreast  of  local  and  other  politics.  Of 
course  it  is  not  g-ood  for  a  doctor  to  get  deeply  in- 
volved in  politics,  but  he  should  be  able  to  give  good 
advice  at  all  times.  He  should  keep  abreast  of  all 
civic  matters,  particularly  where  medical  ouestions 
are  concerned.  He  should  be  prepared  to  address  lo- 
cal organizations  on  current  matters  without  being- 
naive.  He  should  make  it  his  business  to  be  ac- 
quainted with  at  least  some  of  his  citv  and  county 
officials  so  that  he  can  use  his  influence  at  the 
proper  time. — E.  A.  Royston:  The  Section  on  Oen- 
ernl  Practice:  Its  Problems,  Its  Goals.  Its  Responsi- 
bilities,  California   Med.   68:281    (April)    1948. 
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APPENDIX 

With  Report  of  Three  Cases 
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Durham 

A  true  cyst  of  the  appendix  containing 
mucus  is  known  as  a  mucocele.  Actually, 
the  encysted  material  is  pseudomucin,  which 
can  be  identified  by  Hammarsten's  method 
as  described  by  Lewis'",  after  any  protein 
or  mucin  has  been  precipitated  and  filtered. 

Weaver'-'  credits  Rokitansky  with  having 
recognized  the  condition  in  1842,  but  other 
authors  state  that  Virchow  first  described  it 
in  186-"'..  Fraenkel  in  1901  reported  the  first 
autops\-  performed  in  a  case  of  pseudomyx- 
oma peritonei,  in  which  a  ruptured  appendix 
was  found  containing  the  same  gelatinous 
substance  as  the  general  peritoneal  cavity. 

Incidence 

Dannreuther''''  states  that  in  a  series  of 
8,457  appendectomies  at  the  New  York  Post- 
Graduate  Hospital,  mucocele  was  found 
eight  times — an  incidence  of  0.1  per  cent. 
Seven  of  these  cases  were  in  women  past 
middle  life.  Other  authors  vary  in  their  re- 
ports as  to  incidence,  the  figures  ranging 
between  0.3  per  cent  and  0.11  per  cent. 
Grodinsky  and  Rubnitz'-"  quote  Jones  and 
Carmody  as  stating  that,  up  to  1936.  the 
total  number  of  reported  cases  of  mucocele 
of  the  ;-ppendix  was  approximately  400.  The 
incidence  of  "pseudomyxoma  peritonei"  is 
much  less,  only  90  cases  having  been  re- 
ported up  to  1934'"". 

Etiology 

Ph3niister"'*  attributed  the  cause  of  muco- 
cele formation  to  normal  appendiceal  invo- 

From  IIk'  Dipiiiiiiu-iit  uf  Suru'erv.  W:itts  Hd^pitil.  DiirliMiii. 
Nortli    Can  liiia. 
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lution  and  associated  inflammation.  Milliken 
and  Poindexter'"'  described  the  conditions 
which  they  believed  to  be  essential  to  muco- 
cele formation  as  follows : 

(1)  A  slowly  stenosing  process  must  take 
place,  as  a  rapid  stenosis  would  lead  to  gan- 
grene. 

(2)  The  lumen  must  be  sterile,  as  the 
presence  of  bacteria  would  lead  to  empyema. 

(3)  An  actively  secreting  mucosa  must  be 
present,  or  secretion  must  be  more  rapid 
than  absorption,  and  there  must  be  a  change 
in  the  mucosa,  so  that  mucus  is  changed  into 
]3seudomucin. 

Waugh  and  Findley''"'  distinguish  between 
Jii/di-(in:;  and  mucocele.  In  the  f.:rmer  condi- 
tion an  accumulation  of  viscid  fluid  in  the 
lumen  of  the  appendix  stretches  the  m  'cosa 
and  leads  to  atrophy  and  a  thinning  of  the 
muscular  wall ;  the  latter  is  characterized  by 
retention  of  thick,  viscid  mucus,  by  a  hyper- 
plastic mucosa,  and  by  thickened,  fibrous, 
vascularized  walls. 

McCrae  and  Coplin''"  offered  the  theory 
that  mucocele  formation  is  due  to  a  localized 
area  of  obstruction  near  the  appendiceal 
base,  caused  by  inflammation  and  fibrosis. 
If  the  inflammation  is  extensive,  the  succeed- 
ing fibrosis  will  obliterate  the  lumen.  Local- 
ized fibrosis,  however,  constricts  the  lumen 
and  prevents  drainage,  so  that  the  or^-an  is 
gradually  distended  with  mucus.  The  accum- 
ulated mucus  is  changed  into  a  jelly-like 
material  as  a  result  of  absorption. 

Wells'^'""  produced  an  appendiceal  muco- 
cele in  a  rabbit  by  placing  a  ligature  at  the 
root  01  the  appendix,  not  including  the  ap- 
pendicular vessels.  Grodinsky  and  his  co- 
workers'" produced  mucoceles  in  rabbits  by 
the  same  technique.  In  the  animals  that  de- 
veloped mucoceles,  secondary  intraperitoneal 
deposits  were  noted  at  future  operations  per- 
formed after  an  adequate  time  interval. 

Diagnosis 

Mucocele  presents  no  definite  symptom 
complex.  One  of  our  patients  had  a  palpable 
mass  in  the  right  lower  quadrant;  the  second 
patient  had  symptoms  typical  of  acute  ap- 

7.    Milliken.  O.  and  Poindexter.  C.   A.:  Muimvle  (if   Appendix 

witli    (ikiboid     Body    Formation.     Am.     .1.     I'ntli.     1   ri!!?  t(i2 

(.lul\  )    1  !)■>.■;. 
s.    Waiu'li.    T.    K.   and    Findley,    D. :    Mucocele   witli    I'eritimeal 

Tr.-i  [Implantation     in     Adenocarcinoma     of     .\ppendix.     Am. 

.1.   Sui::.   :tT:.ll.s-.-i2.'i    (Sept.)    l<l.-!7. 
!1.    McCrae.   T.    and    Coplin.    W.   M.    L. ;    Gelatinoid    Carcinoma 

(Morbus   Oelatinosu.^)    of   the   reritoneum.    Am.    .t.    M.    Sc. 

l.'il  :47,7-491.    HUG. 
It.    Well-s.^  A.  Q. :   Experimental   Lesion.-^  of  Ralihifv   Appendix, 
Brit.  .).  Surg.  21:7iir,-772    (April)    l!i:i7. 


pendicitis:  and  the  third  case  was  symptom- 
less. Most  of  the  articles  on  the  subject 
mention  pain  as  a  symptom,  but  this  pain  is 
vague  and  is  not  apt  to  be  localized.  It  may 
be  felt  in  the  epigastrium,  para-umbilical 
region,  or  right  lower  quadrant.  Fever, 
leukocytosis,  nausea,  and  vomiting  are  usual- 
ly not  noted  excei)t  in  the  acute  super- 
imposed attack.  There  may  be  tenderness 
with  or  without  rigidity  over  the  appendix. 
Vorhaus""  reported  a  case  diagnosed  pre- 
operatively  by  barium  enema  examination, 
and  gave  the  following  criteria  to  support 
such  a  diagnosis : 

1.  An  irregular  filling  defect  of  the  lower 
end  of  the  cecum. 

2.  A  large,  irregularly  filled  appendix. 

3.  A  large  appendiceal  shadow  easily  con- 
fused with  the  terminal  ilium. 

4.  A  cecal  defect,  showing  a  series  of 
superimposed  striations,  as  though  the  bari- 
um were  filtering  through  diff"erent  levels  of 
semiviscid  substance. 

5.  On  partial  evacuation,  a  feathered  ap- 
pearance of  the  lower  cecum  and  appendix. 

Usually  the  obstruction  responsible  for  the 
mucocele  does  not  allow  filling  of  the  appen- 
dix. Filling  can  occur  only  if  the  obstruction 
is  incomplete  or  if  the  lumen  has  reopened. 

CompUcutioiis 

Carcinoma  has  been  known  to  develop  in 
a  mucocele,  and  it  has  been  suggested  that 
malignancy  might  be  the  obstructive  factor 
producing  a  mucocele.  Intestinal  obstruction 
due  to  the  pressure  of 'the  mucocele,  or  to 
intussusception,  may  develop. 

The  major  complication  of  mucocele  is 
rupture  and  general  peritoneal  contamina- 
tion with  the  pseudomucinous  material. 
Weaver'-'  states  that,  as  the  appendix  dis- 
tends, diverticula  form.  These  may  rupture 
and  extrude  material  into  the  peritoneal 
cavity,  or  spillage  may  be  due  to  rupture  of 
the  organ.  The  appendix  may  then  collapse, 
the  rupture  may  heal,  and  the  whole  process 
may  repeat  itself.  The  extruded  material  is 
not  ab.sorbed,  but  becomes  encapsulated  by 
the  omentum,  or  by  fibrous  tissue  produced 
bv  a  local  plastic  peritonitis.  In  time,  the 
abdomen  becomes  distended  with  gelatinous 
masses.  It  is  hardly  possible  that  the  quan- 
tities of  material  which  have  been  noted  in 
the    peritoneal    cavity    could    be    extruded 

11.  \'orliaus.  M.  0.:  Kecosrnitiim  of  Some  Less  Comnnm  Uis- 
eases:  Duodenal-.lejunal  Diverticula:  Mucocele  of  .\ppen- 
dix   and  Cecum.   .I..\.M.A.    !i  i:li;.'i-n;B    (.Ian.    ls>    19:iii. 
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through  small  openings.  It  is  more  probable 
that  the  initial  seedlings  which  are  extruded 
proliferate  to  form  a  true  intraperitoneal 
adenocystoma. 

It  is  to  be  emphasized  that  "pseudomyxo- 
ma peritonei"  is  not  an  entity  in  itself.  The 
same  i>icture  can  be  produced  by  a  ruptured 
ovarian  cystadenoma,  or  the  condition  may 
origin;ite  in  mesenteric  cysts,  mucoceles, 
retroperitoneal  cystadenomas,  or  intestinal 
diverticula.  In  one  reported  case''",  it  fol- 
lowed cancer  of  the  gallbladder. 

PdthoJogn 

There  is  considerable  variation  in  the  size 
of  mucoceles.  The  shape — whether  globular 
or  sausage-like — seems  to  depend  on  the  site 
of  obstruction  in  relation  to  the  appendiceal 
base'".  Early,  the  walls  of  a  mucocele  may 
show  hypertrophy  of  the  muscle  fibers ;  later, 
the  muscle  fibers  ai'e  absent  or  thinned,  being 
replaced  by  connective  tissue'".  Milliken  and 
Poindexter'''  described  the  formation  of  in- 
traluminal bodies  about  the  size  of  small 
peas.  It  is  believed  that  these  bodies  result 
from  inspissated  mucus  material. 

Microscopically,  in  cases  of  early  mucocele 
the  mucosa  may  show  little  change;  in  older 
mucoceles,  the  mucosa  cells  are  flattened  or 
atrophic.  The  cellular  lymphoid  components, 
so  abundant  normally,  are  thinned.  At  first 
the  seromuscular  layer  may  be  thickened  by 
inflammation,  but  later  this  layer  is  thinned. 

Weaver'-'  points  out  that  there  is  still  a 
question  as  to  whether  the  cellular  response 
in  cases  of  pseudomyxoma  peritonei  is  neo- 
plastic or  inflammatory.  Phemister""  reports 
a  case  of  ruptured  mucocele  in  which  the  dis- 
seminated intraperitoneal  implants  disap- 
peared following  appendectomy.  Apparently 
removal  of  the  appendix  destroyed  the 
source  of  the  implants,  and  probably  the 
remainder  of  the  implants  were  absorbed. 
Experimentally  Grodinsky  and  Rubnitz'" 
have  shown  that  in  some  cases  the  intraperi- 
toneal transplants  disappear.  These  writers 
explain  this  occurrence  on  the  basis  of  an 
immunity  reaction.  However,  most  authors 
state  that  the  pseudomucinous  lesions  even- 
tually become  malignant. 

Microscopic  examination  of  the  implants 
reveals  an  outer  wall  of  connective  tissue. 
which  may  at  times  be  myxomatous.  Central- 
\y,  there  is  a  necrotic  zone  containing  in- 
flammatory cells,  surrounded  by  a  zone  of 


various  other  cells — eosinophils,  giant  cells, 
and  large  mononuclear  cells. 

Tf'eatment 

The  treatment  of  mucocele  is  appendec- 
tomy. If  there  has  been  no  leakage,  complete 
recovery  is  expected ;  if  leakage  has  occurred 
and  transplants  are  scattered  throughout 
the  peritoneum,  it  is  impossible  to  remove  all 
the  material,  and  the  prognosis  is  guarded. 
One  has  to  hope  that  such  a  case  will  be  one 
in  which  the  transplants  disappear  following- 
removal  of  the  primary  focus.  Frequently, 
however,  the  secondary  lesions  become  ma- 
lignant. X-ray  therapy  has  been  recom- 
mended, but  its  value  has  not  been  deflnitely 
established. 

Report  of  Cases 

Recently  we  treated  a  patient  with  muco- 
cele of  {he  appendix  in  whom  a  tumor  mass 
was  palpable  in  the  right  lower  quadrant.  A 
review  of  the  records  of  Watts  Hospital  re- 
vealed another  case  in  which  acute  inflam- 
matory changes  developed,  leading  to  perfor- 
ation and  peritonitis.  A  third  case  was  inci- 
dentally noted  at  laparotomy  performed  for 
another  condition. 

Case  1 

A  59-year-old  white  woman  was  admitted  to  the 
hospital  September  26,  1946,  complaining  of  a  lump 
in  her  light  side.  She  had  been  previously  studied 
and  x-rayed  in  another  clinic,  where  she  was  told 
that  there  was  a  "mass  involving  the  ascending 
colon."  For  the  past  two  years  the  patient  had 
noted  slight  pain  in  the  right  lower  quadrant,  which 
was  relieved  by  lying  down.  There  was  no  history 
of  nausea,  vomiting,  or  weight  loss,  and  she  denied 
any  change  in  bowel  habits.  Thirty  years  previously 
she  had  received  sanatorium  treatment  for  pulmo- 
nary tuberculosis,  but  follow-up  x-rays  since  that 
time  had  been  negative.  One  sister  had  died  with 
cancer  of  the  bi'east.  The  rest  of  the  history  was 
non-contributory. 

Physical  examination  was  essentially  negative 
except  for  a  firm,  tender,  elongated  mass  in  the 
right  lower  quadiant,  extending  from  a  point  mid- 
way between  the  umbilicus  and  the  anterior  superior 
iliac  spine  upward  along  the  right  flank.  The  mass 
measured   12^4   by  5  cm.  It  was  freely   movable. 

A  complete  blood  count  was  within  normal  limits; 
urinalysis  was  negative,  except  for  pyuria.  Staphy- 
lococcus aureus  was  cultured  from  the  right  kidney. 
Cystoscopic  examination  added  nothing  save  for  the 
positive  urine  culture.  The  Wassermami  and  Kahn 
tests  were  negative.  X-rav  examination  of  the  colon 
with  barium  revealed  "a  filling  defect  in  the  postero- 
lateral aspect  of  the  cecum."  It  was  smooth  in  out- 
line, and  the  appearance  suggested  an  extrinsic  tu- 
mor mass  exerting  pressure  on  the  cecum. 

The  preoperative  diagnosis  was  a  cecal  tumor  or 
an  inflammatory  mass  resulting  from  recurrent  ap- 
pendicitis. One  obsei-ver  made  a  diagnosis  of  muco- 
cele. Afrer  suitable  preparation  of  the  patient  with 
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Fig.   1.   Mucocele  of   appendix. 

a  low-iesidue  diet  and  Sulfathaladine,  the  abdomen 
was  opened  on  October  1,  194(i,  thi'ougrh  a  right 
lectus  incision  under  spinal  anesthesia  (14  mg.  of 
Pontocaine).  A  large  mucocele  of  the  appendix  (fig. 
1 )  was  delivered  and  resected.  It  had  not  ruptured. 
The  postoperative  course  was  uneventful,  and  the 
wound  healed  cleanly. 

The  pathologist's  report  on  the  appendix  was  as 
follows:  "Specimen  consists  of  a  "J"  shaped  appen- 
diceal i:iass  measuring  14  by  3.5  cm.  The  external 
surface  is  smooth,  grayish  pink,  and  on  palpation, 
the  mass  seems  to  be  filled  with  fluid  under  pressure. 
On  opening  the  lumen,  thick  mucus  having  the  con- 
sistene.v  of  gelatin  is  found.  The  wall  is  quite  thin 
and  fibrous,  measuring  at  one  point  3  mm.  There  is 
no  visible  mucosa,  the  inner  surface  being  smooth. 
Microscopically,  there  is  complete  loss  of  mucosa. 
The  wall  is  made  up  of  compressed  smooth  muscle. 
■Occasional  cords  of  epithelial  cells  are  noted.  Diag- 
nosis: mucocele  of  appendix." 

The  patient  has  been  followed  since  her  hospital 
discharge,  and  she  has  continued  to  do  well. 

Case  .2 

A  fi3-year-old  white  man  was  admitted  to  the  hos- 
pital complaining  of  generalized  abdominal  pain  of 
two  days'  duration.  Tenderness  and  rigidity  with  re- 
bound tenderness  was  noted  in  the  right  lower  quad- 
rant on  physical  examination.  The  temperature  was 
101  F.,  the  pulse  120.  The  white  blood  cell  count  was 
15,000,  with  86  per  cent  neutrophils.  Urinalysis  was 
essentially  negative,  and  serologic  tests  for  syphilis 
were  also  negative. 

A  diagnosis  of  acute  appendicitis,  probably  rup- 
tui-ed,  was  made.  The  patient  was  operated  on 
through  a  McBurney  incision,  under  spinal  anes- 
thesia. The  appendix  had  ruptui'ed  and  was  sur- 
rounded by  a  fibrous  mass,  the  size  of  a  small 
orange.  The  appendix  was  removed. 

The  pathologist  reported  a  "large  cyst  formation 
(12  by  7  by  5  cm.)  of  the  end  of  the  appendix.  The 
lumen  of  the  appendix  communicated  with  the  cav- 
ity of  the  cyst,  and  the  appendiceal  wall  was  con- 
fluent with  the  sac  wall.  'The  microscopic  examina- 
tion revealed  acute,  diff'use  inflammation  with  sup- 
puration and  a  purulent  exudate.  The  wall  of  the 
sac  was  composed  of  inflammatory  tissue  contain- 
ing smooth  muscle." 

Sulfanilamide  solution  was  given  subcutaneously, 
and  the  patient  was  discharged  fifteen  days  post- 
operatively, completely  recovered.  Recently  he  was 
operated  on  again  for  another  abdominal  condition; 
no  trace  of  any  intraperitoneal  transplants  was 
found. 


Fig.  2.  Mucocele  of  appendix,  perforated. 

Case  3 

A  white  woman  44  years  of  age  was  admitted  to 
the  hospital  complaining  of  nervousness  and  a  full- 
ness in  her  neck,  and  also  of  excessive  menstrual 
flow.  Physical  examination  revealed  a  uterus  which 
was  enlaiged,  nodular,  and  boggy,  and  an  enlarged, 
nodular  thyroid,  the  right  lobe  being  chiefly  in- 
volved. Blood  examination  showed  the  hemoglobin 
to  be  58  per  cent  and  the  red  blood  cell  count  3,600,- 
000.  The  urine  was  negative.  Basal  metabolism  tests 
were  —5  and  —11  on  two  occasions.  A  chest  x-ray 
and  an  electrocardiogram  were  negative.  It  was  de- 
cided that  a  hysterectomy  should  be  done  first,  be- 
cause of  the  menorrhagia  and  anemia. 

The  cperation  was  performed  under  pentothal, 
gas,  oxygen,  and  ether  anesthesia.  The  uterus  was 
filled  with  small  fibroids,  and  a  mucocele  was  found 
in  the  dietal  third  of  the  appendix.  The  pathologic 
examination  revealed  leiomyomas  of  the  uterus  and 
a  mucocele  of  the  appendix.  The  microscopic  de- 
scriptioii  of  the  appendix  was  as  follows:  "The  prox- 
imal lumen  of  the  appendix  is  completely  obliter- 
ated by  scar  tissue.  In  the  distal  portion  the  lumen 
is  distended  with  a  mass  of  mucin.  The  mucous 
membrane  has  been  completely  destroyed." 

Ten  days  after  the  abdominal  operation  subtotal 
thyroidectomy  was  done.  The  postoperative  course 
was  uneventful,  and  the  patient  was  discharged  im- 
proved en  April  24,  1947. 

Summary 

1.  The  literature  on  the  sub.iect  of  appen- 
diceal mucocele  is  reviewed,  and  the  etiology, 
pathology,  complications,  and  treatment  of 
this  condition  are  discussed. 

2.  Three  cases  of  mucocele  seen  at  Watts 
Hospital  are  presented. 

3.  In  none  of  our  cases  was  the  major 
complication  of  this  disease  —  peritoneal 
transplants  of  the  pseudomucinous  material 
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— found.  P'rom  a  review  of  the  literature  it 
would  .seem  that  some  patients  with  this 
complication  recover  completely  following 
appendectomy.  However,  in  the  majority  cf 
the  cases  of  peritoneal  contamination,  it  is 
believed  that  the  pseudomucinous  lesicn^ 
eventually  become  malignant. 


Maternal  Welfare  Section 


REPORT  OF  PROGRESS  OF  THE 
MATERNAL  WELFARE   COMMITTEE 

Frank  R.  Lock,  M.D. 

Winston-Salem  . 

The  f'ommittee  on  Maternal  Welfare  was 
organiz,e<l  in  December,  1945.  The  purpose 
of  the  committee  is  to  encourage  high  stand- 
ards of  obstetric  care.  In  a  search  for  satis- 
factory methods  to  reach  its  objective,  the 
Committee  found  that  an  intelligent  ap- 
proach to  the  problem  could  not  be  made 
until  the  e.xact  causes  of  our  maternal  deaths 
were  determined.  A  maternal  mortality  sur- 
vey was  begun  on  August  1,  1946.  This  study 
has  been  made  by  requesting,  from  the  phy- 
sician who  signs  the  death  certificate,  details 
of  the  final  illness  of  any  patient  whose 
death  is  related  to  pregnancy.  Additional 
information  is  sought  from  other  physicians 
who  saw  the  patient  during  her  pregnancy. 

A  fine  spirit  of  cooperation  has  been  dem- 
onstrated by  the  physicians  of  North  Caro- 
lina. Three  hundred  and  ninety-two  certifi- 
cates of  death  have  been  sent  to  the  Maternal 
Welfare  Committee  by  the  Division  of  Vital 
Statistics  of  the  North  Carolina  State  Boai'd 
of  Health.  With  two  e.xceptions,  the  Com- 
mittee has  been  given  infoi-mation  about  the 
patient's  fatal  illness  by  the  physician  who 
attendcvl  her.  In  the  early  months  of  the 
study,  the  barest. facts  were  often  sent  to  the 
Committee  for  analysis.  Recently,  full  and 
detailed  records  have  been  submitted  in  most 
instances.  Minute  records  of  the  history, 
physical  findings,  and  treatment  used  have 
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allowed  an  accurate  classification  and  analy- 
sis of  the  deaths.  The  study  of  320  cases 
has  been  completed  by  the  Committee,  and 
an  analysis  of  the  case  record  sent  to  the 
attending  physician. 

The  studies  are  made  in  an  effort  to  give 
constructive  suggestions  for  the  manage- 
ment of  similar  complications  of  pregnancy 
in  the  future.  The  Committee  fully  appreci- 
ates the  advantage  of  hindsight,  when  the 
full  record  and  result  are  known  to  them. 
They  also  maintain  an  idealistic  point  of 
view.  Many  deaths  are  classified  as  pre- 
ventable, even  though  the  members  of  the 
Committee  fully  understand  that  death  was 
unavoidable  under  the  existing  circum- 
stances. Such  unavoidable,  but  theoretically 
preventable  deaths  are  particularly  apt  to 
occur  if  serious  complications  develop  when 
a  patietit  is  being  delivered  in  a  rural  home. 
An  increasing  tendency  to  obtain  hospital 
accommodation  for  patients  presenting  seri- 
ous obstetric  problems  is  evident  from  a  re- 
view of  the  Maternal  Welfare  Committee's 
records. 

The  necessity  for  an  educational  campaign 
to  reach  the  poorest  and  least  intelligent 
people  of  North  Carolina  is  evident.  Forty 
per  cent  of  the  maternal  deaths  resulted  di- 
rectly from  ignorance  or  neglect  on  the  part 
of  the  patient  or  her  family.  In  these  cases, 
no  attempt  was  made  to  obtain  medical  care 
early  e)iough  to  save  the  patient's  life,  or 
the  patient  did  not  follow  the  advice  when  it 
was  given.  The  Committee  is  now  working 
toward  such  an  educational  program,  with 
the  ho]je  of  beginning  within  the  year. 

Causes  of  Death    (Table  1) 
Heinoi  }-hage 

Bleeding  has  now  become  the  leading 
cause  cf  maternal  deaths  in  North  Carolina. 
Loss  of  blood  was  the  direct  cause  of  death 
for  94  patients,  and  was  a  major  contribut- 
ing factor  in  21  additional  cases. 

Postpartum  hemorrhage  was  responsible 
for  55  of  these  115  deaths.  From  the  physi- 
cian's point  of  view,  two  grave  problems  are 
pi'esent:  (1)  There  is  a  tendency  to  under- 
estimate or  minimize  the  seriousness  of  post- 
partum bleeding.  (2)  In  some  cases,  a  blood 
loss  which  seemed  moderate  resulted  in 
death  because  of  a  pre-existing  anemia  or 
other  causes  for  lowered  resistance.  Bleed- 
ing often  recurs  a  short  time  after  an  initial 


.May.  1948                                               MATERNAL  WELFARE   SECTION  265 

Table  1  reduce  the  alarminjj  number  of  death.s  from 

.MATERNAL  .MORTALITY   SURVEY,  obstetric  hemorrhage.    Lack  of  these  facili- 

Aiigu.st  1,  1946-  May  1,  1948  ties  accounts  for  the  fact  that  78  of  the  115 

(392  maternal  deaths  reported)  patients  who  died  from  hemorrhage  were  not 

CAUSES  OF  DEATH  IN  320  CASES  IN  WHICH  gi^en  -v.-hole-blood  transfusions.    Blood  plas- 

STUDIES  H.A.VE  BEEN  COMPLETED'^  ma  and  glucose  are  temporary  measures  and 

Hemorrhage  -  U5  death.s  ^^'ill  "^^  save  the  patient's  life. 

Hemorihage  was  the  direct  cause  of  death  in  94  cases  To.vei/lia 
Hemorrhage   was   a   contributing   cau.se   in   21  .cases 

Postpartum                                                55  The  hypertensive   complications   of   preg- 

Rupture  of  uterus  17  nancy    continue    to    be    one    of   the    leading 

^bortion'"'^^"^"''^  12  causes  of  maternal  deaths  in  this  state.  In 

bthei-  types    "-'-'-^  -'^'-'--"^                         17  considering  the  quality  of  prenatal  care,  the 

78  01  these  patients  received  no  transfusion  Committee  noted  that  many  patients  failed 

Toxemia  —  111  deaths  ^o  return  for  prenatal  examinations  accord- 
Convulsive                                                 67  iiig'  to  instructions.    In  these  instances  poor 

Non-convulsive   44  prenatal    care    resulted    from    indifference 

73  of  these  patients  received  poor  prenatal  care  ypoj-,  ll^e  part  of  the  patient  and  her  family. 

Infections  —  73  deaths  Unfortunately,  however,  there  is  a  tendency 

Postpartum    13  upon  the  part  of  physicians  to  consider  hy- 

Postabortal    17  nertension    during    nregnancv    in    the    same 

Intercurrent  21  '    ^                        ,          ^         .         .      '       ,.                      ,. 

Tuberculosis           8  category  as  hypertension  m  ordinary  medi- 

Enibclism 14  cal   patients.    Blood  pi-essure   levels   of   140 

Anesthesia  15  deaths  .iystolic.  90  diastolic  are  an  indicuiion  of  be- 

Spinal   7  ginniiif;  toxemia:  Any  slight  increase  repre- 

G^'^si'^1  8  sents  a  potential  hazard  to  the  patient,  and 

Heart  Disease 17  deaths  hospitalization  is  indicated  for  every  patient 

Undetermined  and  .Miscellaneous  —  19  deaths  with    a    blood    pressure    of    160    systolic,    100 

Late  Obstetric  Complications  —  16  deaths  diastolic,  or  above.    Convulsions  may  occur 

271  were  preventable  obstetric  deaths  in  patients  with  blood  pressures  below  this 

13  were  non-preventable  j       j     Non-convulsive    toxemia    leading    to 

3b  were  non-obstetric  deaths        .  " 

coma  and  a  progressive  downhill  course  is 

"More   tliaii   one  causative   factor   was   present    in    se\t--ral    ot  mi,-                      i                                            j.             i 

tiie  cases.  Tiiese  are  listed  under  eacii  of  tiie  causes  wiiidi  responsible    tor    nearly    as    many    maternal 

entor.-^il   into  tlie   fatal   outcome.  i       j.i                •           i               ■    ^ 

deaths  as  is  eclampsia. 

postpartum   hemorrhage   is   controlled,    and  Infections 

extraordinary  precautions  should  always  be  The  great  problem  of  puerperal  infection 

taken  to  prevent  this  occurrence.  has  almost  been  conquered  by  aseptic  obstet- 

Rupture  of  the  uterus  with  intra-abdom-  ric  technique,  and  by  the  use  of  chemother- 

inal    hemorrhage    was    responsible    for    the  apy  and  antibiotic  agents  when  evidence  of 

death  of  17  patients.    The  diagnosis  of  this  infection    appears.     Postabortal    infections 

condition  is  difficult,  because  little  or  no  ex-  are  common,   however,   and  treatment   may 

ternal  bleeding  may  be  present.    Palpation  not  be  requested  until  the  infection  is  well 

and  inspection  of  the  lower  uterine  segment  established.  Most  cases  of  embolism  are  as- 

and  cervix  should  be  performed  in  every  pa-  sociated  with  infections  of  varying  severity: 

tient  delivered   by   internal   podalic   version  and,  although  an  inescapable  mortality  from 

and   extraction.    The  possibility  of  rupture  embolism   is   expected,    some   of   the   deaths 

of  the  uterus  should  be  considered  in  every  may    be     avoided     by     better     prophylaxis 

patient  who  has  had  a  previous  cesarean  sec-  against    infection    resulting    from    abortion 

tion  or  other  procedure  leading  to  a  scar  of  and  delivery. 

the  uterine  wall.  The  21  deaths  from  intercurrent  infection 

Facilities  to   simplify   the   administration  have  resulted  from  attempts  to  treat  i^neu- 

of  whole  blood  by  transfusion  are  urgenth'  monia    and    other    serious    diseases    in    the 

needed.    A    blood    bank    is    an    economically  home.     Hospitalization    is    necessary    when 

sound  investment  for  a  small  hospital,  and  pneumonia    is    associated    with    pregnancy, 

numerous  such  banks  mu.st  be  established  to  since  its  course  is  more  rapid  and  the  mor- 
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tality  higher  than  in  non-gravid  patients. 
Tuberculosis  is  causing  2'-j  per  cent  of  our 
maternal  deaths.  Only  2  of  the  8  fatal  cases 
were  diagnosed  in  the  prenatal  period,  and 
each  of  these  patients  refused  to  accept  sat- 
isfactory treatment. 

Auesthesia 

The  fact  that  15  deaths  resulted  directly 
from  anesthetics  used  for  deliveries  and  op- 
erations related  to  pregnancy  is  alarming. 
Spinal  anesthesia  is  particularly  hazardous 
in  the  presence  of  toxemia  of  pregnancy. 
However,  the  saddle-block  technique,  with  a 
hyperbaric  solution  and  a  very  small  dose 
of  the  anesthetic  agent,  was  not  used  for 
any  of  Ihe  7  patients  who  died.  Each  type 
of  general  anesthetic  agent  has  been  respon- 
sible for  one  or  more  deaths.  This  fact  indi- 
cates that  selection  of  the  anesthetic  agent, 
and  skill  in  its  administration  are  of  more 
importance  than  the  agent  per  se.  A  careful 
evaluation  of  the  patient's  general  condition, 
transfusions  of  whole  blood  to  those  who  are 
anemic,  and  selection  of  special  anesthetic 
agents  for  patients  presenting  a  complica- 
tion of  pregnancy  will  materially  reduce  the 
number  of  anesthetic  deaths. 

Heart  disease 

Each  of  the  17  deaths  resulting  from 
heart  disease  was  preventable.  Early  recog- 
nition of  the  presence  of  a  cardiac  lesion  and 
careful  supervision  of  the  patient  are  neces- 
sary for  satisfactory  management.  Digitali- 
zation  at  the  first  sign  of  cardiac  failure, 
and  hospitalization  with  prolonged  periods 
of  bed  rest  may  be  required.  An  intercurrent 
infection  in  the  form  of  a  cold  or  some  other 
respiratory  disease  may  lead  to  acute  cardiac 


failure.  The  closest  supervision  is  indicated 
under  these  circumstances. 

Undefi'i mined  causes  of  death 

In  19  instances,  it  was  impossible  to  be 
certain  of  the  cause  for  the  patient's  death 
from  the  information  available.  Some  of  the 
patients  were  unattended  in  the  home  at  the 
time  of  death,  and  the  record  of  a  recent 
medical  examination  often  contained  no 
plausible  explanation.  In  some  cases,  a  defi- 
nite cause  was  not  ascertained  because  of  an 
incomplete  examination.  Too  frequently, 
however,  the  patient  reported  to  a  physician 
so  late  in  her  final  illness  that  there  was 
not  time  for  a  complete  examination.  Under 
these  conditions,  autopsies  should  be  per- 
formed. Unfortunately,  however,  postmor- 
tem examinations  are  made  infrequently. 

Lale  obstetric  deaths 

Sixteen  patients  died  some  time  after 
their  confinement.  Seven  of  the  8  deaths 
from  tuberculosis  occurred  from  six  weeks 
to  six  months  after  delivery,  bringing  the 
total  number  of  late  deaths  to  23.  In  these  7 
cases  the  disease  followed  a  fulminating 
course  after  delivery.  The  remaining  16 
deaths  resulted  from  hypertension  and  its 
complications,  from  cardiac  disease,  and 
from  infections. 

Too  little  attention  has  been  given  to  this 
problem  of  late  obstetric  deaths.  We  can 
hardly  consider  the  survival  of  a  patient  at 
the  time  of  confinement  a  medical  triumph, 
if  she  is  to  expire  a  few  weeks  or  months 
later.  Furthermore,  the  progress  of  a  medi- 
cal condition  resulting  from  pregnancy,  such 
as  hypertension  due  to  nephritis,  usually 
shortens  the  patient's  life  expectancy.  This 
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fact  must  be  kept  in  mind  in  our  decisions 
concerning  the  management  of  obstetric 
cases. 

Siinnnanj 

Three  hundred  and  twenty  obstetric 
deaths  have  been  fully  analyzed  by  the  Ma- 
ternal Welfare  Committee.  Of  this  number 
271  were  preventable  if  ideal  medical  care 
had  been  available  and  had  been  sought  by 
the  patient  in  time. 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


Jost.\H  C.  Trent.  M.D.,  F.A.C.S.,  Editor 

Durham 

V 

THORACOPLASTY  IN  PULMONARY 
TUBERCULOSIS 

It  is  interesting  to  note  that  the  thorax 
was  the  last  cavity  of  the  body  to  be  invaded 
by  the  surgeon,  particularly  by  the  special- 
ized surgeon.  Only  during  the  past  two  dec- 
ades has  the  specialty  of  thoracic  surgery 
arisen — an  astounding  fact  in  view  of  the 
tremencious  strides  made  in  this  field  during 
the  same  period. 

Twenty-three  years  ago  Dr.  John  Alex- 
ander'" analyzed  the  world  results  of  sur- 
gery ill  the  treatment  of  a  disease  which  had 
afflicted  man  for  thousands  of  years.  He 
wrote  : 

"The  .surgical  management  of  pulmonary  tuber- 
culosis is  a  relatively  new  subject  .  .  .  Only  about 
300  cases  of  pulmonary  tuberculosis  have  been  re- 
ported as  having  been  operated  upon  by  17  surgeons 
in  the  United  States  during  the  past  seven  years. 
At  the  present  time  there  are  in  this  country  ap- 
proximately 30,000  persons  with  pulmonary  tuber- 
culosis who  present  suitable  indications  for  surgery 
and  who  will  die  of  their  tuberculosis  if  they  are 
not  operated  upon.  During  the  same  seven  year 
period  only  58  operated  cases  have  been  reported 
from  the  I?ritish  Empire,  42  from  France,  14  from 
the  Argentine  and  2  from  Italy.  About  1200  cases 
have  been  reported  by  70  surgeons  from  Germany, 
Scandinavia  and   Switzerland." 

The  relatively  small  number  of  cases  re- 
ported up  to  1925  is  rather  surprising,  since 

I.  Alexander.  .Tolin :  Sursery  of  rullmmary  Tul)ercxllosis. 
PhiUvilelphia,  Lea  &  Febiser.  liiLM.  This  book  stimulated 
the  interest  of  surgeons  even"\vliere  in  tlie  siirfiiral  man- 
agement of  this  rtisea.se.  In  19.'!7  Dr.  Alexander  wrote  his 
monumental  work.  '-The  CoHapse  Therapy  of  Pulmonary 
Tuberculosis"  (Sprinfrfield,  111.,  C.  C.  Thomas,  1937).  which 
Archibald  called  the  "most  comprehensiye  treatise  on  the 
surgical  management   of  tuberculosis  in   any   langu.age." 


the  first  operations  deliberately  undertaken 
to  relax  a  tuberculous  lung  by  removal  of 
the  overlying  ribs  were  performed  by  de 
Cerenville'-'  of  Lausanne  in  1885.  His  article, 
published  in  that  year,  demonstrates  that 
he  clearly  understood  the  need  for  breaking 
the  continuity  of  the  unyielding  bony  thora- 
cic cage  in  order  to  eflfect  collapse  of  pulmo- 
nary cavities.  De  Cerenville  initially  re- 
sected in  4  cases  as  much  as  .3.5  cm.  of  the 
second  and  third  ribs  anteriorly,  or  "as 
many  ribs  as  necessary,  according  to  the 
extent  of  the  cavity."  From  this  pioneer 
work  our  modern  thoracoplasty  operation 
has  evolved.  The  results  of  these  first  opera- 
tions b.\'de  Cerenville,  Quincke,  Spengler,  and 
others  who  followed  were  unsatisfactory,  be- 
cause the  operations  were  not  extensive 
enough  to  produce  the  desired  results. 

Ludolph  Brauer'-"  of  Hamburg  was  the 
first  to  realize  that  therapeutic  success  de- 
pended upon  obtaining  pulmonary  collapse 
comparable  to  that  provided  by  induced 
pneumothorax.  He  proposed,  therefore,  in 
place  of  the  limited  resections  done  by  de 
Cerenville,  the  complete  removal  of  all  ribs 
from  the  second  through  the  ninth,  in  order 
to  obtain  compression  as  well  as  relaxation. 
Paul  Friedrich  performed  the  first  operation 
as  suggested  by  Brauer  on  December  11, 
1917,  and  the  patient  survived.  The  opera- 
tion was  soon  modified  to  include  resection 
of  the  first  and  tenth  ribs  also.  It  quickly 
became  apparent  that  this  operation  was  ex- 
tremely dangerous.  Three  of  the  first  7  pa- 
tients died.  Shock,  paradoxical  respiration, 
mediastinal  flutter,  and  circulatory  embar- 
rassment followed  the  Brauer-Friedrich  op- 
eration. Brauer  then  made  several  sugges- 
tions to  overcome  the  operative  dangers,  one 
of  which  was  that  the  operation  be  done  in 
stages.  The  resulting  improvement,  however, 
was  not  suflrcient  to  insure  its  popularity. 
Both  Brauer  and  Friedrich  made  further 
modifications  in  the  operation  later,  again 
without  greatly  improving  the  results. 

Tn  1895  Julien  Gourdet""  of  Nantes 
showed  experimentally  that  the  size  of  the 
thoracic  cavity  was  reduced  far  more  after 

2.  de  Cerenville:  Dc  I'intervention  operatoire  dans  le.s  mal- 
adies dn  poumon.   Rev.  med   de  la   Suisse   rom.   :>:tn.   ISn:,. 

.1.  Drauer.  1..:  ErfaliruuKen  und  relierlegunaen  zur  I.ungen 
Kollaps  therapie.  Die  aussredehnte  e\trapleurale  Tliorako 
nl.ostik.   Beitr.   z.   Klin.   d.    I'ubei-k.    12U9.    liloo. 

1.  Goin-rtet.  .r.:  Thoracopl.istie  posterieure.  Etude  sur  I'ap- 
platissonent  compare  du  tliorax  par  les  ditferents  pro 
cedes  du  resection  costale.  Paris  Institut  International  de 
Bibliosraphie  Medicale.   Isn.T. 
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short  i:^aravertebral  rib  resections  than  after 
more  extensive  lateral,  antero-lateral,  or  an- 
terior rib  resections.  It  fell  to  Max  Wilms'"" 
of  Hsidelberg  to  demonstrate  clinically  the 
truth  of  Gourdet's  experimental  observa- 
tions. In  1911  he  resected  3  to  4  cm.  of  the 
first  eijiht  ribs  paravertebrally  in  a  tubercu- 
lous patient.  The  patient  was  markedly  im- 
proved. This  operation,  a  compromise  be- 
tween the  extensive  resections  of  the 
Brauer-Friedrich  operation  and  the  limited 
resections  of  de  Cerenville,  was  soon  modi- 
fied so  that  longer  lengths  of  ribs  were  re- 
moved. After  publication  of  Wilms'  work, 
Ernst  Sauerbruch""  of  Berlin  advanced  his 
claim  to  priority  for  the  operation.  Accord- 
ing to  his  statement  he  had  performed  a 
paravertebral  thoracoplasty  in  1909.  Both 
Wilms  and  Sauerbruch  subsequently  intro- 
duced many  modifications  of  the  operation 
of  paravertebral  thoracoplasty  as  originally 
described  by  Wilms.  Sauerbruch  insisted 
that  the  lower  ribs  should  be  resected  first 
in  order  to  minimize  aspiration  of  infectious 
secretions  by  the  lower  lung  during  subse- 
quent stages. 

The  first  thoracoplasty  for  tuberculosis 
on  the  American  continent  was  performed 
in  1911  by  Robert  G.  LeConte  at  the  Penn- 
sylvania Hospital  in  Philadelphia.  In  one 
stage  he  resected  approximately  1 '  ■>  inches 
of  the  paravertebral  portions  of  the  first 
through  the  eighth  rib.  The  patient  was  im- 
proved. Lambert  and  Miller'"*  in  1924  advo- 
cated i-emoving  the  upper  rather  than  the 
lower  ribs  at  the  first  stage  of  a  thoraco- 
plasty, and  in  1925  Dr.  John  Alexander  and 
others  began  to  remove  increasingly  great 
lengths  of  the  uppermost  ribs  in  multiple 
stages.  Ochsner'-'  and  Hedblom''"  first  em- 
phasized the  greater  safety  aff'orded  by  mul- 
tiple stages  rather  than  a  one-  or  two-stage 
procedure.  Thus  our  modern  thoracoplasty 
has  become  a  multiple-stage  operation  in 
which  great  lengths  of  the  ribs,  as  well  as 
the  transverse  processes,  are  removed  over 
the  diseased  portion  of  the  lung  from  above 
downwards. 


Wilnw,    M.:    Eine    neue    Metliode    ziir    A'erenfrerun 

Tlinra\  liei  Luneen  tuberkulose,  Miincheii.  med.  \\\li 

.")S:T77.    1911. 

Saufrlinicli,   E.,   riuoted  bv  Alexander.   .1.,    (i),   p.   .1  + 

Laiiihert.    .\.    V..    and   Miller.    .T.    A.:    The   Surskal 

nient    of    Pulmonary    Tuberculo.si.s,    Tr.    Asioc-.    Am. 

39:112-11!),    1921. 

Ocli<:ner,    A.    J.:    Discussion    of    Archibald.    E.:    Pulm 

Tubercu'osis:    Its   Surgical   Treatment,   J. A.M. A.    s.T:i 

(.\U!r.  29)   192.1. 

Hedb'om.  C.  A.:  Extrapleural  Thoracoplasty  in   Pnln 

TulHTc-uliwis.    .r.A.M.A.    Sfi:3-t    (.Tan.    .Ill)    19211. 
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In  1925  Dr.  Alexander  "received  a  letter 
from  a  distinguished  physician  whose  hos- 
pital connections  included  professorships  in 
two  University  hospitals  in  one  of  the  larg- 
est citie.s  in  the  United  States.  He  wrote  as 
follows :  'My  surgical  and  medical  friends 
here  both  agree  that  they  have  never  seen 
the  slightest  benefit  from  the  operation  of 
paravertebral  thoracoplasty  and  they  do  not 
recommend  it  in  any  case.'  "''"'  In  the  short 
span  of  twenty-three  years  this  sage  opinion 
has  become  invalid.  Today  thoracoplasty  is 
a  safe,  efl'ective  procedure  for  the  control  of 
pulmonary  tuberculosis  and  is  performed 
daily  all  over  the  world,  restoring  to  normal, 
active  life  many  patients  otherwise  hope- 
les.sly  ill. 

J.  C.  T. 

I".     AlcN.iiidcr.    John(l).    p.    19. 


"Detail  Man"' 

Peisoiially,  we  like  most  "detail  men."  In  case 
you  haven't  had  contact  with  one  recently,  may  we 
refresh  your  mind  on  the  subject.  Were  we  Lin- 
naeus, we  might  describe  him  thus:  (ienus:  Homo 
Sapiens;  Habitat:  Distribution  almost  universal,  but 
hecomino-  scarcer  in  Middle  West  due  to  the  draft 
and  lack  of  enforcement  of  game  laws.  (Most  Dox 
think  there  is  a  perpetual  open-season  on  these 
chaps.)  Description:  A  hardy  perennial.  (Webster's 
definition  of  perennial:  "continuing  or  enduring' 
through  the  year  or  many  years.")  -And,  Boy,  does 
he  continue  to  endure  a  lot! 

Further  description:  This  sub-order  of  Homo 
Sapiens  not  infrequently  is  married  and  sires  one 
or  more  little  detailettes  who  depend  upon  the 
parent  shrub  for  food  and  raiment.  He  has  the 
customary  complement  of  manual  and  pedal  appen- 
dages; also,  two  ears,  two  eyes,  two  lungs  and — 
believe  it  or  not — a  heart. 

Usually  he  is  a  gentleman,  which  in  itself  is  say- 
ing a  lot.  Obviously  this  rare  specimen  has  an  in- 
exhaustible fund  of  patience,  otherwise  he  would  not 
he  willing  to  cool  his  heels  in  vour  reception  room 
for  long  periods  of  time,  awaiting  your  willingness 
and  readiness  to  see  him  for  five  minutes.  He  knows, 
of  course,  that  in  order  to  imuress  him  with  vour 
importance,  lie  will  have  to  sit  on  his  quadriceps 
in  the  outer  sanctum  until  you  get  darn  good  and 
ready  to  admit  him  to  your  august  presence  .  .  . 

So  if  you  see  one  of  these  roving,  self-abne.gative, 
hard-working,  patient  and  pleasant  fellows  begin- 
ning to  take  root  in  your  reception  room,  for 
Heayen's  sake  have  the  girl  bring  him  in  before  he 
becomes  a  permanent  potted  plant  before  your  very 
eyes.  Because  all  of  you  know  how  much  easier  it 
is  to  dispose  of  cut  flowers,  than  a  pardiniere  full 
of  flowering  hydrangeas. 

But  seriously,  Fellows,  let's  give  these  bovs  a 
break.  We  are  busy,  of  course,  but  not  too  busy 
to  snare  a  few  minutes  of  our  time  when  it  easily 
might  be  of  mutual  benefit.  Ever  hear  of  the  Golden 
Rule?  Think  it  over  sometime:  it  will  do  you  good. 
—J.   Phil   Edmundson,   M.D. 

^  The  Jackson  County  Medical  Sot-iety  Weekly  Bulletin. 
-March  4,  1911;  reprinted  in  J,  .\rkansas  M.  Soc.  I4:2M 
(Aprin    19  IS. 
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TBE  NINETY-FOURTH  ANNUAL 
SESSION 

For  it.^.  ninety-fourth  annual  session  the 
Medical  Society  of  the  State  of  North  Caro- 
lina came  back  home  to  Pinehurat.  Although 
Virginia  fully  lived  up  to  her  reputation  for 
hospitality  last  year,  Virginia  Beach  was 
a  long  way  from  home  for  most  of  our  mem- 
bers. Last  year's  attendance  was  the  small- 
est— except  for  the  Bermuda  cruise  meeting 
— since  1924. 

This  year's  registration  broke  all  previous 
records,  with  a  final  score  of  920  doctors  reg- 
istered— 31  more  than  attended  the  1946 
meeting.  The  exhibits,  both  technical  and 
scientific,  were  housed  in  a  tent,  connected 
by  a  covered  walk  with  the  Carolina  Hotel. 
The  exhibitors,  who  were  not  at  all  happy 
over  the  situation  at  first,  were  more  than 
satisfied  before  the  meeting  was  over.  They 
had  much  more  room  in  the  tent  than  they 
had  had  in  the  hotel;  their  wares  could  be 
displayed  to  better  advantage ;  and  the  doc- 
tors kept  the  tent  comfortably  filled  most  of 


the  time,  and  overflowing  often.  The  twelve 
prizes  offered — headed  by  a  General  Electric 
refrigerator,  which  was  won  by  Dr.  George 
Harrell  of  Winston-Salem — no  doubt  helped 
stimulate  the  attendance  on  the  exhibits.  Mr. 
J.  T.  Barnes,  our  new  executive  secretary, 
deserves  much  of  the  credit  for  the  success- 
ful handling  of  the  exhibits. 

The  House  of  Delegates,  as  usual,  had  a 
full  program;  but  there  was  a  surprising 
lack  of  controversy  in  its  meetings.  The  ab- 
•sence  of  Di-.  Frank  Sharpe  was  felt  through- 
out the  session,  but  Dr.  J.  F.  Robertson  made 
an  excellent  presiding  officer.  His  address  to 
the  House,  although  brief,  was  full  of  meat. 
The  most  important  of  his  recommendations 
— to  i-aise  the  annual  dues  from  $10  to  $25 — 
was  passed  with  very  little  opposition.  The 
majority  of  the  members  realized  that  the 
Society  is  undertaking  a  program  of  expan- 
sion that  will  require  a  greatly  increa.sed 
budget. 

Another  recommendation  which  met  with 
general  approval  was  that  the  by-laws  be 
changed  so  that  the  fir.st  vice  president, 
rather  than  the  president-elect,  would  fill  the 
unexpired  term  of  a  president  dying  in  office. 
This  custom  is  followed  by  other  organiza- 
tions, and  is  the  logical  thing  to  do.  One  year 
is  long  enough  to  ask  any  doctor  to  serve  as 
president  of  the  society ;  furthermore,  it  is  a 
somev/hat  awkward  situation  for  the  presi- 
dent-elect to  succeed  himself  as  president, 
rather  than  to  be  installed  by  the  retiring 
president. 

The  scientific  program  was  good,  and  well 
attended.  One  of  the  guest  speakers  who 
appeared  before  the  general  sessions — Dr. 
J.  de-J.  Pemberton  of  the  Mayo  Clinic — is  a 
native  of  Fayetteville.  He  gave  an  excellent 
address  on  thyroid  surgery.  Dr.  Russell 
Haden,  of  Cleveland,  spoke  before  the  second 
general  session  on  the  anemias,  especially 
the  treatment  of  pernicious  anemia.  M-any 
afterward  said  that  the  classification  of  the 
anemias  and  the  treatment  of  pernicious 
anemia  could  not  possibly  have  been  made 
plainer  or  more  practical.  Dr.  William 
Friedenwald,  of  the  Department  of  Bacteri- 
ology at  Emory,  spoke  on  poliomyelitis.  His 
talk,  too,  was  interesting  and  informative. 

Something  of  an  innovation  this  year  was 
the  panel  discussions  held  by  various  sec- 
tions. Even  the  Officers'  Breakfast  on  Tues- 
day morning  was  devoted  to  a  panel  discus- 


270 


NORTH   CAROLINA   MEDICAL  JOURNAL 


May,  11148 


sion  of  medical  organization  problems.  The 
sections  on  Practice  of  Medicine,  Neurology 
and  Psychiatry,  General  Practice,  and  Radi- 
ology all  used  the  panel  system. 

The  President's  Night  banquet  was  fea- 
tured by  the  paper  of  Mr.  James  H.  Clark 
on  the  IVIedical  Care  Program  and  a  humor- 
ous address  by  Mr.  James  E.  Gheen,  of  New- 
York.  Dr.  Oren  Moore  as  toastmaster,  with 
Secretary  McMillan  as  master  of  ceremonies, 
ensured  the  success  of  the  occasion. 

The  report  of  the  Nominating  Committee 
apparently  met  with  the  approval  of  the 
great  majority  of  the  society.  Dr.  West- 
brook  Murphy  of  Asheville,  the  president- 
elect, has  earned  his  recognition  by  the  con- 
sistently high  quality  of  the  service  he  has 
rende]'ed  the  society  and  organized  medicine. 
The  other  officers  are  as  follows :  Dr.  J.  J. 
Combs,  Raleigh,  first  vice  president;  Dr.  J. 
A.  Elliott,  Charlotte,  second  vice  president; 
Dr.  Roscoe  D.  McMillan,  Red  Springs,  secre- 
tarv-trea  surer. 


THE  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 

Faithful  readers  of  this  journal  may  recall 
that  last  July  most  of  an  editorial  on  the 
general  practitioner'"  was  devoted  to  a  dis- 
cussion of  the  American  Academy  of  General 
Practice,  which  was  organized  at  the  centen- 
nial meeting  of  the  American  Medical  Asso- 
ciation. Since  then  this  organization  has 
grown  steadily.  Some  concern  was  felt  at 
first  lest  it  should  become  a  secession  from 
the  A.M. A.,  or  should  degenerate  into  a  poli- 
tical pressure  group.  Representatives  from 
the  Academy,  however,  had  a  most  amicable 
meeting  with  the  Board  of  Trustees  of  the 
A.M. A.  last  February.  They  assured  the 
Board  that  leaders  of  the  Academy  were 
anxious  to  cooperate  with  the  parent  or.gan- 
ization,  and  asked  that  representatives  from 
the  Board,  from  the  Council  on  Medical  Ed- 
ucation and  Hospitals,  and  from  the  Coun- 
cil on  Medical  Seiwice  be  appointed  as  a 
liaison  committee  to  the  Academy.  This  re- 
quest was  granted,  and  there  is  no  reason 
to  doubt  that  the  Academy  can  do  much 
to  carry  out  its  avowed  purpose  "to  promote 
and  maintain  high  standards  of  the  general 
practice  of  Medicine  and  Surgery." 

I.    The     Geneial     PractiUoner     Has     His     IiiiiiiiL's.     F.rlitorial. 
NorHi  Carolina   M.  J.  8:120    (.luly)    i!iir. 


A  chapter  of  the  American  Academy  of 
General  Practice  has  been  organized  in 
North  Carolina,  with  Dr.  John  R.  Bender  of 
Winston-Salem  as  president,  Dr.  W.  A.  Sams 
of  Marshall  as  vice  president,  and  Dr.  Ros- 
coe D.  McMillan  of  Red  Springs  as  secretary 
and  treasurer.  District  councilors  are :  Dr. 
John  A.  Payne.  Sunbury,  First  District;  Dr. 
G.  Gi'ady  Di.xon,  Ayden,  Second  District;  Dr. 
Amos  N.  Johnson,  Garland,  Third  District; 
Dr.  Henderson  Irwin,  Eureka,  Fourth  Dis- 
trict ;  Dr.  L.  R.  Doflfermyre,  Dunn,  Fifth  Dis- 
trict:  Dr.  Charles  A.  Bland,  Louisburg,  Sixth 
District:  Dr.  W.  E.  Selby,  Charlotte,  Seventh 
District ;  Dr.  A.  D.  Ownbey,  Greensboro, 
Eighth  District:  Dr.  I.  E.  Shafer,  Salisbury. 
Ninth  District;  Dr.  V.  H.  Duckett,  Canton, 
Tenth  District. 

An  application  blank  is  to  be  found  fol- 
lowing page  280,  for  the  convenience  of 
those  \vho  wish  to  join  this  organization. 

EDITORIAL  NOTES— THE  NINETY- 
FOURTH   ANNUAL  SESSION 

The  ]5anel  discussions  used  by  a  number 
of  the  sections  were  interesting,  and  appai'- 
ently  were  liked  by  most  of  those  in  attend- 
ance. It  remains  to  be  seen  what  their  effect 
upon  the  NORTH  Carolina  Medical  Jour- 
nal will  be.  If  all  those  who  participated 
in  the  panels  wrote  out  their  discussions  and 
turned  them  in  to  the  secretaries  of  the  sec- 
tions, they  should  make  interesting  reading 
during  the  year;  but  if  the  participants 
spoke  from  notes  not  prepared  for  publica- 
tion, this  journal  may  have  to  stretch  its 
material  to  make  it  last  through  the  year. 

Last  year,  for  the  first  time,  the  presi- 
dent's address  was  the  feature  of  the  Presi- 
dent's Night  banquet.  This  year  the  prece- 
dent was  not  followed.  Since  President 
James  Robertson  succeeded  himself  as  presi- 
dent, he  decided  to  reserve  his  speech  until 
next  year.  Since  he  will  have  had  eighteen 
months  to  prepare  his  address  for  the  1949 
meeting,  the  membei\s  will  expect  a  real 
masterpiece. 

The  large  number  who  attended  the  Con- 
joint Session  of  the  Society  and  the  State 
Board  of  Health  to  hear  the  final  report  of 
Dr.  Carl  Reynolds  as  State  Health  Officer 
was  a  tribute  to  Dr.  Reynolds.  It  is  not  sur- 
prising that  Dr.  Reynolds  was  too  overcome 
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^vith  emotion  to  finish  his  report,  for  many 
of  his  audience  were  close  to  the  same  point. 
Under  his  leadership  the  State  Board  of 
Health  has  made  remarkable  progress,  as 
was  shown  by  his  report.  The  best  wishes  of 
the  doctors  of  North  Carolina  go  with  him 
as  he  prepares  to  show  Californians  how  a 
model  grandfather  should  conduct  himself. 

The  brief  inaugural  address  of  Dr.  Roy 
Norton,  who  is  to  succeed  Dr.  Reynolds  as 
State  Health  Officer,  was  a  masterpiece,  and 
made  a  profound  impression  on  his  audience. 
It  is  the  general  impression  that  his  selection 
was  a  wise  choice. 

There  was  an  altogether  different  atmos- 
phere in  the  Carolina  Hotel  this  year,  as 
compared  with  1946.  Even  though  the  regis- 
tration was  larger,  the  management  of  the 
hotel  did  not  seem  so  hurried  and  harried ; 
the  hotel  employees  seemed  friendlier  and 
more  courteous ;  and  the  food  was  better. 
It  must  be  admitted,  also,  that  the  conduct 
of  the  members  left  much  less  room  for  criti- 
cism. Indeed,  the  head  waiter  told  Dr.  Mc- 
Millan at  lunch  Wednesday,  in  the  presence 
of  a  reliable  witness,  that  he  had  never 
handled  a  better  behaved  convention.  He 
did  not  qualify  the  statement  by  saying 
"medical  convention,"  but  "convention" — 
period ! 


"LET  NOT  THY  LEFT  HAND 
KNOW  .  .  ."- 

The  United  States  Public  Health  Service 
certainly  follows  the  old  Biblical  injunction. 
As  followers  of  these  columns  know  from 
recent  issues,  the  distinctly  "left"  hand  of 
the  U.S.P.H.S.  and  other  federal  bureaus 
are  marching  up  and  down  the  land — and 
even  visiting  foreign  lands — stumping  for 
compuLsory  federal  sickness  insurance  and 
government  control  of  medicine,  using  argu- 
ments based  upon  the  supposedly  deplorable 
state  of  the  nation's  health.  My.  Oh  My,  how 
sick  the  nation  is,  to  hear  the  left  hand 
speak.  Goodness  me,  how  the  medical  profes- 
sion has  failed.  It's  terrible,  how  a  third  of 
our  population  can't  find  a  doctor  when  one 
is  wanted — and  how  they  can't  pay  him  if 
they  do  find  him. 

Reprinted  from  the  Rockr  Mountain  Medieal  .lournal  t.i : 
\'.>-M    (Jan.)    19 IS. 


Now  comes  the  right  hand — of  the  self- 
same U.S.P.H.S. — in  a  statement  to  the 
press  that  "the  general  health  of  the  people 
of  the  United  States,  maintained  during  the 
war  years  at  a  hifihe)-  than  p)-eira)-  level, 
continued  favorable  during  the  first  six 
months  of  1947"  quoting  Federal  Security 
Administrator  Oscar  R.  Ewing.  (Italics 
ours.)  It  goes  on:  "The  reported  incidence 
of  most  of  the  important  communicable  dis- 
eases, the  crude  death  rate,  the  maternal 
and  infant  mortality,  and  the  specific  death 
rates  for  certain  diseases  indicate  as  good 
health  conditions  in  the  United  States  dur- 
ing the  first  half  of  1947  as  in  1946.  if  not 
slightly  better."  Yes,  this  is  quoted  directly 
from  the  U.S.P.H.S. 

The  statement  then  goes  into  considerable 
statistical  detail.  Since  the  left  hand  has 
screamed  so  loudly  about  infant  and  mater- 
nal mortality  from  the  Children's  Bureau 
whose  appropriations  must  go  up  and  up 
every  year  if  such  bureaus  are  to  be  sup- 
ported in  the  style  to  which  they  would  like 
to  become  accustomed,  let  us  see  what  the 
right  hand  says  about  the  cold  facts  for 
1947.  Again,  direct  quotes  from  the  U.S. P. 
H.S. :  "The  estimated  maternal  mortality 
rate  for  deaths  from  puerperal  causes  was 
1.5  per  1,000  live  births  for  the  first  six 
months  of  1947,  as  compared  with  1.7  for 
the  corresponding  period  in  1946;  and  the 
adjusted  infant  mortality  rate  was  estimated 
to  be  34.6  per  1,000  live  births  for  the  first 
six  months  of  1947,  as  compared  with  .38.4 
in  1946." 

Of  course  there  is  plenty  of  room  for  im- 
provement; no  scientific  man  would  deny  it. 
The  medical  profession  will  lower  future 
mortality  rates,  is  constantly  doing  so,  and 
neither  the  medical  profession  nor  the  great 
American  public  needs  to  be  socialized  or 
communized  or  nazified  to  do  it.  Sometimes 
we  wonder  how  men  with  the  scientific  train- 
ing that  Parran,  Mountain,  Hilleboe,  et  al, 
must  have  had  can  help  but  choke  on  their 
words  when  on  the  one  hand  they  reveal  the 
facts  of  our  constantly  improving  health 
standards  and  on  the  other  they  propagan- 
dize the  country  for  a  socialistic  scheme  to 
"improve"  health  that  has  wrecked  the 
health  of  every  nation  that  has  let  the  bu- 
reaucrats take  over.  Perhaps  they  forget 
.that  even  the  Bible,  quoted  out  of  context, 
can  lead  to  gross  misinterpretation. 
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A  7-rnonth-old  white  female  infant  \v<.s 
admitted  to  the  North  Carolina  Baptist  Hos- 
pital on  November  29,  1947,  with  chief  com- 
plaints of  pneumonia,  fever,  cough,  cold,  and 
poor  appetite.  Two  months  before  admission 
the  patient  began  to  have  a  runny  nose,  with 
sneezing  and  cough.  Her  appetite  at  this 
time  was  good.  Six  weeks  before  admission 
the  local  physician  was  called  and  made  a 
diagnosis  of  pneumonia.  The  patient  was 
given  penicillin  orally,  one  half  tablet  every 
three  hours,  and  seemed  to  improve  for  a 
while.  When  the  penicillin  was  discontinued 
two  days  before  admission,  her  condition 
grew  v/orse.  She  seemed  to  be  weak  and  was 
more  irritable.  Her  appetite  became  much 
poorer,  but  she  continued  to  drink  some 
milk.  The  cough  improved  in  spite  of  the 
patient's  weakness.  On  the  day  of  admission 
she  became  worse,  and  about  six  hours  be- 
fore admission  she  began  to  breathe  with 
difficulty. 

Physical  examination  showed  the  temper- 
ature to  be  103  F.,  the  pulse  160,  respira- 
tions 80.  The  baby  was  thin  and  under- 
nourished. Her  skin  was  dry  and  pa\e.  and 
breathing  was  rapid  and  shallow.  The  pa- 
tient was  listless  and  only  slightly  respon- 
sive. The  anterior  fontanelle  was  patent,  but 
there  was  no  craniotabes.  The  eyes  were 
sunken.  Both  ear  drums  were  reddened  and 
injected,  especially  the  right;  there  were  no 
distortions  of  landmarks,  however.  The  lips 
and  mucous  membranes  were  dry.  The  ton- 
gue was  slightly  coated  and  the  pharynx 
was  moderately  injected.  Retraction  of  the 
interspaces  was  noted  on  inspiration.  Moist, 
sticky  rales  were  heard  over  the  lung  fields 
posteriorly,  especially  on  the  right ;  rales 
were  also  heard  over  the  anterior  portion 
of  the  chest.  There  were  no  evidences  of 
consolidation,  and  no  impairment  of  breath 
sounds  or  resonance.  The  heart  was  rapid 
and  the  pulse  diflticult  to  count,  but  there 
were  no  detectable  arrhythmias  or  murmurs. 
The  liver  was  felt  one  finger's  breadth  below 
the  costal  margin  in  the  midclavicular  line. 
The  spleen  was  not  palpable.  No  masses 
were   felt    in    the    abdomen.    The    genitalia 


were  normal,  and  rectal  examination  was 
not  remarkable.  There  was  slight  cyanosis 
of  the  nails ;  otherwise  the  extremities  were 
well  developed  without  deformities.  Reflexes 
were  physiological. 

A  blood  count  showed  4,890,000  red  blood 
cells,  with  14  Gm.  of  hemoglobin,  and  52,750 
white  blood  cells  with  24  per  cent  segmented 
polymorphonuclears,  54  per  cent  non-seg- 
mented, and  22  per  cent  lymphocytes.  The 
urinalysis  showed  a  specific  gravity  of  1.009 
and  a  negative  reaction  for  albumin  and 
sugar;  microscopic  examination  showed  an 
occasional  white  cell  and  epithelial  cell  in 
the  sediment.  The  .stools  were  yellow, 
formed,  and  had  a  foul  odor.  Numerous  fat 
globules  were  seen  in  the  stool,  but  no  starch 
or  occult  blood  was  pre.sent.  The  blood  cul- 
ture was  sterile.  A  throat  culture  revealed 
beta  hemolytic  streptococci,  non-hemolytic 
staphylococci,  and  coliform  organisms. 
Trypsin  digestion  tests  on  duodenal  fluid 
showed  no  liquefaction  of  the  gelatin  at  the 
end  of  twenty-four  hours.  The  Schick  and 
tuberculin  tests  were  negative. 

An  x-ray  of  the  chest  revealed  a  marked 
increase  in  bronchovascular  markings  in  the 
hilar  region,  extending  out  into  the  periph- 
ery of  th.e  lung  field.  The  extreme  periphery 
of  the  lung  fields  was  clear.  The  heart 
showed  nothing  remarkable. 

During  her  hospital  stay  of  fifteen  days, 
the  patient  was  treated  with  penicillin  intra- 
muscularly. On  the  fifth  hospital  day,  strep- 
tomycin was  begun  and  was  continued 
through  the  eleventh  hospital  day.  Penicillin 
aerosol  was  begun  on  the  fourth  hospital 
day  and  continued  through  the  tenth  hos- 
pital day.  She  was  also  given  frequent  intra- 
venous injections  of  fluids,  including  plasma 
and  whole  blood.  In  spite  of  this  therapy 
her  condition  remained  critical.  At  no  time 
did  .she  show  any  evidence  of  diarrhea  or 
disturbance  in  bowel  function.  During  the 
first  week  the  temperature  ranged  between 
98  and  101  F.,  and  during  the  second  week 
it  ranged  between  99  and  102  F.  She  expired 
quietly  on  the  fifteenth  hospital  day. 

Discussion 

Dr.  Weston  M.  Kelsey:  This  protocol 
can  be  summarized  rapidly.  The  infant  was 
apparently  well  until  the  age  of  5  months, 
when  she  developed  bronchopneumonia 
which  persisted  for  two  months  in  spite  of 
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treatment  with  antibiotic  and  chemothera- 
peutic  agents.  The  important  accessory  clin- 
ical findings  were  the  presence  of  micro- 
scopic neutral  fat  in  the  stools,  and  the  ab- 
sence of  trypsin  in  the  duodenal  juice.  The 
patient  went  down  hill  rapidly  and  died. 
Since  these  findings  make  the  diagnosis  of 
"cystic  disease  of  the  pancreas"  obligatory, 
this  case  will  be  used  to  discuss  the  diagnos- 
tic problems  in  this  disease. 

In  general,  the  history  obtained  at  the 
time  of  admission  depends  on  the  age  of  the 
patient.  Andersen'"  has  pointed  out  that 
these  cases  may  be  divided  into  three  cate- 
gories: (1)  those  which  begin  at  birth;  (2) 
those  which  begin  before  the  age  of  6 
months;  and  (3)  those  in  which  the  symp- 
toms develop  at  a  later  age.  The  first  group 
are  nearly  always  characterized  by  intestinal 
obstruction  with  meconium  ileus.  In  approx- 
imately one  third  of  Andersen's  cases  which 
fell  in  the  second  group,  the  first  sign  of 
trouble  was  cough ;  in  the  remaining  two 
thirds  there  were  gastrointestinal  symptoms, 
which  often  were  minimal  and  were  de- 
scribed only  after  specific  questioning.  In 
the  last  group  the  majority  of  patients  pre- 
sented the  picture  of  "celiac  disease,"  with 
the  typical  large,  foamy,  foul  stools. 

Blackfan  and  May'-*  state  that  the  early 
symptoms  of  cystic  fibrosis  can  mimic  almost 
any  disease  seen  in  the  second  age  group. 
Vomiting,  feeding  problems,  and  failure  to 
gain  are  almost  always  noted  before  there  is 
either  diarrhea  or  cough.  I  am  almost  cer- 
tain that  a  review  of  this  case  will  reveal 
that  feeding  problems  were  present  before 
the  onset  of  pneumonia. 

Dr.  Aderholdt:  This  patient  was  difficult 
to  feed  and  had  failed  to  gain  at  a  normal 
rate. 

Dr.  Kelsey:  The  usual  findings  on  physi- 
cal examination  are  those  noted  in  this  pa- 
tient. The  infant  is  malnourished.  The  res- 
piratory symptoms  usually  predominate,  and 
are  characterized  by  a  hard  cough  which  is 
similar  to  that  seen  in  whooping  cough.  Fre- 
quently there  is  no  evidence  of  consolidation. 
The  rales  are  coarse  and  are  heard  over  the 
entire  chest.    Cyanosis    is    common    in    the 

1.  Andersen,  D.  H.:  Cystic  Fibrosis  of  the  I'ancreas  and  Its 
Relation  to  Celiac  Disease:  A  Clinical  and  Pathologic 
Study,    .Am.   J.   Dis.    Qiild.    o6:.344-399    (Aug,)    1038. 

2,  Blackfan,  K.  D.,  and  May,  C.  D, :  Inspissation  of  Secre- 
tion, Dilatation  of  the  Ducts  and  Acini,  .\trophy  and 
Fibrosis  of  the  Pancreas  in  Infants:  Clinical  Note.  ,1. 
Pediat.   Io:(i27-631   (Nov.)    1938. 


more  severe  cases. 

Laboratory  studies  are  necessary  to  estab- 
lish the  diagnosis.  Of  these  the  most  impor- 
tant are  examination  of  the  stool  and  analy- 
ses of  the  duodenal  enzymes.  The  stools  may 
be  small  or  large,  loose  or  constipated,  or 
normal  in  gross  appearance.  Regardless  of 
the  appearance,  they  usually  have  a  peculiar, 
foul  otlor.  The  presence  of  fat  in  the  stool 
may  be  determined  by  either  chemical  or 
microscopic  study.  The  former  method  is 
not  practical,  while  the  latter  is  simple. 
Andersen'''  has  described  the  criteria  for 
determining  microscopically  the  presence  of 
excessive  fat  in  the  stools.  The  results  of 
her  determinations  correlated  closely  both 
with  chemical  studies,  and  with  postmortem 
and  clinical  observations. 

There  are  two  relatively  common  condi- 
tions which  cause  an  increase  in  neutral 
stool  fat :  celiac  disease  and  obstructions  of 
the  common  bile  duct.  The  rare  causes  of 
this  condition  are  intestinal  allergy,  giardi- 
asis, tuberculous  mesenteric  lymphadenitis, 
and  intestinal  lipodystrophy.  False  positive 
tests  are  seen  in  patients  who  have  received 
mineral  oil.  False  negative  tests  occur  if 
the  patient  is  on  a  fat-free  diet.  Andersen 
makes  the  statement  that  "absence  of  fat  on 
a  normal  diet  excludes  fibrocystic  disease." 
In  all  but  one  of  the  15  patients  with  fibro- 
cystic disease  M^hom  we  have  seen,  excessive 
fat  in  the  stools  was  demonstrated  by  this 
method. 

Our  experience  would  indicate  that  the 
presence  of  twenty  or  more  globules  of  fat 
per  low-power  field  on  repeated  examina- 
tions certainly  warrants  duodenal  drainage. 
Ordinarily  the  tube  enters  the  duodenum 
easily,  but  at  times  it  must  be  manipulated 
under  the  fluoroscope.  If  the  patient  has 
fibrocystic  disease,  the  juice  is  usually  scant 
and  viscid.  It  should  be  bile-stained  and  have 
a  pH  above  6.5.  Analysis  for  trypsin  is  done 
according  to  the  technique  of  Andersen'^'. 
It  is  possible  for  an  error  to  result  from  fail- 
ure to  have  the  tube  in  the  duodenum.  Tests 
which  fail  to  demonstrate  trypsin  should 
be  repeated.  Theoretically,  tests  which  are 
positive  for  trypsin  cannot  be  in  error,  and 
they  need  not  be  repeated.  The  presence  of 
trypsin    rules    out   the    possibility    of   fibro- 

:i.  .\ndersen,  D,  H.:  Celiac  Syndrome;  Determination  of 
Fat  in  Feces,   .\m,  ,1.  Dis.  Child.   69:U1-15I    (March)    104.i. 

I.  Andersen,  D.  H.:  Pancreatic  Enzymes  in  the  Duodenal 
,Iuice  in  the  Celiac  Syndrome,  Am.  .T.  Dis.  Child.  63:154:!- 
658    (.April)    1942. 
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cystic  disease.  Absence  of  trypsin  on  re- 
peated drainages  has  been  described  in  only 
one  patient  who  did  not  have  the  disease''", 
and  makes  the  diagnosis  almost  certain. 

The  diet  and  treatment  of  the  pulmonary 
infection  are  the  two  important  aspects  of 
therapy.  The  diet  should  be  high  in  protein 
and  carbohydrate,  and  low  in  fat  and  starch. 
Pancreatin  occasionally  will  help.  The  in- 
take of  vitamins  A  and  D  should  be  consider- 
ably increased"".  The  bronchial  infection  is 
usually  treated  most  satisfactorily  with  peni- 
cillin aerosol'''.  These  patients  are  surviving 
for  much  longer  periods  than  before  the 
above  mentioned  therapeutic  measures  were 
used,  and  it  is  possible  that  the  prognosis 
might  be  good  if  the  diagnosis  were  made 
before  the  onset  of  respiratory  symptoms. 
The  prognosis  is  still  poor  in  the  infant  with 
an  early  onset  of  pulmonary  disease. 

The  etiology  of  fibrocystic  disease  is  not 
known.  It  is  a  congenital  and  familial  dis- 
ease. Six  siblings  of  the  fifteen  patients  we 
have  liad  with  this  disease  have  died  with 
symptoms  compatible  with  the  diagnosis  of 
fibrocystic  disease.  I  have  asked  Dr.  Hern- 
don  to  discuss  the  hereditary  aspect. 

Dr.  Nash  Herndon  :  Although  several 
authors""  have  reported  multiple  cases  of 
cystic  fibrosis  of  the  pancreas  within  a  sib- 
ship,  the  most  adequately  described  series 
of  cases  collected  in  a  manner  suitable  for 
genetic  analysis  is  that  of  Andersen  and 
Hodges'".  They  reported  all  cases  diagnosed 
at  the  Babies  Hospital  in  New  York  from 
1938  to  1945,  including  data  on  60  patients. 
An  analysis  of  the  familial  incidence  in  this 
group  gives  evidence  that  the  disease  may 
be  due  to  the  action  of  a  simple  recessive 
gene,  and  that  the  condition  develops  in  in- 
dividuals who  are  homozygous  for  this  gene. 
Data  on  55  other  sibships  collected  from  the 
literature  are  also  compatible  with  this  con- 
clusion. 

The  question  of  the  incidence  of  this  dis- 

."i.  MiliMix'k.  r.  1...  Farhi-r.  S..  nnil  Shwadmi.ni.  II.:  I'aii- 
n-eatic  Function  and  Disease  in  Kai'h"  Life.  Am.  .1.  I)i^. 
C'liilrl.    e;(;::)7ii.37.>    (Oet.l    lift:i. 

li.  .Xn'K'Csen.  D,  H.:  Celiac  Syiulrunio:  Dietary  llieiain  fur 
Conv'eaital  Pancreatic  Deflciencv.  .\ni.  J.  Dis.  Child.  7ii: 
Iii"-n:i   (Auff.)   19+5. 

7.  di  .Sanfaanesc.  P.  F..  A.,  and  Andersen.  D.  H.:  CeMac 
S>ndrntne:  Cliemotlierapy  in  Infections  of  the  liesi)iratn)-\ 
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s.  How.ird.  P.  .1.:  Familial  Character  of  Fibrocystic  Disease 
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ease  in  the  general  population  is  of  consid- 
erable interest.  The  incidence  reported  in 
autopsy  material  varies  from  1.3  per  cent  to 
4.8  per  cent,  about  3  per  cent  being  the 
usual  figure  given'"".  Andersen  has  esti- 
mated the  incidence  of  the  disease  to  be 
around  1.7  to  1.8  per  thousand  live  births  in 
New  York  state.  There  are  obvious  difficul- 
ties in  estimating  the  frequency  of  a  disease 
from  a  series  of  hospital  admissions  or  an 
autopsy  series.  However,  a  very  rough  esti- 
mate of  the  number  of  persons  who  are 
heterozygous  for  the  recessive  gene — "car- 
riers" of  the  disease — can  be  made  from  the 
above  figures,  and  is  found  to  be  around  8 
per  cent  of  the  population.  One  would  then 
expect  that  about  six  marriages  per  thou- 
sand would  represent  the  mating  of  two 
heterozygotes,  and  might  produce  children 
with  the  disease.  Because  of  the  small  size 
of  human  families  and  the  fact  that  onlj^ 
one  fourth  of  the  children  of  such  marriages 
would  be  aff'ected,  any  clinical  survey  would 
make  it  appear  that  the  proportion  of  fam- 
ilies aflfected  is  considerably  smaller.  This 
estimate  of  a  rather  high  incidence  of  the 
disea.se  in  the  population  is  also  supported 
by  th.)  absence  of  cousin  marriages  among 
the  parents  of  patients  in  Andersen's  series, 
and  the  fact  that  only  one  case  report  in  the 
literature  reports  kinship  of  the  parents'"'. 
In  diseases  due  to  recessive  genes,  the  fre- 
quency of  consanguineous  matings  among 
the  parents  of  afl:'ected  individuals  is  inverse- 
ly related  to  the  frequency  of  the  disease — 
or,  more  specifically,  to  the  frequency  of  the 
gene;  in  extremely  rare  diseases  the  rate  of 
cousin  marriages  among  the  parents  of  af- 
fected individuals  may  be  as  high  as  50  per 
cent.  The  lack  of  cousin  marriages  in  the  re- 
ported cases  confirms  the  impression  that 
the  disease  is  much  more  common  than  one 
would  gather  from  the  number  of  diagnoses  . 
made.  As  physicians  become  more  familiar 
with  the  syndrome,  this  disease  will  prob- 
ably be  diagnosed  during  life  much  more 
frequently. 

Dr.  Kelsey  :  The  diagnosis  is  not  quite  so 
easy  as  has  been  implied.  Three  of  our  cases 
illustr.ate  some  of  the  problems.  Baby  H.  was 
admitted  at  3  months  of  age  because  of 
failure  to  gain.  He  had  had  one  fourteen-day 

I'l.    A\'iulesworth.    F.  W.:   F^ibrocystic  Disease  of  the  Panci'cas, 
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episode  of  watery  diarrhea  when  6  weeks 
old,  and  the  stools  had  always  been  foul.  The 
stools  did  not  have  excessive  fat,  but  two 
duodenal  drainages  failed  to  reveal  any 
trypsin.  He  could  be  one  of  the  rare  patients 
without  cystic  fibrosis  who  does  not  have 
demonstrable  trypsin.  Baby  A.  was  admitted 
because  of  convulsions,  and  was  noted  to 
have  foul  stools.  There  was  excessive  fat, 
and  no  trypsin  was  found.  She  has  done 
well  over  a  twenty-month  period.  It  has  been 
found  that  the  only  dietary  control  necessary 
for  adequate  growth  is  pancreatin.  With- 
out pancreatin,  the  stools  become  character- 
istic of  celiac  disease.  She  has  had  no  pul- 
monary complications.  Because  of  the  doubt 
as  to  the  diagnosis,  she  has  had  five  drain- 
ages, all  negative  for  trypsin.  Baby  B.  was 
admitted  at  10  months  of  age  with  a  history 
typical  of  the  disease.  Excessive  fat  was 
demonstrated  in  the  stools,  but,  to  our  sur- 
prise, trypsin  was  present  in  moderate 
amounts.  She  went  down  hill  rapidly,  and 
died  from  advanced  bronchiectasis.  Autopsy 
was  not  obtained. 

We  feel  that  either  repeated  pulmonary 
infections  or  chronic  gastrointestinal  dis- 
turbances in  patients  under  a  year  of  age 
warrant  examination  of  the  stools  for  fat. 
If  this  is  found,  we  feel  that  duodenal  drain- 
age should  be  performed.  If  excessive  fat 
is  present  in  the  stools  and  trypsin  is  absent 
in  the  duodenal  juices,  the  diagnosis  of  cystic 
fibrosis  of  the  pancreas  must  be  made. 

Anatomic  Discnssio)i 

Dr.  Ladd  W.  Hamrick,  Jr.:  The  signifi- 
cant anatomical  findings  were  in  the  pan- 
creas,    lungs,      and     liver.      The      pancreas 
weighed  15  Gm.  and  presented  no  gross  ab- 
normalities, except  for  slightly  increased  re- 
sistance on  sectioning.  Microscopic  examina- 
,  tion  showed  dilatation  of  the  majority  of  the 
;  acini  and  ducts,  with  atrophy  of  the  lining 
j  cells;   the   lumina   of   these   structures   con- 
1  tained  pink-staining  laminated  concretions. 
.  The   interstitial   connective   tissue    was    in- 
creased,   and    a    moderate    degree    of    inter- 
stitial lymphocytic  infiltration  was  present. 
The  lungs  presented  fibrous  pleural  adhe- 
sions on  their  posterior  surfaces,  and  many 
small,  closely  adjacent  areas  of  consolidation 
on  cut  section.  The  bronchi  contained  large 
amounts  of  yellow,  purulent  material.  ;\Iicro- 
scopic  examination  showed  both  acute  and 


chronic  bronchopneumonia,  marked  inter- 
stitial fibrosis,  and  chronic  bronchitis  with 
destruction  of  many  of  the  bronchial  walls. 
Culture  of  the  lungs  revealed  a  pure  growth 
of  Staphylococcus  aureus. 

The  liver  showed  fatty  metamorphosis. 

Anatomic  Diagnoses 

1.  f'l/stic  fih)-osis  of  the  pancreas 

2.  Bj'onchopneumonia,  acute  and  chronic, 
bilateral   (Staphylococcus  aureus) 

:>.    Chronic  bronchitis  with  bronchial  de- 
struction, bilateral 

4.  Chronic  interstitial    pulmonary    fibro- 
sis, bilateral 

5.  Chronic  fibrous  pleuritis,  bilateral 

6.  Fatty  metamorphosis  of  the  liver 


MEDICOLEGAL  ABSTRACT 


J.  F.  Owen,  M.D.,  LL.B. 
Raleigh 

MA.STER       AND       SERVANT:       Neuvosis 
which  results  from  an  injury  arising 
out  of  and  in  the  course  of  employ- 
mci't.  and  produces  disability,  is  com- 
pensable, whether  of  functional  or  of 
organic  origin. 
The  records  show  that  the  plaintiflf  in  this 
case  suffered  personal  injuries  from  an  acci- 
dent which  arose  out  of  and  in  the  course 
of  her  employment.   While  she  was  sharpen- 
ing razor  blades,  pieces  of  a  broken  blade, 
propelled  from  a  machine  employed  in  the 
sharpening  process,  struck  her  in  the  right 
eye,  on  the  nose,  about  the  right  arm,  and 
on  the  little  finger  of  the  right  hand.    The 
employee   suffered   an   extensive   horizontal 
laceration  of  the  cornea,  and,  despite  imme- 
diate   surgical    intervention,    she    lost    the 
vision  in  the  injured  eye.    A  medical  exam- 
ination  disclosed  some  tremor,   hyperactive 
deep  reflexes,  and  unsteadiness  of  gait.    She 
lost  weight  and  suffered  from  fainting  spells. 
The  subjective  symptoms  were  pain  in  the 
arms  and  right  hand,  weakness  of  the  right 
hand,     headaches,     vertigo,     insomnia,     and 
somnambulism.    The  employee  was  awarded 
total  compensation  for  the  loss  of  the  eye, 
and  10  per  cent  of  total  permanent  disability 
for  impairment  due  to  a  neurosis. 

The  commissioner  hearing  the  case  was 
of  the  opinion  that  there  was  substantial 
basis  for  a  finding  that  the  physical  injuries. 


276 


NORTH   CAROLINA   MEDICAL  JOURNAL 


May,  1948 


other  than  the  laceration  of  the  eye.  con- 
tributed to  the  plaintiff's  neurotic  condition. 
Further,  it  was  brought  out  that  she  had 
had  marital  difficulties,  and  her  physician 
testified  that  as  a  result  she  was  fertile 
ground  for  the  development  of  a  psycho- 
neurosi.;.  The  physician,  an  expert  neurolo- 
gist, testified,  however,  that  "trauma  was 
unquestionably  the  exciting  and  precipitat- 
ing cause  of  the  neurosis,"  and  that  "sujier- 
imposed  psychoneurosis  certainly  adds  to  the 
disability  (that  resulting  from  the  loss  of 
vision)."' 

From  the  findings  of  the  Workman's  Com- 
pensation Commission  the  defendant  ap- 
pealed to  the  appellate  court.  In  doing  so  he 
conceded  that  there  was  evidence  to  sustain 
the  finding  that  the  neurosis  was  a  result  of 
the  accident,  but  insisted  that  it  was  a  dis- 
ability incident  to  the  loss  of  the  eye.  and 
that  compensation  therefor  was  included  in 
that  prescribed  for  the  loss  of  vision  in  the 
injured  eye.  The  appellate  court  did  not  hold 
with  the  appellant  that  the  injury  to  the  eye 
was  the  sole  cause  for  the  development  of 
the  neurosis.  The  court  indicated  that  in  its 
opinion  the  evidence  was  sufficient  to  show 
that  other  physical  injuries  contributed  to 
the  production  of  the  emotional  disorder, 
and  that  the  marital  difficulties  noted  above 
must  be  considered  predisposing  factors.  In 
explanation  the  justice  writing  the  opinion 
said,  '"the  construction  contended  for  by  the 
appellant,  if  carried  to  its  logical  conclusion, 
would  deny  compensation  for  both  eyes  if 
the  siglit  of  the  left  eye  were  destroyed  as 
a  result  of  a  sympathetic  ophthalmia,  conse- 
quent upon  an  injury  to  the  right  eye.  The 
loss  of  the  left  eye  from  sympathetic  affec- 
tion, if  that  occurred,  would  be  a  mere  inci- 
dent of  the  injury  to  the  right  eye.  And 
there  could  be  no  recovery  for  the  disability 
resulting  from  the  consequent  neurosis,  even 
though,  in  its  paralysis  of  bodily  function, 
it  was  a  disability  that  far  exceeded  the  loss 
of  an  eye  in  its  disastrous  consequences  to 
the  victim." 

From  the  above  case  we  may  assume  that 
the  lav  recognizes  emotional  disorders,  such 
as  the  neuroses,  as  being  disease  entities  and 
compensable  to  the  same  extent  as  similar 
disabilities  occurring  in  organic  diseases. 
Other  courts  are  in  agreement.  Because  of 
the  prevailing  opinion  of  many  laymen  that 
emotional  disorders  are  purely  imaginary  it 


has,  in  the  past,  been  very  difficult  for  those 
suffering  from  this  type  of  illness  to  secure 
the  rights  to  which  they  are  legally  entitled. 
Difficulties  in  this  respect  occur  not  only  in 
matters  actually  before  the  courts  but  in  in- 
formal negotiations  with  insurance  com- 
lanies.  employers,  and  others.  It  seems, 
therefore,  that  when  a  patient  has  a  meritor- 
ious cause  of  action  based  upon  a  disability 
arising  from  an  emotional  disorder,  it  is 
the  duty  of  his  physician  to  establish  or  to 
help  establish  the  facts  in  such  a  manner  as 
to  protect  the  patient.  In  such  cases  the  con- 
.scientious  efforts  of  the  trained  physician 
will  do  more  than  anything  else  to  ensure 
justice  to  all  concerned. 

(Court  of  Errors  and  Appeals  of  New  Jer- 
sey, May,  1933.  V.  166,  Atlantic  Reporter, 
p.  518.) 
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THE  economic  importance  of  controlling  tuber- 
culosis if  often  overlooked  because  the  humani- 
tarian aspect  is  so  compelling.  Therefore,  it  is  good 
to  be  reminded  that  it  is  business  organizations, 
established  for  profit,  which  have  furnished  much 
of  the  clear-cut  unmistakable  evidence  that  the 
conti'ol  of  tuberculosis  is  both  possible  and  practical 
with  the  means  now  at  our  disposal. 

XL  BEKCL  LOSIS  CONTROL  IN  INDUSTRY 

Tuberculosis  control  among  employees  of  The 
Eastman  Kodak  Company  was  begun  in  1921  with 
a  roentgenogiaphic  survey  of  the  chests.  In  1923 
it  was  enlarged  to  include  periodic  roentgenograms 
of  the  chests  of  all  employees  as  well  as  the  exami- 
nation of  applicants. 

In  a  report  made  by  Dr.  William  A.  Sawyer  in 
1939,  this  work  was  reviewed  for  the  years  1923  to 
19-37.  At  that  time  the  incidence  of  active  disease 
per  thousand  employees  in  three-year  periods  was 
shown  to  have  dropped  from  2.08  in  the  period  1923 
to  192.5  to  0.47  in  the  period  1935  to  1937.  During 
the  war  years  the  labor  turnover  was  unusually 
high,  and  therefore  the  incidence  cannot  accurately 
be  determined.  In  only  18  persons  did  active  pulmo- 
nary tuberculosis  develop  over  a  period  of  five  years, 
among  employees  increasing  in  number  from  6,000 
in  1941  to  10.000  in  1945.  Though  the  increment  was 
only  4,000.  the  number  of  applicants  employed  for 
varying  periods  of  time  during  the  period  1941  to 
1945  totaled  20,500.  Active  pulmonary  tuberculosis 
appeared  at  all  age  levels.  The  ratio  of  the  number 
of  cases  in  each  decade  to  the  percentage  in  each 
ten-year  group  employed  is  nearly  uniform  through-  j 
out. 

Those  in  the  higher  age  groups  might  even  be 
regarded   as   more   vulnerable   to   tuberculosis,   since 
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they  have  been  subject  to  a  "weeding  out"  process  Duration  of  Treatment 

over  the  years.  Those   who   survive   have   the  same  it  has  long  been  known  that  the  time  required  to 

attack   rate   as   those   aged   20   to   40   years,   usually  arrest  active  pulmonary  tuberculosis  is  closely  cor- 

considered  to  be  more  vulnerable.  related   with   the   stage   of   disease   when   treatment 

.A.t  the  present  time  two  per  cent  of  all  employees  (^   instituted.   Six  to   18   months   is   usually   required 

have   roentgenograms   of  the  chest   classified   as   in-  ^  arrest  minimal  lesions.  In  only  two  cases  of  this 

dicating  pulmonai'y   tuberculosis,  minimal   inactive.  series  was  this  time  exceeded. 

Following  the  preemployment  roentgenogram.  All  of  the  minimal  infections  were  treated  by 
routine  14  by  17  inch  roentgenograms  are  retaken  vest  alone.  Pneumothorax  was  successful  in  control- 
as  follows:     '  ling    model  ately   advanced    disease,    and   the    person 

Viarn  Ueiireiii  Kiiiiiiir  thus  affected  was  returned  to  work  after  18  months, 

.1//.  wii  II  F.i.ii.iuii,,!                                     Roftilfn-niirimms.  therapeutic   pneumothorax   being  maintained. 

To  25  years  1,  3  and  5  Tuberculosis     Control     in     Industry,      Charles     R. 

25-34    years    2,  3  and  5  Allison,    M.D.,    Occupational    Medicine,    September, 

35   to    retirement    3  and  5  and  every  1946. 

5  years  thereafter  ^ — . 

In  addition  roentgenograms  are  taken   after  pro-  PUBLIC    RELATIONS 
longed  absence  for  any  reason,  and  in  the  presence 

of  suggestive  symptoms.  

The   majority   of  the   group    (11    cases)    in    which  rpj^j^  1^,  ^-^^  ^^.^^  ^,^^^.  ^^^^  q^.  Society  has 

active   pulmcnarv   tuberculosis   developed    later   had  n    1  i-      n    1    i-           /->        -„-*4-„„     „u;^i,    ;  . 

roentgonograms'of   the   chest    indicating    abnormal-  had   a    Public   Relations   Committee   which   IS 

ities  at  the  time  of  employment.  In  three  cases  this  reallv    functioning.     It    seems    tO    have    COme 

was  an  "apical  cap,"  a  term  used  to  describe  a  cres-  ^^^  ^^p^^^  ^^  ^j^^  natural  result  of  a  desire 

centic,    homogenous    soft    tissue    densitv,    over    the  '                         .                                     1    ^      j         • 

dome  of  the  apex  of  the  lung.  to  combat  certain  elements  and  tendencies 

Stage  of  Disease  When  Discovered  to  be  Active  which  have  arisen,  and  it  is  a  logical  devel- 
The  one  case  of  far  advanced  disease  discovered  opment  by  means  of  which  we  Can  sell  the 
contradicts  an  oft  repeated  rule,  namely  that  a  public  on  prepaid  hospital  Or  sickliess  insur- 
person  with  a  normal  roentgenogram  of  the  chest  '^  ,  .1  .  t-v.  -i,-  i- 
at  age  40  will  never  have  active  pulmonary  tuber-  ance,  or  both;  can  put  across  the  Objectives 
culosis.  This  woman,  aged  56  at  the  time  of  employ-  of  the  North  Carolina  Medical  Care  Com- 
ment, had  what  was  considered  to  be  an  inactive  j^jsgion ;  and  can  build  up  good  will  general- 
infraclavicular  lesion.  One  vear  after  employment  i'li^^^'un ,  uii^-.  ^  xu  j-u- 
she  was  taken  acutely  ill  with  what  appeared" to  be  ly.  In  The  Space  of  a  lew  months  this  COm- 
virus  pneumonia.  Three  weeks  after  onset  of  the  dis-  mittee  has  become  One  of  OUr  most  important 
ease  her  sputum  contained  tubercle  bacilli,  and  in  .  ,  ,  ^  -e  „.,„  ,.„^.+  n.i.-.^Q.-.i!i-<To 
six  weeks  i  5  cm,  cavity  developed.  agencies,  and  also  one  ot  our  most  expensive 

Signs   and   Symptoms   Accompanying   Active  Undertakings.    The  mOSt  potent  means  of  ac- 

Disease  quainting    the    public    with    our    views    is 

Each  )ierson  was  carefully  interviewed  for  a  his-  through  the  press  and  radio,  and  both  these 

tory  of  his  disease  in   retrospect    In  only  one  could  ^^^^l^,,,^    COSt    monev.      Yet    not    One    of    US 

the   svmptoms   elicited   be   said   to   have   been   more  '"^"  """^              ,                           1  1        j.     1              -+1, 

than  suggestive:  an  acute  respiratory  infection  with  would   1!0W  feel  that  we  COUld  get  along  Wlth- 

a  small  hemoptysis,  out  this  important  committee.  There  is  hard- 
There   were   two   cases   in   which   pneumonia   was  ,                  x-    -j.             j     i   1  „       u,.     „,,„     a^,ii"Qf,- 
the   presenting   symptom.    In   each    instance    it    was  l^   an   activity    undertaken     by     OUr     Societ> 
considered  to  be  of  the  virus  type  early  in  its  course.  which   can    not   be   helped   and    Supported   by 
!     Location  and  Spread  of  Lesions  well    directed    public    relations.    Indeed,    it 
!          In   recent   years,   the   importance   and   gravity   of  would   be   difficult  to   put  over   manv   worth- 
;      an    infraclavicular    lesion    have    been    emphasized.  j^jj      ^^tivities    without    the    spadework    of 
!      Earlier  it  ■v\as  held  generally  that  m  adults  all  pul-  "  ii">-    •■•.^•-^yi  ^^-j                                   c 
\      monary  tuberculosis  began   in   the   apex,   producing  the  Public  Relations  Committee, 
i     symptoms  and  signs  of  "consumption"  as  the  lesion  \Y'e  iriust  realize,  as  we  never  have  before, 

I      extended  downward  below  the  clavicle.  In  this  small  . ,      ,     j.              ■    ^    •                  „„„;+;„.,    ^-f    ;„fl,iQv>/.o 

;      series,  apparently  inactive  lesions  in  both  apex  and  that    to    maintain    OUr    position    of    influence 

I      infraclavicular  regions  have  been  the  starting  point  and    leadership,    and    to    progress,    we    mUSt 

;    of  active  disease.  g^g^  l^g  ^^  the  alert  with  well  directed  and 

I      Years   Between   Employment    and   Tuberculous  appropriate   publicity.     No   organization   Can 

;     -^'■*"""^'                                  ,.         .  ,                  r  stand  aloof  and  not  interest  itself  in  public 

In    mass    surveys    the    question    of    frequency    of  ,•   •        -j^  -i  •     j            a      ^          -i-v, 

.     reexamination    arises.    Do    roentgenograms    of    the  afl'airs  or  m  politics  it  it  IS  dependent  on  tne 

i      chest  which  are  negative  and  "clinically  not  signifi-  public    as  we  are    for  its  very  existence. 

i      cant"   for   one,   three   or   five   years   imply   life-long  ^  ^        j           j^  j            j^  jjj^^  ^          jj  ^^         jj. 

I      freedom    from    active    disease?    The    answer    is    in-  "■  ^'^-^^   '"  i-"-"''"-  ^   v.vjuivii 

;    dubitably  no;  repeated  roentgenograms  at  regular  attention :  The  last  General  Assembly  appro- 

;      intervals,  after  prolonged  absences  and  in  the  pres-  prjated    funds    which,    with    funds    provided 

cnce  of  suggestive  symptoms  are  indicated.  The  four  ,        ,,        tt-h  n      j.         u-n               1.      i,„    ,,^„^]    -fr,.- 

persons  in  whom  active  pulmonary  tuberculosis  de-  by   the    Hlll-Burton    bill,    are   to   be    Used    tol 

veloped  upward  of  10  years  after  their  employment  the  construction  of  a  large  teaching  hospital 

had  had  minimal  inactive  infection  throughout  that  .^^  Chapel  Hill  and  other  necessary  installa- 

period;   the   lesions   had   appeared   hard,   and    serial  ,     .        ^                            t      1   "    u      1   „„., 

roentgenograms  had  shown  no  change.  tions  SO  that  a  four-year  medical  school  can 
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be  inaugurated.  This  act  also  made  avail- 
able funds  which  will  supplement  funds 
from  the  Hill-Burton  bill  to  assist  counties 
in  the  construction  of  health  centers  in  rural 
areas.  These  provisions  are  all  splendid  and 
will  go  a  long  way  toward  providing  medical 
care  for  the  people  of  our  state ;  but  the 
Assembly  made  no  provision  for  the  main- 
tenance of  these  agencies  or  for  the  salaries 
of  professors  and  teachers  in  the  new  four- 
year  medical  school.  It  must  be  our  duty, 
therefore,  as  physicians  and  as  guardians 
of  the  health  of  our  communities,  to  get  in 
touch  with  our  representatives  and  see  that 
the  next  Assembly  passes  an  enabling  act  to 
provide  for  a  top-flight  faculty  and  for  the 
proper  maintenance  of  the  four-year  medical 
school.  The  present  act  provides,  as  it  should, 
that  the  counties  in  which  health  centers  are 
to  be  located  must  provide  funds  to  maintain 
the  clinics  or  hospitals  built.  I  ask  you  to 
keep  up  the  good  work  this  committee  is  do- 
ing. Strive  to  make  the  practice  of  medicine 
practical  and  the  cost  as  reasonable  as  pos- 
sible. Let  us  dispense  with  as  many  gadgets 
as  we  can  without  compromising  our  duty 
in  determining  the  diagnosis.  These  gadgets 
are  the  things  that  make  sickness  expensive, 
and  the  more  expensive  sickness  becomes  the 
more  certain  people  are  to  turn  to  govern- 
ment medicine  as  the  only  solution. 

I  will  call  your  attention  to  a  situation 
which  has  arisen  in  the  past  few  years  and 
which,  if  state  medicine  were  thrust  upon 
us,  would  certainly  work  hardships  and  in- 
justice on  physicians.  The  chief  aim  and 
purpose  of  a  young  physician  just  entering 
private  practice  or  beginning  his  hospital 
training  nowadays  is  to  "get  off  his  boards." 
During:  World  War  II,  certification  by  a 
"board"  seemed  to  be  the  important  consid- 
eration in  deciding  the  assignment  and  rank 
a  medical  officer  should  have.  The  alert 
young  graduate,  therefore,  sees  very  clearly 
that  in  the  event  of  another  war  or  govern- 
ment control  of  medicine,  the  board  diplo- 
mate  would  occupy  the  position  of  prefer- 
ence. Under  state  medicine,  a  baby  delivered 
by  the  family  doctor  would  probably  cost 
from  $35  to  $50,  depending  upon  the  locality 
in  which  the  patient  lived;  for  a  baby  de- 
livered by  a  board  diplomate  the  fee  would 
be  $75  to  $100.  I  know  of  one  specialist  who 
delivers  babies  only  on  Tuesdays  and  Thurs- 
days. His  fee  would  probably  be  $200. 


Boards  have  their  place,  and  have  a  whole- 
some influence  in  inducing  young  graduates 
to  secure  adequate  hospital  training  before 
going  into  private  practice.  Experience 
gained  in  actual  practice  with  a  group  or 
other  specialists,  natural  ability,  and  the  will 
to  continue  to  learn  and  keep  abreast  of  the 
forward  march  of  medicine,  however,  are 
the  criieria  by  which  doctors  should  be 
judged  in  being  evaluated  for  sei'vice  to  the 
public  or  for  a  government  service  or 
agency. 

J.  F.  Robertson,  M.D. 

Wilmington 
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News  Notes  from  the  Duke  University 
School  of  Medicine 

The  Ouke  Eastern  North  Carolina  Postgraduate 
Course  v.'ill  be  held  .lune  8-11  at  the  Duke  University 
School  of  Medicine.  Announcements  will  be  sent  to 
physicians  in  this  area. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Henry  Shepard  Fuller,  assistant  professor  of 
preventive  medicine  and  attending  physician  of  the 
VA  regional  office  in  Winston-Salem,  has  been 
awarded  a  fellowship  in  medical  research  by  the 
Guggenheim  Memorial  Foundation.  The  project  that 
he  will  pursue  under  the  fellowship  will  involve 
studies  of  the  taxonomy  and  distribution  of  mites 
of  the  family  Trombiculidae  in  relation  to  their 
transmission  of  disease.  During  a  six  months'  leave 
of  absen.ce  from  the  medical  school  he  will  spend 
three  nionth.s  in  Washington,  D.  C,  and  three 
months  at  the  Rocky  Mountain  Laboratory  of  the 
U.  S.  Public  Health  Service  at  Hamilton,  Montana. 

Dr.  Lloyd  J.  Thompson,  head  of  the  department  of 
neuropsychiatry,  lectured  in  Richmond  on  April  16 
at  the  final  session  of  the  Virginia  Institute  Seminar 
in  Psychiatry  and  Neurology.  His  suljject  was  "Or- 
ganic Reactions."  The  Seminar  was  held  under 
auspices  oi  the  Virginia  Department  of  Mental  Hy- 
giene and  Hospitals,  the  American  Psychiatric  As- 
sociation, the  Medical  Society  of  Virginia,  and  fhe 
U.  S.  Public  Health  Service. 

On  April  23,  Dr.  Thompson  and  Dr.  Richard  Mas- 
land,  also  of  the  department  of  neuropsychiatry, 
went  to  the  VA  hospital  at  Fayetteville  for  lectures 
and  clinics.  Dr.  Thompson's  subject  was  "War  Neu- 
roses" and  Dr.  Masland's,  "Intracranial  Arterial 
Aneurysms." 

Dr.  Harold  D.  Green,  head  of  the  department  of 
physiology  and  pharmacology,  attended  sessions  of 
the  Scientific  Council  of  the  American  Foundation 
for  High  Blood  Pressure  in  Cleveland,  Ohio,  April 
30  and  ^lay  1.  Dr.  Green  is  a  member  of  the  sub- 
committee which  will  outline  a  book  to  be  published 
by  the  Foundation  for  those  interested  in  -support- 
ing such   research. 
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Dr.  Fisiik  Lock,  head  of  the  department  of  ob- 
stetrics and  gynecology  at  Bowman  Gray  School  of 
Medicine,  was  guest  speaker  for  the  section  on 
obstetrics  arid  gynecology  of  the  Louisiana  State 
Medical  Society  at  the  meeting  in  Monroe.  La., 
April  12-19.  His  subject  was  "Recent  .Advances  in 
Maternity  Care." 

Dr.  W.  E.  Cornatzer  and  Dr.  Camillo  .Artoni,  of 
the  depaitment  of  biochemistry,  presented  a  paper 
for  the  .'cction  on  biochemistry  and  physiology  at 
the  forty-tifth  annual  meeting  of  the  North  Caro- 
lina Academy  of  Science,  May  7  and  8  at  Davidson 
College.  Suliject  of  the  paper  was  "The  Relation 
of  Chemical  Structure  to  the  Stimulation  of  Lipide 
Phosphorylation." 

Dr.  Robert  B.  Lawson,  of  the  department  of  pedi- 
atrics, spoke  on  "Present  Concepts  Regaiiling  the 
Spread  aiid  Treatment  of  Poliomyelitis"  at  the  meet- 
ing of  the  Ceorgia  State  Jledical  Society  in  Atlanta 
on  April  28. 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  was  guest  speaker  at  the  eighty-first  an- 
nual meeting  of  the  State  Medical  Society  of  Texas 
in  Houston,  April  26  to  29.  He  spoke  on  "Pancreati- 
tis" at  the  general  meeting  and  on  "The  Training 
of  Students  as  General  Pi'actitioners"  at  the  clinical 
luncheon  of  the  section  on  general  practice.  He  also 
spoke  on  the  "Relationship  of  the  General  Practi- 
tioner to  the  Overall  Health  Program"  at  a  subse- 
quent meeting  of  the  section  on  general  pi'actice. 

Dr.  MacDonald  Fulton,  professor  of  Ijacteriology, 
was  re-elected  secretary  of  the  North  Carolina  So- 
ciety of  Bacteriologists  at  a  meeting  held  at  Duke 
University  Hospital  in  Durham  on  Mav  1.  Papers 
were  presented  at  the  meeting  bv  Dr.  Manson 
Meads,  :\Iiss  Martha  Chilton,  Mrs.  Thelma  Tucker, 
and  Dr.  Fulton,  all  of  the  staff  of  the  Bowman  Gray 
School  of  Medicine. 


News  Notes  from  the  State  Board 
OF  Health 

Dr.  Carl  V.  Reynolds,  State  Health  Officer,  has 
been  awarded  life  membership  in  the  American 
Social  Hygiene  Association  for  outstanding  services 
in  fighting  venereal  diseases. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Among  those  participating  in  the  annual  meeting 
of  the  North  Carolina  Tuberculosis  Association,  held 
in  Raleigh  on  May  17  and  18,  were  Dr.  Hillis  L. 
Seay,  president  of  the  Association,  and  Drs.  H. 
Stuart  Willis,  David  T.  Smith,  B.  B.  Bagby,  W.  M. 
Peck.  J.  S.  Hiatt,  Josiah  Trent,  J.  J.  Combs.  H.  Mc- 
Leod  Riggins,  W.  Reece  Berryhill,  S.  B.  McPheeters, 
Carl  C.  Aven,  A.  Derwin  Cooper,  and  Edward  G. 
McGavran.  Mrs.  Paul  P.  ^IcCain  reported  on  the 
Christmas  Seal  Sale,  which  was  the  most  successful 
in  history.  The  total  amount  received  from  the  sale 
was  $.307, 414. 54 — 10  per  cent  more  than  the  1946 
total. 

Dr.  Esmond  R.  Long,  director  of  Medical  Research 
and  Therapy  for  the  National  Tuberculosis  Asso- 
ciation, has  been  named  editor-in-chief  of  the 
American  Review  of  Tuberculosis,  to  succeed  the 
late  Dr.  Max  Pinner. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its  reg- 
ular monthly  dinner  meeting  at  the  Morehead  City 
hospital,  the  hospital  being  host.  The  scientific  pro- 
gram consisted  of  a  case  report  by  Dr.  Theodore 
Salter  of  Beaufort.  Dr.  J.  W.  Morris  made  a  report 
for  the  committee  from  the  society  which  appeared 
before  the  Board  of  County  Commissioners  on  April 
5,  requesting  more  funds  for  the  County  Welfare 
Department  to  be  used  for  hospitalization  of  indi- 
gent patients.  According  to  Dr.  Morris  the  request 
was   favorably   received. 

Dr.  Louis  Hayman,  of  Cherry  Point,  was  received 
as  a  new  member  of  the  hospital  statf  and  the 
county  medical  society. 

At  ■  the  March  meeting  of  the  Carteret  County 
Medical  Society  the  matter  of  rebates  and  fee-split- 
ting w.is  strongly  condemned,  and  the  delegate  to 
the  State  Medical  Society  was  instructed  to  carry 
this  sentiment  before  the  House  of  Delegates  in  a 
very  positive  manner. 

The  officers  of  the  Carteret  County  Medical  So- 
ciety are  Dr.  J.  W.  Morris,  president,  Morehead  City, 
and  Dr.   Frank   E.   Hyde,  secretary,   Beaufort. 

Reported  by: 

N.   THOMAS   ENNETT,   M.D. 

County   Health   Officer 

Beaufort,  N.  C. 


Catawba  Valley  Medical  Society 

A  dinner  meeting  of  the  Catawba  Valley  Medical 
Society  was  held  in  Lincolnton  on  April  20.  The 
program,  which  was  arranged  by  the  Lincoln  County 
Society,  consisted  of  three  papers  on  the  subject  of 
gastro-intestinal  hemorrhage  by  Dr.  James  F.  Rein- 
hardt.  Dr.  W.  G.  Page,  and  Dr.  John  H.  Fitzgerald, 
and  a  case  report  by  Dr.  W.  V.  Costner. 


Edgecombe-Nash  Counties  Medical 
Society 

The  April  meeting  of  the  Edgecombe-Nash  Coun- 
ties Medical  Society,  which  was  held  in  Rockv  Mount 
on  April  14.  was  devoted  to  an  open  discussion 
regarding  practices  of  the   Society. 

At  the  suggestion  of  the  Society,  a  blood  bank  and 
a  cancer  detection  service  have  been  set  up  in 
Rocky  jMount.  The  former  is  sponsored  by  the  Junior 
Chamber  of  Commerce  and  the  American  Red  Cross, 
the  latter  by  the  Business  and  Professional  Women's 
Club  and  the  American  Cancer  Societv. 


Forsyth  County  Medical  Society 

The  Forsyth  County  Medical  Societv  held  a  din- 
ner meeting  in  Winston-Salem  on  April  13.  The  pro- 
gram consisted  of  a  symposium  on  cancer. 


News  Notes 


Dr.  Carroll  C.  Lupton  has  announced  the  opening 
of  offices  for  the  practice  of  general  surgery  in 
Greensboro. 


National  Gastroenterological 
Association 

The  thirteenth  annual  convention  of  the  National 
Gastroenterological  Association  will  be  held  June  7- 
10  at  the  Hotel  Pennsylvania  in  New  York.  Mem- 
bers of  the  medical  profession  are  cordially  invited 
to  attend. 
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National  Conference  of  County  Medical 
Society  Officers 

The  Thiril  National  Conference  of  County  Medical 
Society  Oflicers  will  be  held  at  the  Palmer  House, 
Chicago,  on  .lune  20. 

The  purpose  of  this  Conference  is  "To  Develop  a 
Working  Partnership  Between  the  American  Medi- 
cal Association  and  Every  Physician."  Although  the 
program  is  directed  primarily  to  officers  of  the 
county  medical  societies,  any  member  of  the  A.M. A. 
is  welcome  te  attend  and  participate  in  the  discus- 
sion. 


Classified  Advertisemeiuts 


Golf  Tournament 


The  American  Medical  Golfing  Association  will 
hold  its  Thirty-second  Tournament  on  Monday,  .lune 
21.  The  famous  Olympia  Fields  has  been  reseived 
foi-  the  medical  golfers'  tournament.  Dinner  will  be 
held  in  Olympia  Fields  Clubhouse,  after  which  prizes 
will  be  awarded. 

.All  male  Fellows  of  the  American  Medical  Asso- 
ciation are  cordially  invited  to  become  Fellows  of 
the  Amei-ican  Medical  Golfing  Association;  write 
Secretary  Bill  Burns,  2020  Olds  Tower,  Lansing  8, 
Michigan  for  application  blank. 


University  of  Pennsylvania  Medical 
Alumni 

University  of  Pennsylvania  Medical  Alumni  will 
hold  a  dinner  at  the  Convention  of  the  American 
Medical  Association  in  Chicago,  Wednesday,  .lune 
23.  1948.  at  the  Lake  Shore  Club,  8.50  Lake  Shore 
Drive.  On  arrival  in  Chicago,  alumni  should  get  in 
touch  with  Miss  Frances  R.  Houston,  executive  sec- 
retary of  the  Medical  Alumni  Society,  at  the  Uni- 
versity of  Pennsylvania  registration  booth. 


Chicago  Medical  Society 

The  iJhicago  Medical  Society  is  offei'ing  physi- 
cians of  the  country  two  postgraduate  courses  in 
Sentember.  A  course  in  Hematology  and  Neurolofv 
will  be  given  September  13-18,  and  another  in  Cardi- 
ovascular and  Respiratory  Diseases  will  be  given 
September  20-25,  1948.  The  sessions  will  be  held  in 
Thorne  Hall  on  Northwestern  University  Medical 
School  campus.  An  outstanding  group  of  teachers 
from  all  sections  of  the  United  States  will  make  up 
the  faculty. 

Information  may  be  secured  by  writing  the  Chair- 
man, Committee  on  Postgraduate  Medical  Educa- 
tion, Chicago  Medical  Society,  30  North  Michigan 
Avenuo,   Chicago  2,   Illinois. 


American  Urological  Association 

The  Southeastern  Section  of  the  American  Urolo- 
gical .Association  announces  receipt  of  a  .ISIOOO  do- 
nation from  Mr.  and  Mrs.  William  R.  McEwen,  Ft. 
Lauderdale,  Florida.  The  fund  is  to  be  used  to  stim- 
ulate research  on  the  problem  of  "Urinary  Bladder 
Dysfunction."  An  award  of  $250  will  be  made  for 
the  best  essay  presented  before  the  Annual  Meeting 
of  the  Southeastern  Section.  Competition  is  onen  to 
men  who  have  graduated  from  medical  school  within 
the  oast  ten  years.  Further  information  may  be 
obtained  bv  writing  to  Dr.  Russell  B.  Carson.  408 
Sweet  Building.  Ft.  Lauderdale,  Florida,  secretary- 
treasurer. 

(liri.l.KlIN     IIIIAKII    CON'IINTKD    OX    PAOK    2M2) 


RESIDENT  PHYSICIAN   WANTED 

Private  hospital  specializing  in  treatment  of 
alcoholism  and  narcotic  addiction  desires  high 
type  person,  male  or  female,  for  permanent 
position.   Salary    open. 

Address  C.  B.  T., 

P.  O.   Box  456, 

Winston-Salem,  N.  C. 


.ASSOCIATE    WANTED 

WANTED:  \  young  or  middle-aged  eye,  ear, 
nose  and   throat    specialist   as   an   associate 
in   a   well   established   practice. 
Address  replies  to  Box  292,  Wilson,  N.  C. 


PATHOLOGIST  .AVAILABLE 

Pathologist   of  long  experience,   certitied   in 

clinical   pathology   by   the   .\merican  Board  of 

Pathology,    available    as    director    of    hospital 

laboratories  in   North  Carolina  or   Virginia. 

Address  "Clinical  Pathologist" 

Post   Office  Box   456 

Winston-Salem,  N.  C. 


Treatment    in   General    Practice.    By    Harry 
Beckman,    M.D.,    Professor    of    Pharmacol- 
ogy, Marquette  University  School  of  Medi- 
cine,    Milwaukee,   Wisconsin.     Ed.    6.     1129 
pages.  Price,  $11.50.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1948. 
Beckman's  Treatment  has  made  for  itself  a  recog- 
nized  place  as  a  reference  work  on  the  latest  and 
most   approved    methods   of   treating   the   conditions 
commonly   seei!    in   general   practice.   The   sixth   edi- 
tion, just  off  the  Saunders  press,  maintains  the  high 
standard  set   by  its  predecessors  for  reliability  and 
readability.  The  author  has  kept  the  clear  style  and 
humorous  touch  which  make  reading  the  book  pleas- 
ant as  well  as  profitable. 

The  fact  that  the  sixth  edition  contains  some 
hundred  pages  more  than  the  foui'th  and  sixty  more 
than  the  fifth  gives  some  idea  of  the  rapid  advances 
being  made  in  therapy.  It  is  fitting  that  such  an 
admirable  work  on  t7-eatment  should  be  revised 
often  enough  to  keep  one  reasonably  well  abreast 
with    the   remarkable   progress   of   therapeutics. 


A    Primer    of    Cardiology.      By   George   E. 

Burch.    M.D.,    F.A.C.P.,    and     Paul    Resser, 

M.D.  272  cages.  Price.  $4.50.  Philadelphia: 

Lea  and  Febiger,  1947. 
This  is  one  of  the  most  desirable  and  useful  of 
the  many  treatises  on  cardiovascular  diseases.  It  is 
cimnact  and  yet  reasonably  complete  in  scientific 
detail.  Especially  good  are  the  chapters  on  edema 
and  cai'diac  failure. 

The  authors  are  to  be  complimented,  and  the 
book  is  to  be  highly  recommended  not  only  to  stu- 
dents but  to  teachers  and  practitioners  as  well. 

(ISdOK     KKX-IKW.'^    rONTINI'K.D    OX    P.\f;K    2k2I 


American  Academy  of  General  Practice 
APPLICATION  FOR  MEMBERSHIP 

Name   in   full M.D.         Date 

Office  address City State 

Residence  address City State 

Place   and   date   of   birth    Citizenship 

Premedical   education:    College   or   university i 

Date   of   graduation Degree 

Medical  education:   Medical   school 

Date   of   graduation Degree 

Internship:    Hospital Date  


Licensure:    State Date 


Graduate   ti'aining  following   internship: 

Institution  Date 


Residencies 

or 
fellowships 


Teaching   appointments.. 


Have  you  been  engaged  in  the  active  genei'al  practice  of   medicine  for  3  years  oi'  more   (including  military  service) 

and  are  you  now  so  engaged  ? 

Membership  on  hospital  staffs  (past  and  present):   (Include  offices  held  and  membership  on  committees) 


Member  of  following  county  and   state   medical   societies: 

Membership  in  other  medical  societies:   (Include  offices  held   and   memheiship   on   committees) 


References:     (Three;   preferably  members   of  A.  A.  G.  P.) 

(Address). 

(Address). 

- 1 —  (Address). 


(Over) 


EdiK-alioiial  activities  in  the  past  thico  years: 


1.    Scientific   meeting's   attended 


Approximate  number  of  hours 


County   medical    society    meetings. 


Hospital   (educational  meeting's  only) 


Conventions — State   Med.   Soc,  A.M. A.,  and   Othe -s  (Specify — giving  dates) : 


2.    Post    g'l'aduate    courses    taken    (Specify — giving'  dates): 


?>.    Military  record  in  World  Wai'  T  and/or  II: 


4.    Contril'Utions   to   medical    literature    (Use   separate  sheet  if  necessary.) 


T  am  applying  for  active  membership  and  enclose  herewith  my  check  in  the  amount  of  $.35.00  covering  the  $10.00 
initiation    fee   and   $1.5.00   for   the    first   year's   dues,   and   $10.00  for  state  dues. 

I  understand  that  the  money  will  be  refunded  if  my  application  is  not  accepted.  In  submitting  this  application 
I  hereby  agree  to  abide  by  the  Constitution  and  By-Laws  of  the  American  Academy  of  General  Practice  and  to 
accept  the  Board  of  Directors  as  the  sole  and  only  judge   of  my  qualifications  to  be  and  remain   a   member. 


I  certify  that  I  do  not  limit  my  practice  to  a  single  specialty  of  med 


icine  01    sui'gery. 


(Signature  of  Applicant) 


..M.D. 


(For  Committee  on  Credentials) 

."Approved   for  active  membership  □ 

Appointment  not  recommended  □ 

Appointment  deferred  □ 


Enclose  check  and  mail  to: 

DR.   ROSCOE   McMillan,   Secretary 

Red  Spring's,  North  Carolina 


May,  1948 
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AUXILIARY 


TWENTY-FIFTH     ANNUAL    MEETING, 

WOMAN'S  AUXILIARY  TO  THE 

AMERICAN  MEDICAL 

ASSOCIATION 

The  twenty-fifth  annual  meeting  of  the 
Woman's  Auxiliary  to  the  American  Medi- 
cal Association  will  be  held  in  Chicago,  June 
21-25,  with  headquarters  at  the  Hotel  La- 
Salle. 

A  most  cordial  invitation  is  extended  to 
all  women  who  are  Auxiliary  members  or 
guests  of  physicians  attending  the  conven- 
tion of  the  American  Medical  Association 
to  participate  in  all  social  functions  and 
attend  the  general  sessions.  Whether  Auxil- 
iary mombers  or  not,  the  wives  of  doctors 
will  be  most  welcome. 

Auxiliary  headquarters  will  be  on  the 
mezzanine  floor  of  the  Hotel  LaSalle.  All 
meetings  and  functions  will  be  held  at  the 
Hotel  LaSalle  unless  otherwise  stated  in  the 
program,  or  announced  during  the  meeting. 
Please  register  early  and  obtain  your  badge 
and  program  of  the  social  function. 

All  tickets  should  be  purchased  soon  after 
arrival.  These  will  be  sold  at  the  Auxiliary 
headquarters.  All  meetings  and  social  affairs 
will  begin  at  the  time  scheduled.  Please  be 
prompt. 

Registration  Hours 

Sunday    2 :00  p.m.  to  4  :00  p.m.     - 

Monday    9  :00  a.m.  to  4.00  p.m. 

Tuesday  9  :00  a.m.  to  4  :00  p.m. 

Wednesday    .  ........9  :00  a.m.  to  4  :00  p.m. 

PROGRAM 
Monday,  June  21.   1948 

4  :00  p.m.  Tea  in  honor  of  Mrs.  Eustace  A. 
Allen,  President  and  Mrs.  Lu- 
ther H.  Kice,  President-Elect, 
Woman's  Auxiliary  to  the  Am- 
erican Medical  Association, 
Century  Room 

Tickets  $1.25.  All  doctors'  wives 
cordially  invited 
Hostesses :    Auxiliaries    to    the 
Illinois   State   Medical   Society 
and  to  the  Chicago  Medical  So- 
ciety ■•■-  "■   ■ 
Tuesday,  June  22,  1948 

9:00  a.m.     Formal  opening  of  the  Twenty-" 
fifth  Annual  Meeting  of  the  Wo- 


man's Auxiliary  to  the  Ameri- 
can Medical  Association,  Illinois 
Room  (mezzanine  floor) 
12:00  M.  Luncheon  in  honor  of  the  Past 
Presidents  of  the  Woman's 
Auxiliary  to  the  American  Med- 
ical Association,  Grand  Ball- 
room (19th  floor)  Tickets  $3.50 
Guest  Speaker :  Morris  Fish- 
bein,  M.D.,  Editor,  Joiuiial  of 
the  American  Medical  Associa- 
tion and  Hygeia. 
2:00  p.m.     Afternoon  session 

8  :00  ]).m.     Opening  Meeting  of  the  Ameri- 

can Medical  Association,  Grand 
Ballroom,  Hotel  Stevens.  Mem- 
bers of  the  Woman's  Auxiliary 
and  guests  are  welcome. 

Wednesday,  June  2.3,  1948 

9  :00  a.m.     General  Session  of  the  Woman's 

Auxiliary  to  the  American  Med- 
ical Association,  Illinois  Room 
(mezzanine  floor) 
12:30  p.m.  Annual  Luncheon  in  honor  of 
Mrs.  Eustace  A.  Allen,  Presi- 
dent and  Mrs.  Luther  H.  Kice, 
President-Elect,  Grand  Ball- 
room (19th  floor)  Tickets  $8.50 

2:30  p.m.     Afternoon  session 

Thur.sday,   June  24,   1948 

6:30  p.m.  Annual  Dinner  of  the  Woman's 
Auxiliary  for  members,  hus- 
bands and  guests.  Grand  Ball- 
room (19th  floor)  Tickets  $4.00 

9  :00  p.m.     Reception  and  Ball  in  honor  of 
the  President  of  the  American 
Medical  Association — 
Palmer  House 
Friday,  June  25,  194S 
Exhibits  at  Navy  Pier 


^A    For  Slij,   Nervous,   Retarded   (jhilJren  tjjJ 

Year  round  private  home  and  school  for 
girls  and  boys  of  any  age  on  pleasant  150 
acre  farm  near  Charlottesville. 

Individual  training  and  care,  expert 
teachers.  Limited  enrollment,  amusements, 
special  diets,  medical  care  if  necessary. 
Entrance  made  at  any  time.  Write  for 
Booklet. 

Mrs.  J.  Bascom  Thompson,  Principal 

THE  THOMPSON 
HOMESTEAD  SCHOOL 

;  /\  Free  Union,   Virginia  /\ 
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Kompendium  der  I'arasitischen  Wuermer  im 
^lenschen.  By  Hans  A.  Kreis.  136  pages. 
Basel,  Switzerland:  Benno  Schwabe  &  Co., 
1947;  imported  by  Grune  &  Stratton,  Inc., 
New  York. 
Although  the  subject  of  parasitic  helminths  has 
lieen  well  covered  in  texts  written  in  the  English 
language,  the  present  work  is  probably  the  most 
recent  up-to-date  book  in  German.  A  general  section 
deals  with  parasitism;  general  morphology  and 
liiology  oi  flukes,  tapeworms  and  roundworms;  the 
effects  of  these  worms  on  the  human  host;  general 
principles  of  therapy;  and  prophylaxis.  Certain  life 
histories  are  illustrated  by  diagrams.  The  second 
section  of  the  book  concerns  diagnostic  methods. 
General  remarks  on  diagnosis  are  followed  by  con- 
siderations of  serologic  methods,  complement  fixa- 
tion, precipitin  and  flocculation  reactions,  and  intra- 
dermal tests.  Examinations  of  stool,  urine,  sputum, 
blood,  biopsy  material,  and  the  investigation  of 
intermediate  hosts  are  discussed.  The  author  has 
presented  useful  keys  for  the  identification  of  ma- 
ture helminths,  ova  and  larvae,  accompanied  by  il- 
lustrations. Some  of  the  illustrations  of  ova  have 
been  schematized,  and  are  therefore  possibly  mis- 
leading. 

In  the  third  section  of  the  book,  the  author  treats 
six  species  of  Trematoda  (flukes),  four  species  of 
Cestoda  (tapeworms),  and  ten  species  of  Nematoda 
(roundworms).  Under  each  species  he  discusses  geo- 
graphic distribution,  pathology,  therapy,  prophy- 
laxis, and  prognosis.  This  section  is  followed  hy  a 
synopsis,  listing  the  important  synonyms  of  each 
species.  Finally,  certain  important  data  are  pre- 
sented in  tabular  form,  and  the  book  is  concluded 
by  a  short  list  of  textbooks  of  helminthology. 

The  book  can  be  recommended  as  a  useful  text, 
provided  one  has  a  knowledge  of  German  and  real- 
izes that  certain  of  the  figures  are  schematic. 


Jn  iipmnnam 


WILSON  PENDLETON,  M.D. 

Dr.  Wilson  Pendleton  of  Asheville,  who  died  on 
Easter  Sunday,  was  born  at  Portsmouth,  Virginia, 
on  February  22,  1886,  and  graduated  in  medicine  at 
the  University  of  Virginia  in  1908.  For  some  years 
he  was  on  the  staff"  of  the  Gaylord  Farm  Sanatorium 
at  Wallingford,  Connecticut.  He  was  a  captain  in 
the  Medical  Corps  during  World  War  I  and  was 
stationed  for  two  years  at  Camp  Jackson,  Columbia, 
South  Carolina.  From  there  he  came  to  Asheville 
in  1919,  where  he  was  for  several  years  associated 
with  Drs.  Minor  and  Ringer  in  tuberculosis  work. 
For  the  last  several  years  he  devoted  himself  almost 
exclusively  to  allergy. 

Dr.  Pendleton  was  a  member  of  the  State  Medical 
Society  and  of  the  American  Medical  Association; 
he  was  also  a  member  of  the  American  College  of 
Chest  Physicians  and  of  the  Southeastern  Allergy 
Association.  He  was  modest,  shy,  and  self-effacing, 
one  of  the  kindest  of  men,  and  very  popular  with 
his  colleagues  in  Asheville. 

"And  thus  he  bore  without  abuse 
The  grand  old  name  of  'gentleman'; 
Defamed  by  every  charlatan 
And  soiled  with  all  ignoble  use." 

Paul  H.  Ringer,  M.D. 


AMERICAN    HOSPITAL    ASSOCIATION 

Appointment  of  Charles  T.  Dolezal,  M.D.,  super- 
intendent of  City  Hospital  of  Cleveland,  as  assist- 
ant director  and  secretary  of  the  Council  on  Profes- 
sional Practice  of  the  American  Hospital  Associa- 
tion, has  been  announced  by  George  Bugbee,  exec- 
utive director.  Dr.  Dolezal  assumed  his  new  duties 
on  May  1 ,  filling  the  position  left  vacant  with  the 
resignation  of  Hugo  V.  Hullerman,  M.D. 

Dallas  G.  Sutton,  M.D.,  Rear  Admiral  (MC)  USN 
(Ret),  director  of  study.  Government  Hospital  Rela- 
tions at  the  Washington  Service  Bureau,  has  been 
appointed  in  addition  secretary  of  the  Council  on 
International  Relations  of  the  American  Hospital. 
.Association. 


Pan  American  Association  ok 
Ophthalmology 

Dr.  Conrad  Berens  of  New  Yoi'k  was  elected  presi- 
dent of  the  Pan  American  Association  of  Ophthal- 
mology at  the  Third  Pan  American  Congress  of 
Ophthalmology  held  in  Havana,  Cuba,  January  1-10. 
It  was  decided  to  hold  the  next  Congress  in  Mexico 
City  in  1952. 

The  Congress  adopted  "statutes  and  bylaws," 
establishing  the  Pan  American  Association  of  Oph- 
thalmology as  a  continuing  organization  with  the 
objectives  of  fostering  the  progress  of  ophthalmol- 
ogy, establishing  contacts  among  ophthalmologists 
of  the  Western  Hemisphere,  and  promoting  meas- 
ures to  conserve  eyesight  and  prevent  blindness 
among  the  peoples  of  the  hemisphere. 


ACADEMY-lNTERNATIONAL    OF    MEDICINE 

The  Academy  has  for  the  first  time  compiled  a 
comprehensive  catalogue  of  surgical,  medical  and 
dental  films,  alphabetized  both  as  to  classification 
and  titles,  which  will  enable  you  to  locate,  select  and 
secure  pertinent  films.  It  is  limited  in  extent  only 
by  the  number  of  films  on  which  information  was 
provided  and  contains  a  number  of  foreign  films. 
In  a  section  devoted  to  Audio-Visual  Services  are 
announcements  of  new  developments  and  other  data 
which  might  interest  those  who  are  building  pro- 
grams. 

As  a  service  to  the  profession  the  Academy  is 
offering  to  mail,  upon  request,  a  complimentary 
catalogue  to  all  A.M. A.  officials,  deans  of  medical 
schools,  state  secretaries,  state  program  chairmen, 
authors  of  listed  films  and  to  certain  foreign  libra- 
ries. Copies  will  be  provided  to  others,  upon  request, 
until  the  supply  is  exhausted. 

Requests  should  be  addressed  to:  Academy-Inter- 
national of  Medicine,  Department  of  Audio-Visual 
Aids,  214  West  Sixth  Street,  Topeka,  Kansas. 


American  Pharmaceutical 
manufacturers  association 

Dr.  Theodore  G.  Klumpp,  pi-esident  of  Winthrop- 
Stearns  Inc.,  was  elected  president  of  the  American 
Pharmaceutical  Manufacturers  Association  at  its 
annual  convention  held  in  Havana,  Cuba. 
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CHANGING  TRENDS  IN  MEDICINE 

Henry  Stuart  Willis,  M.D.* 
McCain 


This  invitation  provides  me  with  an  op- 
portunity to  discuss  a  matter  long  on  my 
mind  about  certain  trends  now  manifest  in 
the  profession  of  medicine.  To  introduce  it 
I  would  like  to  tell  you  of  two  apparently 
unrelated  incidents  that  have  come  to  my 
observation.  The  first  one  concerns  a  recent 
contact  with  a  medical  family.  The  senior 
member  was  in  his  late  eighties,  and  had 
been  a  general  practitioner  for  fifty-five 
years  prior  to  his  retirement.  I  met  him  first 
a  good  many  years  ago,  when  he  made  a 
tremendous  impression  on  me.  He  was  physi- 
cian to  the  community,  adviser  and  confidant 
to  those  who  sought  his  help,  sane  and  sym- 
pathetic friend  to  many,  father  confessor  to 
more  than  one  would  suppose.  He  was  be- 
loved of  all.  He  was  genial  and  informal; 
yet,  out  of  reverence  and  respect,  people 
tipped  their  hats  to  him  as  he  walked  down 
the  street.  He  had  meant  so  much  to  so  many 
people  over  the  years  that  they  carried  him 
in  their  hearts. 

The  junior  in  that  medical  family  I  met 
recently  for  the  first  time.  He  had  followed 
his  grandfather  into  medicine.  It  appears 
that  he  had  been  precocious;  for,  at  the  age 
of  32,  he  had  been  graduated  from  medical 
school,  had  had  three  years  of  hospital 
training,  two  years  in  the  army,  and  three 
years  in  practice.  He  had  been  certified  by 
his  American  Board.  His  office  was  modern 
and  well  equipped.  His  three  years  in  prac- 
tice had  enabled  him  to  build  an  expensive 
suburban  home.   He  knew  much  more  medi- 
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cine  than  his  grandfather.  But  his  grand- 
father had  recently  made  a  nocturnal  call  of 
mercy  on  an  occasion  when  the  younger  man 
had  declined  because  the  patient  was  with- 
out funds. 

The  townspeople  felt  that  this  younger 
man  was  a  good  physician,  but  that  his  "no 
money,  no  service"  attitude  was  unfortunate. 
Instead  of  doffing  their  hats  to  him  when 
they  meet  him  on  the  street,  they  greet  him 
with  "Hi,  Doc!  Got  a  tip  on  the  races?" 

The  other  circumstance  which  seems  to 
point  to  a  changing  trend  in  medicine  cen- 
ters about  a  recent  notice  which  stated  that 
the  American  Medical  Association  had  em- 
ployed a  public  relations  counsel.  May  one 
not  ask  why  the  American  Medical  Associa- 
tion ever  felt  the  need  of  professional  aid  in 
its  public  relations — in  other  words,  the 
need  of  help  to  sell  the  medical  profession 
to  the  public?  Have  things  come  to  a  point 
where  we,  the  members  of  a  necessary  pro- 
fession, are  respected  for  our  ability  but  dis- 
trusted in  many  instances  because  we  are 
cold  to  human  need,  have  an  itching  palm, 
and  show  that  we  feel  ourselves  to  be  apart 
from  the  vital,  vibrant,  human  element  of 
our  community  and  aloof  from  its  sufferings, 
its  needs,  and  its  pleasures?  Do  you  suppose 
that  the  American  Medical  Association  of 
Grandfather's  time  needed  to  buy  its  way 
into  the  good  graces  of  the  public?  Not  on 
your  life ! 

The  public  at  that  time  accepted  the  doc- 
tor's word  almost  as  law  and  gospel.  But 
one  cannot  see  that  that  situation  was  wholly 
good,  either.  The  public  has  become  better 
informed  in  health  matters,  more  critical 
and  exacting  of  its  physicians  as  the  years 
have  gone  by.    And  this  is  as  it  should  be. 
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Some  of  the  loyalty  to  Grandfather  was 
placed  there  through  ignorance,  for  the 
physicians  of  past  times  may  have  been 
long  on  personality  and  short  on  medical 
knowledge.  One  can  hope  now  for  a  better 
blending  of  the  two. 

Medicine — which  Lord  Bryce  once  classi- 
fied as  the  "only  profession  that  labors  in- 
cessantly to  destroy  the  reason  for  its  exist- 
ence"— is  in  need  of  some  renovation  today. 
The  profession  which  you  are  entering  is 
facing  serious  problems  and  is  trying  earn- 
estly to  solve  them.  The  situation  possesses 
some  good  and  some  bad.  Unfortunately, 
many  of  the  leaders  of  organized  medicine 
have  shown  a  reactionary  attitude  toward 
the  demand  for  change  and  have  seen  the 
bugaboo  of  so-called  state  medicine  behind 
every  tree.  At  the  same  time  many  liberal 
leaders  in  the  profession  are  working  effect- 
ively to  bring  organized  medicine  to  a  more 
realistic  view  of  things. 

Opportunities  Offered  by  Medicine 

In  view  of  these  changing  trends  in  medi- 
cine, what  are  some  of  the  opportunities  and 
obligations  which  confront  the  young  man 
just  entering  the  profession?  Medicine  is  at 
once  an  exact  and  an  inexact  science — exact 
because  many  scientific  procedures  have 
made  it  so,  inexact  because  human  evalua- 
tions and  judgments  do  not  fall  in  the  range 
of  the  precisely  measurable.  It  is  at  the  same 
time  both  a  science  and  an  art.  As  science 
and  art,  it  offers  several  opportunities  to  a 
young  man. 

First,  it  offers  an  opportioiity  to  niake 
money.  Some  enter  the  profession  for  this 
purpose.  Some  sons  are  urged  into  it  by 
fathers  who  see  it  as  a  money-making  ven- 
ture. The  training  is  long  and  expensive, 
the  cost  of  a  medical  education  being  esti- 
mated now  at  about  $10,000.  One  must  have 
an  eye  to  recouping.  Medicine  provides  a 
good  living  for  most  of  its  votaries,  as  indeed 
it  should.  Lawyers  work  at  their  profession 
and  get  rich  (some  of  them).  So  do  engi- 
neers and  actors  and  politicians  and  business- 
men. Although  some  doctors  are  motivated 
principally  by  financial  considerations,  it 
seems  altogether  unlikely  that  these  are 
numerous.  I  make  this  statement  for  the 
simple  reason  that  medicine  is  a  hard  master 
both  in  training  and  in  practice — so  hard, 
in  fact,  that  the  sustaining  force  must  nec- 
essarily be  a  thoroughgoing  interest  in  the 


work.  Unfortunately,  however,  financial  suc- 
cess sometimes  separates  one  from  suffering 
and  human  need,  and  may  contribute  to  in- 
difference and  coldness.  Today,  far  too  many 
people  measure  success  in  terms  of  the  phy- 
sical scale  of  living,  and  not  by  educational, 
spiritual,  or  moral  standards. 

In  the  second  place,  medicine  carries  with 
it  good  social  positio)i.  The  doctor  and  his 
family  practically  always  enjoy  contact  with 
the  leaders  of  the  community. 

Thirdly,  medicine  offers  one  an  opportun- 
ity or  a  call  to  leadership.  The  physician  is 
brought  into  contact  with  humanity  at  its 
worst  and  at  its  best.  He  sees  human  frailties 
and  the  results  of  the  exercise  of  human 
capacities,  good  and  bad.  When  people  make 
him  their  confessor,  when  they  expose  their 
weaknesses  or  show  their  fortitude  and 
strength  of  character,  they  do  so  because 
they  trust  him.  He  must  be  loyal  to  that 
trust.  He  comes  to  know  psychology  and  he 
builds  a  philosophy  of  life.  The  knowledge 
he  gains  of  mankind  gradually  ripens — or 
may  ripen — into  wisdom.  The  distinction  be- 
tween knowledge  and  wisdom  has  been  clear- 
ly stated  by  Cowper: 

Knowledge   and   wisdom,  far  from   being  one, 
Have   oft-times   no  connexion.   Knowledge  dwells 
In  heads  replete  with  thoughts  of  other  men; 
Wisdom  in  minds  attentive  to  their  own. 
Knowledge  is  proud  that  he  has  learned  so  much; 
Wisdom  is  humble  that  he  knows  no  more. 

It  is  altogether  likely  that  our  profession 
affords  its  members  a  greater  opportunity 
for  the  acquisition  of  both  knowledge  and 
wisdom  than  does  any  other.  In  many  in- 
stances the  people  recognize  that  the  physi- 
cian is  a  wise  man,  and  instinctively  turn 
to  him  for  leadership. 

Next,  medicine  provides  an  opportunity  to 
exercise  our  ingenuity  and  initiative,  an 
opportunity  to  learn,  to  explore  and  probe, 
to  find  out  new  facts  and  thus  to  contribute 
to  the  sum  total  of  medical  knowledge.  Some- 
one has  said  that  a  person  who  probes  the 
unknown — who  does  research — is  the  true 
believer,  with  faith  that  truth  lies  back  there 
behind  our  ignorance,  awaiting  discovery; 
and  that  he  who  hedges  himself  about  with 
unsupported  dogmas  and  beliefs  is,  in  fact, 
the  agnostic.    As  Tennyson   put   it, 

There  lives  more  faith  in  honest  doubt, 
Believe  me,  than  in   half  the  creeds. 

For  many  of  us  the  best  reward  offered 
by  medicine  is  the  opportunity  to  help  people 
who  are  sick.   A  great  deal  of  sentiment  has 
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been  built  up  about  the  beautiful  way  in 
Avhich  doctors  sacrifice  themselves  for  others 
(usually  for  pay).  Sentiment  aside,  the  pro- 
fession of  medicine  provides  one  with  the 
best  chance  of  all  to  use  his  knowledge  in  a 
practical  way  to  help  the  world.  This  oppor- 
tunity enables  him  to  look  upon  his  work  and 
realize  an  inner  satisfaction  (not  pride), 
and  a  degree  of  happiness  which  never 
comes  by  direct  seeking  but  only  and  always 
as  a  by-product  of  a  busy  and  useful  life. 

Finally,  medicine  provides  an  opportunity 
— if  we  may  call  it  such — of  growing  stale 
and  outmoded,  of  stagnating  or  vegetating, 
and  of  becoming  a  slave  to  mere  routine. 
Medicine  is  moving  forward  and  he  who  is 
unwilling  to  keep  pace  and  to  continue  to 
learn  is  soon  hopelessly  lost. 

The  Qualifications  of  a  Good  Physician 

It  is  a  truism  to  say  that  opportunities 
carry  corresponding  obligations.  In  the 
medical  profession  these  obligations  are  sat- 
isfied to  the  degree  that  the  physician  is 
equipped  with  knowledge  requisite  to  hold- 
ing the  lives  of  people  in  his  care  and  with 
the  character  essential  to  doing  this  job. 

What  are  the  qualities  of  the  good  physi- 
cian? What  does  the  profession,  the  master, 
require  of  ua?  All  of  us  had  certain  ideas — 
some  of  us  ideals — when  we  undertook  this 
long  six-,  seven-  or  eight-year  grind  of  prep- 
aration. What  were  they,  and  how  do  they 
fare  as  we  go  along  the  way?  Some  of  us 
enter  the  profession  to  make  money;  many 
more  have  simple  but  genuine  interest  in  the 
subject.  Some  see  in  it  an  opportunity  to 
help  improve  the  health  of  the  people.  Others 
may  have  a  penchant  for  investigation  and 
may  see  in  medicine  a  vehicle  for  these  en- 
deavors. Whatever  the  motive,  there  are  a 
few  indispensable  prerequisites  to  one  who 
would  follow  the  God  of  healing. 

The  first  of  these  is  sheer  honesty.  In 
dealing  with  life  and  death  and  with  the 
trust  and  confidence  of  people,  naked  honesty 
is  truly  the  only  successful  policy.  It  is  true 
that  no  one  is  likely  to  catch  up  with  the 
man  who  treats  the  patient  (for  a  fee)  long- 
er than  he  need  be  treated.  No  one  but  you 
will  know  whether  a  patient  needs  those 
visits  for  diathermy  or  ultraviolet  irradia- 
tion, or  treatments  by  the  pretty  gadgets 
that  sooner  or  later  come  to  clutter  up  so 
many  of  our  offices.  Your  basic  sense  of 
honesty  will  stand  the  gaflf  if  service  and 


quality  of  work  be  your  primary  interest. 
But  if  your  first  aim  is  money,  then  drop  out 
of  medicine  and  go  into  business,  whose 
avowed  purpose  is  profit.  Save  your  place  in 
the  ranks  for  someone  who,  willing  and  glad 
to  make  all  he  can,  holds  money-making  as 
distinctly  subsidiary  to  the  primary  object- 
ive— namely,  that  of  treating  disease  and 
relieving  suffering. 

It  is  difficult  to  see  any  promise  of  success 
in  the  medical  profession  for  one  who  does 
not  have  an  inte)-est  in  people.  To  the  phy- 
sician, the  day-by-day  parade  of  people  is  a 
veritable  kaleidoscope  which  reveals  man  in 
his  work  and  his  play,  in  his  sadness  and  his 
joy,  in  his  levity  and  his  seriousness,  in  his 
generosity  and  his  greed,  in  his  foibles  and 
his  quirks  that  deviate  to  either  side  of  nor- 
mal. The  doctor  must  know  these  people 
and  he  must  love  them  if  he  would  fully 
answer  their  pleas,  for  they  will  need  from 
him  sympathy  and  understanding  as  well  as 
a  cure  for  their  physical  ills.  He  must  be 
able  to  salve  when  he  cannot  save.  And, 
gentlemen,  it  is  a  ffne  art.  It  can  be  a  noble 
art,  and  the  doctor  who  masters  it  must  have 
a  genuine  concern  for  people. 

It  follows  from  the  above  that  he  must 
have  open-mindedness — "a  liberated  mind" 
— ,  tolerance  that  will  not  compromise  with 
what  is  beyond  the  code;  he  must  be  recep- 
tive to  change,  but  must  have  a  set  of  prin- 
ciples as  a  guide  line.  His  liberated  mind 
may  well  embrace  the  advice  of  a  few  of  the 
great  ffgures  in  history — such  as  Socrates, 
who  said  "Know  thyself";  Aurelius,  who 
said  "Control  thyself" ;  and  Jesus,  who  said 
"Give  thyself." 

The  doctor  must  have  industry.  That  the 
acquisition  of  medical  knowledge  requires 
work,  you  already  know,  as  you  know  also 
that  it  takes  eff'ort,  concentration,  determi- 
nation to  sit  it  out  no  matter  how  hard  the 
chair,  stool,  or  bench.  Remember  that  it  is 
going  to  be  that  way  all  along.  The  doctor 
knows  little  about  the  forty-hour  week.  In 
practice  you  will  be  called  at  night  (and  in 
the  daytime  too,  we  hope) .  You  will  be  called 
upon  to  keep  up  with  the  ever  increasing 
flood  of  new  knowledge  during  school  days 
and  later.  But,  believe  me,  after  a  while  this 
eff"ort  gathers  to  itself  much  of  pleasure  for 
its  master. 

Lastly,  the  physician  must  have  character. 
Someone  has  taken  a  cue  from  medical  par- 
lance and  has  said  that  our  society,  physi- 
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cians  included,  is  in  need  of  some  of  the  so- 
cial hormones.  He  would  have  us  realize  that 
"the  thyroid  extract  of  initiative,  the  pitui- 
tary secretion  of  civic  virtue,  the  adrenal 
hormone  of  courage — are  of  transcendant 
importance  to  any  nation  .  .  ." 

After  the  young  physician  has  won  his 
spurs  and  has  established  himself  in  prac- 
tice, what  will  things  be  like?  How  will  you 
be  doing  ten  years  after  graduation?  At  your 
present  age  most  of  you  still  have  your 
ideals.  How  well  will  these  wear?  The  re- 
wards will  depend  upon  the  philosophy  of 
the  man.  A  good  many  disappointments 
must  be  met  out  there;  a  good  many  adjust- 
ments will  be  called  for.  Will  these  be  made 
without  dangerous  compromise?  Not  all  our 
fellow  physicians  are  possessed  of  ideals. 
When  you  see  these  people  and  their  success, 
what  will  be  your  reaction?  It  takes  char- 
acter to  do  the  job  well. 

The  Present  System  of  Medical  Education 

Trends  in  medicine  today  reflect  the  type 
of  training  we  receive,  and  are  in  turn  modi- 
fied by  this  same  training.  Therefore  let  us 
consider,  if  we  may,  something  of  the  char- 
acter of  the  training  we  get,  and  endeavor 
to  learn  whether  this  contributes  to  the 
situation. 

The  history  of  medicine  indicates  that 
leadership  shifted  from  France  to  England 
about  one  hundred  and  fifty  years  ago,  and 
later  moved  gradually  from  England  to  Ger- 
many. About  forty  years  ago  that  leadership 
came  to  the  United  States.  We  were  pre- 
pared for  it  by  virtue  of  an  aggressive  atti- 
tude on  the  part  of  the  American  Medical 
Association  and  other  voluntary  organisa- 
tions which  had  created  a  virtual  revolution 
in  the  educational  system  in  medicine.  In 
this  overhaul  approximately  half  of  the  med- 
ical schools  in  the  country  were  forced  to 
close  their  doors.  Many  of  these  were  pro- 
prietary in  character,  inadequate  in  facili- 
ties and  equipment.  Most  schools  came  to  be 
identified  with  universities,  and  a  number 
of  them  adopted  the  full-time  system  for  at 
least  a  minimum  of  their  teaching  staff. 
Medical  education  took  on  more  of  an  aca- 
demic air,  and  at  the  same  time  it  developed 
its  clinical  facilities  more  fully.  Coincident 
with  this  development,  and  related  closely  to 
it  was  an  increase  in  medical  research.  At 
present,  instruction  is  on  a  high  scientific 
plane  at  both  preclinical  and  clinical  levels. 


Yet  one  can  wonder  about  some  of  the 
features  of  this  truly  magnificent  machine 
that  is  devoted  to  medical  training  in  this 
country.  One's  first  question  might  center 
upon  the  requirements  for  admission  to  med- 
ical schools. 

The  applicant's  grades  must  be  high — and 
it  is  easy  to  see  the  reason  for  this  require- 
ment. Yet  in  how  far  do  grades  determine 
a  person's  ability  to  learn  and  catalogue  fact, 
to  store  it  in  his  mind  and  recall  it  for  prac- 
tical use  on  need  ?  How  much  does  extensive 
emphasis  on  grades  encourage  the  bookish 
fellow  to  tackle  a  profession  which  is  emi- 
nently practical?  I  am  certain  that  this 
question  has  plagued  many  a  dean. 

Most  medical  schools  require  recommenda- 
tions and  an  interview  with  the  prospective 
student.  They  also  use  aptitude  tests,  but 
apparently  the  schools  are  continually  mak- 
ing eff'orts  to  determine  something  of  the 
man's  basic  character,  other  than  to  learn 
the  fact  that  he  has  not  been  in  jail.  We 
need  additional  measures  of  a  man's  fitness 
— an  as  yet  undisclosed  test  of  his  tempera- 
ment and  character.  The  students  size  one 
another  up  fairly  soon,  and  the  few  misfits 
are  spotted.  But  what  an  advantage  it  would 
be  if  the  admission  of  these  could  be 
avoided ! 

Before  he  can  embark  on  his  medical 
training  the  student  must  have  completed 
extensive  premedical  work  in  the  sciences. 
One  would  not  ask  that  the  student  take  less 
science  for  this  preparation.  But  have  you 
ever  thought  that  science,  which  stresses 
demonstrated  fact  or  truth,  may  become  an 
intolerant  master  if  unaccompanied  by  a  bal- 
anced program  or  by  insight?  We  properly 
think  of  truth  and  fact  as  basic  in  all  our 
work.  Yet  it  is  easy  for  the  scientist  and 
the  student  to  become  dogmatic  over  facts 
as  we  know  them  at  the  moment,  and  to  for- 
get momentarily  that  the  continuing  scien- 
tific process  shows  much  fact  to  be  only  rela- 
tive truth.  In  fact,  the  student  may  well 
question  any  proposition  in  medicine  when 
it  begins  to  become  sacrosanct.  The  medical 
student  should  be  a  devotee  of  revealed  fact, 
and  particularly  of  the  continuing  process 
of  seeking  new  fact;  but  he  should  not  let 
the  devotion  make  him  intolerant  of  areas 
in  our  life  that  depend  upon  unproved  fact 
or  circumstance  and  that  have  sheer  thought 
and  rationalization  as  their  base.  His  life 
will  be  happier  if  he  can  see  elements  of 
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truth  also  in  the  "non-factual"  philosophies 
of  life. 

For  this  reason  one  can  only  wish  that  the 
medical  student  could  build  up  for  himself 
some  knowledge  of  history,  literature,  and 
even  poetry ;  of  religion  and  people's  mores ; 
of  various  fields  of  learning  that  are  not 
measured  by  "demonstrated"  scientific  fact. 
Such  a  background  will  help  him  in  his 
many  future  contacts  with  life,  for  out  of 
it  may  come  our  most  promising  creative 
thinking  and  original  research  work.  At 
times  the  science  student's  atmosphere  is  so 
devoid  of  other  matter  that  he  cannot  have 
a  "liberated  mind."  He  will  turn  away  in  in- 
difference, ridicule,  or  anger  when  literature, 
poetry,  or  religion  is  mentioned.  What  has 
happened  to  one  when  he  cannot  sit  down 
and  discuss  such  a  non-scientific  matter  as, 
say,  religion,  in  the  manner  that  he  might 
discuss  a  theory  in  pathology?  Why  cannot 
more  of  us  have  a  mind  which  welcomes  dis- 
cussion (not  necessarily  acceptance)  of 
poetry  or  religion  on  the  basis  of  evaluation, 
by  which  all  literature  and  history  are 
tested? 

Medical  training  demands  appreciation  of 
fact  and  application  of  it  in  a  practical  way. 
It  must  demonstrate  to  the  student  the  phy- 
sical, chemical,  biologic,  and  psychosomatic 
bases  of  disease.  As  to  the  technique,  some 
feel  that  our  teaching  is  done  too  often  by 
rote,  too  seldom  by  allowing  the  student  to 
flounder  a  little  while  seeking  facts  for  him- 
self;  too  much  by  didactic  technique  and  too 
little  by  the  informal,  Socratic  method;  too 
much  by  quizzes  and  examinations  and  too 
little  by  testing  the  student's  ingenuity  in 
solving  theoretical  and  practical  problems. 
Basically,  however,  modern  medical  train- 
ing is  sound — so  sound  that  exceedingly  few 
duds  are  graduated.  If  the  student  avails 
himself  of  all  that  the  schools  offer,  he  can 
scarcely  become  less  than  a  skilled  physician. 

Conclusion 
I  close  with  the  hope  and  belief  that  atten- 
tion to  certain  of  the  non-scientific  elements 
in  our  situation,  as  well  as  to  the  scientific, 
will  aid  in  raising  up  a  new  generation  of 
medical  men  who  can  recapture  and  glorify 
the  fine  heritage  of  the  older  physician  with- 
out losing  an  iota  of  the  modern  scientific 
knowledge  so  laboriously  obtained.  May  you 
never  be  satisfied,  surfeited  with  success,  for 
that  state  breeds  deterioration  and  apathy ; 
nor  dissatisfied,  for  dissatisfaction  is  fellow 


to  discontent  and  unhappiness ;  but  may  you 
attain  and  continue  in  a  state  of  «Hsatisfac- 
tion,  knowing  that  there  is  still  and  always 
will  be  something  to  do  before  the  big  job  is 
completed.  May  you  have  Grandfather's  art 
and  Grandfather's  heart  along  with  your 
science.  May  your  reward  be  the  inner  sat- 
isfaction of  a  job  well  done,  the  accumulation 
of  money  within  bounds,  and  the  deep  affec- 
tion, gratitude  and  high  regard  of  your 
fellow  citizens. 


A  PROGRAM   OF   POST-LOBOTOMY 

RE-EDUCATION  AND 

REHABILITATION 

Joseph  A.  Farmer,  M.D. 
Hartford,  Connecticut 

Prefrontal  lobotomy  may  now  be  viewed 
as  an  established  adjunct  in  the  armamen- 
tarium of  psychiatric  treatment.  With  the 
accumulation  of  experience,  many  workers 
are  stressing  the  need  for  more  frequent 
consideration  of  this  surgical  procedure 
when  other  methods  fail,  or  in  cases  where 
specific  positive  indications  are  present'^'. 
That  a  great  deal  of  emotional  thinking  is 
being  done  about  this  topic  is  reflected  in 
the  extravagant  claims  made  by  its  propo- 
nents, and  in  the  uniform  condemnation  by 
its  opponents  of  its  use  under  any  circum- 
stances'-'. With  further  observation  and 
study,  a  true  evaluation  of  the  role  of  this 
type  of  therapy  in  psychiatry  will  probably 
be  found  to  lie  somewhere  between  these 
two  extremes. 

While  no  adequate  theory  of  the  mode  of 
action  of  prefrontal  lobotomy  has  yet  been 
propounded,  there  is  abundant  evidence  that, 
following  its  use,  many  patients  are  able  to 
resume  a  full  and  satisfactory  life'^"-^'.    On 
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the  other  hand,  the  response  of  some  patients 
leaves  much  to  be  desired,  and  there  are 
a  few  whose  condition  postoperatively  is 
less  satisfactory  than  it  was  at  the  height 
of  their  illness'".  The  outcome  undoubtedly 
depends  on  a  whole  complex  of  factors,  of 
which  premorbid  personality,  diagnostic 
classification,  length  of  illness,  and  specific 
topography  of  the  frontal  sections  are  ob- 
vious. The  quality  of  postoperative  care, 
the  therapeutic  atmosphere  fostered,  the 
guidance,  and  the  rehabilitation  procedures 
employed  are  also  significant,  however. 
These  may  indeed  spell  the  difference  be- 
tween the  success  and  failure  of  the  opera- 
tion. 

Characteristics  of  the  Post-Lobotomy 
Personality 

Nowhere,  perhaps,  may  the  value  of  con- 
sistent, graduated,  properly  directed  activi- 
ties be  more  pointedly  exemplified  than  in 
the  post-lobotomy  situation,  where  the  pa- 
tient has  been  set  abruptly  adrift  from  fa- 
miliar established  landmarks,  and  floats  aim- 
lessly, as  it  were,  on  the  sea  of  regression. 
Although  certain  individual  reactions  color 
the  picture,  the  general  configuration  is 
sufficiently  unique  to  justify  the  term, 
"post-lobotomy  personality"'". 

The  majority  of  patients  show  inertia, 
listlessness,  and  reduction  of  affect,  initia- 
tive and  interest.  Others  are  hyperactive, 
irritable,  uninhibited,  and  euphoric.  There 
may  be  episodes  of  sham  rage.  Behavior 
bears  an  immature,  childish  stamp.  There 
are,  for  example,  direct,  childlike,  affectionate 
attentions  to  associates.  Time  means  noth- 
ing to  the  patient,  and  his  needs  and  plea- 
sures are  immediate  and  elementary.  Tact- 
lessness, impulsiveness,  ready  complacency 
add  to  the  incongruous  spectacle.  With  self- 
consciousness  and  regard  for  social  propri- 
eties thrown  overboard,  he  may  engage  in 
open  masturbation,  oblivious  of  the  presence 
of  others.  The  problem  of  sphincter  control 
adds  but  a  minor  note  to  the  whole  scrambled 
discord. 

4.  Hutton,  E.  L. :  Contra-Iiulications  for  Leucotoniy:  Whom 
Not  to  Leucotoniize,   J.   Ment.   Sc.   !13:333-341    (April)    1947. 

5.  (a)  Freeman,  AV.  and  Watts,  .).  W. :  Prefrontal  Lobo- 
tomy;  Convalescent  Care  aiui  Aids  to  Rehabilitation.  Ain. 
J,  Psychiat.  9!i:79S-8"6  (May)  1943;  (b)  Stevens,  H.  and 
Mosovich,  A.:  Clinical  and  EEG  Investigation  of  Prefrontal 
Lobotomy  Patients,  Am.  .1.  Psychiat.  Iii4:73-sn  (Aup.) 
1947;  (c)  Freeman,  W.  and  Watts,  ,J.  W,:  Psvchosurgerv. 
Springfield,  111.,  Charles  C.  Thomas,  1942,  p.  337;  (d) 
Sargant,  W.  W.  and  Slater,  E,  T.  O. :  An  Introduction  to 
Somatic  Methods  of  Treatment  in  Psychiatry,  Baltimore, 
The  Williams  and  Wilkins  Co.,    19  1(1,   p.   1 IJ. 


The  immediate  postoperative  display  is, 
in  effect,  asocial  behavior  of  a  rather  prim- 
itive modality.  It  is  fundamentally  amor- 
phou.s  and  fluid,  however,  and  the  climate 
to  which  it  is  exposed  has  much  to  do  with 
facilitating  its  involution  or  perpetuating 
some,  at  least,  of  its  chaotic  elements.  It  is 
apparently  not  so  much  shallowness  of  affect 
as  loss  of  affect  which  tends  to  compromise 
the  end-result'-'".  The  reduction  of  emotional 
tone  to  a  range  both  narrow  and  shallow 
makes  for  the  dissociation  of  the  crippling 
affect  states  which  have  encapsulated  the 
various  components  of  the  illness. 

With  adequate  rechannelization  of  those 
affective  elements  which  remain,  the  patient 
may  often  be  brought  to  a  level  of  adjust- 
ability consistent  with  satisfactory  living. 
Sometimes  one  observes  formerly  aggressive 
and  combative  patients  submit  to  attacks 
without  retaliation,  with  the  comment  that 
th?  assailant  was  "upset  and  did  not  intend 
any  harm."  Some  patients  are  reported  to 
have  undergone  severe  occupational,  finan- 
cial and  physical  traumas  without  emotional 
disturbance'"' '■'".  Thus,  while  affect  may  not 
be  entirely  appropriate,  it  can  at  least  be 
consonant  with  subjective  comfort  and  ob- 
jective tolerance. 

The  re-educational  possibilities  inherent 
in  the  post-lobotomy  personality,  com- 
pounded as  it  usually  is  of  increased  respon- 
siveness to  immediate  stimuli  and  reduced 
aft'ectivity,  together  with  some  patterns  from 
the  basic  pre-psychotic  personality  and  some 
residual  symptoms  of  the  illness,  should  be 
exploited  to  the  maximum  in  the  weeks  and 
months  that  follow  operation""-"'-"'"''.  The 
external  environment  is  of  tremendous  im- 
portance to  the  patient,  with  his  concrete 
way  of  thinking,  his  decreased  span  of  at- 
tention, and  his  susceptibility  to  external 
influences'^ -"'"•"-'".  Changes  in  behavior  must 
therefore  be  effected  by  the  pressure  of  ex- 
ternal circumstances,  with  adequate  consid- 
eration of  the  problem  of  motivation'^-'"'. 

I).  Freeman,  W.  and  Watts.  J.  W.:  Prefrontal  Lobotomy; 
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study  of  Frontal  Lobotomy;  Neurosurgical  and  Psychi- 
atric Features  and  Results  in  22  Cases  with  Detailed  Re- 
port on  .7  Chronic  Schizophrenics,  Am.  J.  Psychiat.  9H:.524- 
.732  (,Ian.)  1942;  (b)  Hutton,  E.  L. :  Investigation  of  Per- 
sonality in  Patients  Treated  by  Prefrontal  Leukotomy,  .1. 
Ment.  Sc.  88:27.7-281  (April)  1942;  (c)  Sargant,  W.  and 
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In  view  of  their  shortened  span  of  atten- 
tion, these  patients  need  frequent  reminders 
to  return  to  the  task  before  them.  During 
meals,  for  instance,  one  patient  needed  con- 
stant reminders  to  continue  eating.  Here  the 
feeding  anomaly  was  a  phase  in  the  patient's 
regression  to  an  individual  pattern  of  infan- 
tile behavior;  though  he  would  chew  his 
food,  he  would  hold  it  in  his  mouth  for  long 
periods  without  swallowing — a  habit  with 
which  his  parents  had  also  had  to  contend 
in  his  early  childhood.  Another  phenomenon 
noted  during  meals  is  the  tendency  to  mix  all 
foods  together  and  to  eat  all  varieties  with 
whatever  utensil  comes  first  to  hand. 

Rehabilitation   Folloiving   Lobotomy 

It  is  appropriate,  then,  in  the  lobotomy 
patient,  to  slant  treatment  along  "direct" 
lines,  with  special  reference  to  environ- 
mental manipulation  and  habit  training''^'^'^- 
.-,a,b.7b.ni  Guidance  must  be  firm  and  consist- 
ent, with  emphasis  upon  constant  occupation 
in  constructive  individual  activities  or  in 
group  situations  directed  toward  the  estab- 
lishment of  better  habits  of  socialization.  The 
rehabilitation  effort  should  be  initiated  at 
once,  before  undesirable  patterns  of  reaction 
have  become  set. 

Some  patients  are  content  to  be  constantly 
idle,  actively  resisting  eiforts  to  engage  their 
interest  and  participation  in  any  activity, 
or  even  to  obtain  a  change  in  their  position. 
Once  activity  has  been  initiated,  they  may 
respond  quite  satisfactorily,  successfully 
performing  many  things  with  surprising 
skill  and  coordination.  However,  once  they 
are  again  physically  at  rest,  much  effort  is 
required  to  reactivate  them.  Most  patients 
need  and  will  tolerate  constant  prodding  and 
urging;  their  threshold  of  irritability  is 
high.  On  the  other  hand,  some  respond  fav- 
orably with  moderate  urging  but  will  ex- 
hibit marked  resentment,  together  with  vio- 
lent a)Kl  abusive  reactions,  if  the  stimulation 
is  continued — a  signal  of  lowered  threshold 
of  irritability.  Efforts  during  the  period  of 
retraining  must  be  guided  and  modified  by 
this  variation  in  response. 

It  is  our  feeling  that  rehabilitation  of 
lobotomy  patients  may  be  based  on  a  few 
primary  principles:  (1)  There  must  be  a 
well-rounded,    full-time    program,     flexible 

9.  Watts,  J.  W.  and  Freeman.  W.:  Intelligence  Follo\sin? 
Prefrontal  Lobotomy  in  Obsessive  Tension  States.  Proc. 
Philadelpliia  Neurological  Soc.,  Arch.  Neurol.  &  Psvchiat. 
53:244-245    (Marcll)    1945. 


enough  to  meet  individual  needs.  (2)  There 
must  be  persistent  urging,  directing  of  at- 
tention, and  stimulating  of  interest  in  in- 
dividual and  group  activities.  (3)  Pressure 
must  be  exerted  to  the  degree  of  individual 
tolerance  short  of  eliciting  an  explosive  re- 
action, although  this  is  often  impossible  to 
avoid. 

The  second  and  third  principles,  in  ade- 
quate balance,  are  extremely  important  to 
the  success  of  the  treatment.  Inadequate 
interest  or  excessive  irritability  are  common- 
ly displayed,  and  if  these  characteristics  are 
allowed  to  become  fixed  they  may  seriously 
diminish  chances  for  a  favorable  outcome. 
We  therefore  make  every  effort  to  break  up 
these  patterns  when  they  occur.  With  proper 
emphasis,  much  can  be  accomplished  in  the 
direction  of  increased  energy  and  interest, 
as  well  as  in  the  diminution  of  restlessness, 
irritability,  and  socially  unacceptable  beha- 
vior. 

A  Specific  Profjram  of  Re-Education. 

Our  efforts  toward  rehabilitation  of  the 
post-lobotomy  patient  have  been  primarily 
directed  toward  the  goals  of  vocational, 
avocational,  social  and  recreational,  and 
physical  education,  in  an  attempt  to  prepare 
this  radically  changed  individual  for  a  satis- 
factory social,  and,  if  possible,  occupational 
adjustment.  Until  recently  these  patients 
were  included  in  the  general  program  of 
activities  carried  out  for  all  patients  in  The 
Institute  of  Living  by  the  Department  of 
Educational  Therapy.  Experience  has  indi- 
cated the  need  for  a  more  specialized  pro- 
gram directly  suited  to  the  needs  of  lobo- 
tomy patients,  and  we  have  recently  begun 
a  separate  schedule  of  activities  for  this 
group  which  extends  throughout  the  day 
(table  1). 

All  personnel  working  with  these  patients 
are  given  instruction  concerning  the  partic- 
ular reactions  involved  and  an  understand- 
ing of  desired  goals,  so  that  guidance  is 
maintained  toward  the  reestablishment  of 
effective  patterns  of  behavior. 

We  are  at  present  in  the  process  of  fur- 
ther modification  in  this  program  and  fur- 
ther division  of  groups  according  to  general 
behavior  and  ability  to  cooperate  with 
others.  We  routinely  "advance"  each  indi- 
vidual to  more  convalescent  groups  where 
his  residence,  associates,  and  caliber  of  ac- 
tivities are  on  a  more  complex  level;  and  as 
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Sunday 


Table  1 
Weekly    Schedule   of    Activities   for    Post-Lobotomy    Patients 
Monday  Tuesday 


Wednesday 


9:00 

10:00 
11:00 

12:00 
2:00 
3:00 
4:00 

7:30 

to 

9:00 


Women  &  Men 

Women 

Men 

Women 

Men 

Women 

Men 

9:00         Mass 

Cooking 
Cooking 

Individual 
activities* 

Personal 

Individual 
activities* 

Individual 
activities* 

Individual 
activities* 

10:00 

Physiotherapy 

one  hour            Physiotherapy 

General 
hospital 
movie 

Physiotherapy 

11:00 

Swimming 

and 
squash 

individual 
appointment 

Swimming 

and 
squash 

Swimming 

and 
squash 

12:00 

Lunch 

Lunch 

Lunch  , 

Lunch 

Lunch 

Lunch 

2:00 

Social  Hour 

Social  Hour 

Social  Hour 

3:00         Protestant 
service 

Typewriting 

Clay   Modelling 

Typewriting 

4:00 

Physical    Education 

Physical    Education 

Physical   Education 

7:30 

to 
9:00 

General 

Hospital 
Dance 

Thursday 


Friday 


Saturday 


Women 

Men 

Women 

Men 

Women 

Men 

Individual 
activities* 

Individual 
activities* 

Physiotherapy 

Individual 
activities* 

Individual 
activities* 

Physiotherapy 

Swimming 

and 
squash 

Lunch 

Individual 
activities* 

Individual 

activities* 

Physiotherapy 

Costume 
design 

Swimming 

and 
squash 

Swimming 

and 
squash 

Lunch 

Lunch 

Lunch 

Lunch 

Lunch 

Social  Hour 

Social  Hour 

Arts  and  Crafts 

Hobby   Shop 

Physical    Education 

Physical    Education 

Curre 

it  Events 

*Individual  Activities 


I.    Motor  tours 

a.  Two-hour  rides  three  times  weekly 

b.  Picnics  at  the  shore  or  lake 

c.  Mohawk  trail 

11.    University  extension  courses 

a.  English  grammar 

b.  French  literature 

c.  Beginning  Spanish 

d.  Bookkeeping  and   accounting 


e.  Beginning  shorthand  and  typewriting 

f.  Business  management 

g.  Junior  business  training 

h.  Operation  of  a  small  retail  business 

i.  Mechanical  drawing 

j.  Photography 

k.  Sketching 

1.  Dancing 

m.  Private  cooking 


soon  as  a  patient  evidences  sufficient  reduc- 
tion of  symptoms  and  an  adequate  sense  of 
personal  responsibility,  plans  are  made  with 
the  family  so  that  a  definite  job  appropriate 
to  his  resources  is  available  for  him  imme- 
diately upon  discharge. 


Post-Lobotomy  Prognosis 

Behavior  changes  may  be  relatively  con- 
sistent, altering  only  gradually  with  the 
passage  of  time,  or  they  may  show  marked 
fluctuations  from  day  to  day  or  over  a  period 
of  months.    As  a  rule,  however,  reablement, 
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when  it  occurs,  follows  a  pattei'n  of  conti- 
nuity'^''. With  the  reduction  of  affective  and 
ideational  correlations  comes  a  progressive 
abatement  of  somatic  complaints.  Delusions 
and  hallucinations  start  losing  their  force, 
and  the  motor  components  of  behavior,  the 
mannerisms  and  stereotypies,  are  gradually 
modified  and  even  lost. 

Some  of  our  patients  have  achieved  a  sat- 
isfactory social  and  occupational  adjustment 
after  three  months.  Admitting  individual 
variations,  however,  it  is  generally  agreed 
that  six  months  must  elapse  after  operation 
before  one  can  evaluate  results  with  any  de- 
gree of  certainty'^'".  Significant  progress 
may  be  obtained  for  at  least  a  year.  On  the 
other  hand,  signs  of  immaturity  may  linger 
on,  and  in  the  experience  of  some  workers, 
effective  social  adaptation  may  not  be  com- 
pleted until  three  to  five  years  after  oper- 
ation'"'. 

With  the  improvement  and  refining  of 
techniques  for  retraining  and  re-education, 
a  more  accelerated,  satisfactory  progression 
to  acceptable  social  and  occupational  per- 
formance may  be  envisaged.  As  experience 
accumulates  in  the  realm  of  lobotomy,  the 
importance  of  consistent  postoperative  stim- 
ulation in  the  comprehensive  psychiatric 
program  indicated  for  these  patients  be- 
comes increasingly  clear. 

Conchisiojis 

Prefrontal  lobotomy  is  an  adjunct  rather 
than  a  self-sufficient  therapeutic  agent ;  it 
should  never  be  employed  to  the  exclusion  of 
a  comprehensive  psychiatric  program.  In- 
deed, one  of  the  basic  justifications  of  lobo- 
tomy has  been  that  it  lowers  resistance  to 
other  forms  of  therapy"'"'.  We  believe, 
therefore,  in  a  holistic  approach;  and  we  at- 
tempt to  offer  a  direct  form  of  therapy,  in- 
troducing external  factors,  motivations,  and 
social  forces  intended  to  promote  reintegra- 
tion of  the  post-lobotomy  personality  and  the 
achievement  of  emotional  maturity  and  of 
harmonious  spontaneous  i-eactions  in  ordi- 
nary social  relationships. 

We  propose  that  a  special  program  of  re- 

10.  Brody,  E.  B.  and  Moore,  B.  E. :  Prefrontal  Lolxitoiiiy:  \ 
Review  of  Recent  Literature.  Connecticut  M  J  Kinn- 
421    (May)   1!14(1. 

11.  (a)  Kislver,  G.  W. :  Behavioral  Sequelae  of  Xeurosursrical 
T-"',''-'.''f„P;'A''f''''   l''-'?f">"tiil    Lobntoniyl.  .(.   Gen    I'-vcliol. 

n'-^t  l-  ^Jv-  ^^'■''''  •''*<?'■■'•*  "f  I'refrontal  Leucotomy  on 
Disturbed  Patients  v.Mi  Mental  Illness  of  Long  Duration, 
J.   Ment.  Sc.   89:182-18.5    (.\prill    liU3 


education  and  retraining  be  employed,  with 
a  view  to  obtaining  the  most  benefit  possible 
from  prefrontal  lobotomy.  It  is  our  belief 
that  this  plan  and  objective  can  best  be 
realized,  for  a  definitely  indicated  period,  in 
the  controlled  environment  of  a  hospital  and 
with  specially  trained  personnel.  A  prema- 
ture return  to  the  family,  with  its  perhaps 
etiologically  significant  conflicts,  tensions 
and  over-solicitousness,  and  with  its  inca- 
pacity for  adequate  emotional  adjustment  to 
the  many  problems  usually  present  for  some 
time  postoperatively,  may  make  it  impos- 
sible to  realize  fully  the  potentials  inherent 
in  the  post-lobotomy  personality. 


A  TECHNIQUE  TO  REDUCE  BLOOD 
LOSS  DURING  CESAREAN  SECTION 


Fred  M.  Dula, 
Lenoir 


M.D. 


Various  methods  have  been  devised  to  de- 
crease the  amount  of  blood  lost  during  cesar- 
ean section.  These  vary  from  the  application 
of  multiple  clamps  along  the  edges  of  the 
uterine  wound  to  the  application  of  manual 
pressure  over  the  lateral  aspects  of  the  lower 
uterine  segment. 

Every  surgeon  is  familiar  with  the  dis- 
advantages of  present  methods,  and  dreads 
the  hemorrhage  which  is  attendant  upon  all 
these  methods.  For  this  reason  he  hastens 
the  process  of  delivering  the  child,  so  that 
he  may  begin  at  the  earliest  moment  to  se- 
cure hemostasis.  Only  too  often  transfusion 
is  necessary  because  of  the  emergency  cre- 
ated by  the  uncontrollable  blood  loss. 

A  very  simple  procedure  which  we  have 
used  is  effective  in  controlling  hemorrhage, 
and  has  the  great  advantages  that  it  can  be 
speedily  accomplished  and  that  it  leaves  the 
operative  field  uncluttered  by  instruments  or 
assistants'  hands. 

This  method  employs  Mayo-Robson  intes- 
tinal clamps,  the  lower  thirds  of  which  are 
covered  with  soft  rubber  tubing.  The  tubing 
serves  to  protect  the  thinner,  more  vulner- 
able lower  uterine  segment  from  injury,  and 
to  apply  a  more  even  pressure  along  the 
whole  course  of  the  incision  than  would 
otherwise  be  possible;  the  thickness  of  the 
covered  portion  of  the  forceps  makes  up  for 
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the  thinness  of  the  uterine  wall  in  its  lower 
aspect. 

Description   of  Technique 

A  routine  midline  or  right  or  left  para- 
median incision  is  made.  The  uterus  is  not 
delivered  through  the  wound,  nor  is  packing 
necesspry  to  protect  the  peritoneal  cavity 
from  spillage.  Palpation  of  the  uterus  will 
reveal  the  site  of  the  placenta.  A  vertical 
incision  is  made  through  the  uterine  wall 
near  its  fundus  and  over  that  area  where 
there  is  no  placental  attachment.  This  inci- 
sion need  not  be  more  than  one  inch  in 
length,  and  should  be  carried  carefully 
through  the  wall  into  the  uterine  cavity. 

Through  this  incision  are  introduced 
downward  and  one  at  a  time  the  two  intes- 
tinal clamps,  with  the  convexity  laterad. 
Bandage  scissors  are  then  used  to  complete 
the  incision  downward  between  the  clamps. 
These  clamps  are  left  in  fiitu  until  delivery 
of  the  placenta  has  been  accomplished. 

Immediately  after  delivery  of  the  child, 
pituitrin  is  injected  into  the  uterine  wall. 
Upon  delivery  of  the  placenta  and  removal 
of  all  i>lacental  debris,  the  clamps  are  re- 
moved and  the  uterine  wall  is  repaired  in 
the  routine  manner.  Very  little  oozing  of 
blood  from  the  uterine  incision  will  occur. 

This  method  obviates  the  extreme  urgency 
for  speed  in  cesarean  section  and  replaces 
apprehension  with  confidence.  Aside  from 
the  blood  loss  occurring  as  a  result  of  pla- 
cental detachment,  little  more  blood  will  be 
lost  during  such  a  procedure  than  during 
the  average  hysterectomy. 

CoHchision 

A  technique  to  reduce  hemorrhage  in 
cesarean  section  and  to  expedite  the  per- 
formance of  this  operation  has  been  de- 
scribed. No  special  equipment  is  required 
which  will  not  be  found  in  the  usual  surgical 
armamentarium. 


Psychosomatic    medicine    is    medicine    itself.     The 

role  of  humanist  cannot  be  assigned  to  any  one 
group,  whether  its  members  be  called  psychiatrists, 
psychosomaticists,  or  priests.  The  study  of  man  and 
his  values  is  at  least  as  much  a  part  of  internal 
medicine  as  physiology,  chemistry,  or  anatomy.  Fun- 
damental concepts  which  involve  or  modify  our 
understanding  of  all  disease  can  never  be  regarded 
as  clinical  specialties.  —  David  P.  Barr:  The  Re- 
sponsibilities of  the  Internist,  Ann.  Int.  Med.  27:200 
(Aug.)  1947. 


A   BACCALAUREATE   SERMON   FOR  A 
CLASS  GRADUATING  IN  MEDICINE 

George  D.  Heaton,  D.D. 
Charlotte 

Text:  Hebrews  2 

The  only  fair  reciprocation  for  this  experi- 
ence would  be  for  a  member  of  the  medical 
profession  to  be  invited  to  deliver  the  bac- 
calaureate sermon  to  a  graduating  class  of 
young  ministers.  I  am  restrained  in  what  I 
shall  say  to  you  today  because  I  shudder  to 
think  what  a  physician  might  say  to  young 
men  going  into  the  ministry.  I  am  sure  that 
he  would  employ  caustic  words  of  denuncia- 
tion for  the  manner  in  which  ministers  have 
prolonged  convalescence  by  visitations  which 
exhausted  the  patient ;  and  I  hear  him  defy- 
ing the  wrath  of  the  ministry  as  he  pleads 
for  the  abandonment  of  religious  attitudes 
which  cause  functional  illnesses  as  surely  as 
germs  cause  infections.  Unfortunately,  I  am 
in  no  position  to  invite  you  to  speak  to  a 
graduating  class  of  young  ministers,  as  bad- 
ly as  they  need  it.  I  can  only  ask  you  to  bear 
with  me  this  morning  as  though  I  were  in  a 
position  to  reciprocate  this  generous  invita- 
tion. 

The  Relationship  between  Physician 
and  Clergyman 

The  present  professional  courtesy  between 
ministers  and  men  of  medicine  is  on  the 
verge  of  disintegration.  That  professional 
courtesy  was  delightful  and  gracious.  The 
whole  community  applauded  it  and  supported 
it  with  a  widely  accepted  philosophy  of  the 
role  of  medicine  and  religion.  The  people 
would  look  at  the  doctor  and  say,  "He  takes 
care  of  our  bodies."  They  would  then  look 
at  the  minister  and  say,  "He  takes  care  of 
our  souls."  On  Sunday  morning  in  the  typi- 
cal town,  the  practitioner  on  bodies  makes 
his  calls,  and  the  practitioner  on  souls 
preaches  his  sermon.  There  was  a  touching 
reciprocity  as  the  surgeon  operated  on  the 
minister's  wife  and  the  minister  performed 
the  wedding  ceremony  for  the  surgeon's 
daughter. 

There  is  not  a  man  in  this  graduating 
class  who  does  not  know — or  ought  to  know 
— that  this  old  relationship,  based  upon  a 
false    compartmentalization,    is    something 


Baccalaureate  sermon  delivered  to  the  graduating:  class  of 
the  Bowman  Gray  School  of  Medicine  of  Wake  Forest  College, 
Winston-Saleni,   December  14,   1947.  » 
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which  must  pass  and  is  already  on  the  way 
out.  There  is  today  a  new  relationship  be- 
tween minister  and  physician  which  means 
better  health  of  body  and  soul  to  the  peoples 
of  the  world.  You  know  as  well  as  I  that  per- 
sons are  not  body,  mind,  and  soul  in  neat 
little  compartments.  You  and  I  both  know 
that  unhealthy  emotional  disturbances  make 
for  sick  bodies,  and  organically  ill  bodies 
bring  to  pass  sick  souls.  There  must  be  a 
new  rapport  between  religion  and  medicine. 
The  symbol  of  that  rapport  must  be  the 
close  relationship  of  physician  and  clergy- 
man. 

A  philosophy  for  this  concept  has  been 
simply  and  effectively  expressed  in  one  of 
the  earliest  sermons  of  the  Christian  church. 
Part  of  that  sermon  you  heard  this  morning, 
and  one  sentence  of  it  ought  never  to  be 
forgotten  by  any  one  of  you.  It  was  this : 
"We  do  not  yet  see  all  things  controlled  by 
man;  what  we  do  see  is  Jesus."  The  basic 
idea  of  that  statement  is  that  it  is  the  plan 
and  purpose  of  God  that  things  shall  be  con- 
trolled by  man.  The  implication  is  very  ob- 
vious that  things  shall  be  controlled  by  man 
only  when  man  becomes  in  himself  the  kind 
of  person  who  can  control  things,  and  when 
he  looks  upon  things  with  such  truth  that 
he  can  bring  them  under  control.  You  know 
as  well  as  I  that  functional  diseases  will 
never  be  brought  under  control  by  organic 
treatment.  We  all  are  aware  that  there  are 
vast  areas  of  life  which  continually  threaten 
us  with  destruction  if  we  do  not  bring  them 
under  control.  The  personality  which  can 
most  effectively  accomplish  this  end  is  the 
personality  which  understands  life  in  the 
light  of  the  integrating  influence  of  Jesus 
Christ,  and  which  derives  its  hope  for  ulti- 
mate control  by  man  from  the  knowledge  of 
what  Jesus  Christ  can  do  for  a  single  man, 
has  done  for  all  society,  and  is  yet  seeking 
to  do  through  men  in  the  future. 

Specifically,  we  do  not  yet  see  all  things 
controlled  by  man  in  the  realm  of  good 
health.  Some  things  that  were  once  the 
scourge  of  the  human  race  have  been 
brought  so  completely  under  control  that 
there  is  no  excuse  for  a  single  fatality  from 
such  diseases.  At  the  same  time,  there  are 
new  frontiers  in  which  the  battle  has,  to  this 
time,  been  lost.  We  must  give  ourselves  un- 
ceasingly to  the  task  of  bringing  those  fron- 
tiers under  control. 

The  supreme  opportunity  of  the  moment 


is  with  the  man  who  is  entering  the  field  of 
medicine.  There  is  a  frontier  of  discovei-able 
truths  in  the  realm  of  medicine  which  does 
not  exist  in  any  other  field.  I  do  not  know 
of  a  group  of  men  who  have  the  potentiali- 
ties for  revolutionary  pioneering  which 
your  profession  enjoys.  The  man  who  meas- 
ures up  must  be  a  man  who  understands  the 
nature  of  himself  and  the  nature  of  the 
frontier  which  beckons  him. 

The  Christian  Philosoiohy  of  Vocation 

If  the  new  members  of  the  medical  pro- 
fession are  to  fulfil  the  destiny  which  is  be- 
fore them,  there  must  certainly  be  a  revival 
of  a  sense  of  religious  vocation.  The  Chris- 
tian philosophy  of  vocation  is  very  simple; 
a  man  is  born  with  a  certain  inheritance  de- 
termined by  the  types  of  genes  which  make 
up  his  personality,  and  within  the  many 
potentialities  of  that  inheritance  there  is 
one  vocation  which  best  utilizes  all  of  the 
abilities  and  capacities  of  the  personality. 
When  a  man  discovers  that  which  best  inte- 
grates all  of  his  resources  in  one  task,  then 
he  has  found  his  calling.  Now  a  man  can 
interpret  that  calling  in  a  secular  way  or  in 
a  Christian  way ;  he  can  feel  that  he  is  quali- 
fied for  medicine  only  by  a  chance  arrange- 
ment of  his  atomic  structure,  or  he  can  feel 
that  he  is  qualified  for  medicine  because  of 
a  Divine  purpose  to  be  fulfilled  in  his  life. 

If  medicine  be  nothing  more  than  the 
treatment  of  organic  conditions  which  can 
be  measured  in  laboratory  procedures,  then 
a  secularist  is  as  well  qualified  for  a  medical 
career  as  a  religious  man.  If,  however,  con- 
ditions of  sound  physical  health  are  deter- 
mined by  more  than  the  conquest  of  organic 
disease,  then  that  man  who  has  a  religious 
concept  of  his  vocation  is  inherently  quali- 
fied for  the  treatment  of  disease  in  a  way 
superior  to  the  man  who  does  not.  If  life 
can  be  reduced  to  test-tube  analysis,  then  the 
mechanistic  man  of  medicine  is  competent 
and  needs  nothing  else.  If  there  are  forces 
at  work  which  determine  physical  responses 
and  which  are  not  measurable  in  the  test  tube 
nor  in  laboratory  procedures,  then  the  physi- 
cian must  be  acquainted  with  the  factors 
which  influence  those  forces.  You  see,  it 
makes  a  great  difference  in  the  actual  prac- 
tice of  medicine  how  a  man  feels  about  his 
call  into  the  profession. 

Now  certainly  the  object  of  such  vocation- 
al calling  is  that  we  shall  bring  all  things 
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under  the  control  of  man.  This  appears  to 
be  the  inherent  purpose  of  the  Creative 
Power.  That  purpose  is  well  revealed  in  the 
orderly  processes  whereby,  in  obedience  to 
physical  and  moral  laws,  events  and  experi- 
ences run  their  courses.  If  there  were  no 
physical  laws  upon  which  our  chemistry 
could  be  built,  then  we  might  well  believe 
that  it  would  be  impossible  for  things  to  be 
brought  under  the  control  of  man.  When 
we  see  the  nature  of  the  physical  universe, 
however,  we  become  convinced  that  it  is 
written  in  the  character  of  things  that  they 
can  be  understood  and  brought  under  the 
control  of  him  who  understands  them.  And 
that  which  is  true  in  the  physical  realm  is 
equally  true  in  the  moral  and  the  religious 
realm.  Since  we  live  in  such  an  orderly  en- 
vironment, it  therefore  becomes  the  object 
of  vocation  that  we  should  add  to  the  control 
which  man  exercises  over  things. 

As  a  man  stands  before  the  vast  areas  of 
life  which  have  not  yet  been  mastered,  he 
is  heartened  by  one  vision.  He  sees  stand- 
ing there  the  eternal  Christ,  who  in  Himself 
represented  the  conquest  over  things  and 
who  gave  the  vision  of  the  Kingdom  in  which 
all  things  should  become  conquered.  The  man 
who  is  most  adequate  for  the  career  of  con- 
quest in  the  field  of  medicine  is  the  man  who, 
in  intimacy  with  that  eternal  Christ,  be- 
comes possessed  of  understanding  and  dis- 
cernment which  bring  under  mastery  those 
things  that  cannot  be  controlled  by  labora- 
tory processes.  He  is  the  great  physician 
who  knows  well  the  Great  Physician. 

Potentialities  in  the  Field  of  Medicine 

Each  one  of  you  has  the  heritage  of  a 
great  profession,  and  ought  always  to  stand 
in  reverence  when  he  recognizes  the  present 
moment  in  which  he  lives  as  the  accumula- 
tion of  all  the  labors  and  discoveries  of  the 
past.  This  present  moment  in  the  medical 
profession  is  the  result  of  Pasteur,  Lister, 
Koch,  Harvey,  Osier,  Kelly,  and  a  host  that 
we  have  not  time  to  name.  But  our  rever- 
ence for  the  present  is  not  due  entirely  to 
the  fact  that  we  are  the  result  of  all  that 
has  gone  before.  It  is  heightened  by  the 
reality  that  in  this  present  moment  are  the 
potentialities  of  all  that  may  ever  yet  be  dis- 
covered in  the  field  of  medicine.  That  is  why 
this  moment  should  cause  each  man  to  bow 
in  reverence  and  stand  in  awe.  for  this  mo- 
ment has  wrapped  up  within  it  the  possi- 


bilities of  all  that  may  ever  yet  be  done  in 
medicine. 

When  a  man  recognizes  that  he  has  such 
a  heritage  in  his  vocation,  he  is  confronted 
by  the  reality  of  overwhelming  duty.  When- 
ever it  is  possible  for  a  man  to  alter  the 
course  of  events,  there  and  then  that  man 
has  an  inescapable  duty.  The  worst  vice  of 
man  is  to  have  available  for  himself  truth 
which  would  enable  him  to  alter  the  course 
of  events,  and  then  to  remain  ignorant  of 
that  truth.  No  sin  of  your  profession  and 
mine  is  greater  than  the  sin  of  being  igno- 
rant of  that  which  is  true  and  which  might 
change  the  destiny  of  human  lives. 

Your  profession  has  moved  in  a  mighty 
way  in  controlling  the  course  of  events  of 
human  history.  Causes  of  plagues  have  been 
removed.  Scourges  that  harassed  the  human 
race  have  been  wiped  out.  Proudly  you  ought 
to  stand  in  the  history  of  such  a  heritage, 
and  humbly  you  ought  to  face  the  future. 

Ill  the  field  of  organic  disease 

Obviously,  the  greatness  of  medicine  in 
the  past  has  been  in  the  organic  field.  Since 
these  are  the  diseases  that  so  often  kill,  your 
conquest  of  them  has  made  us  all  debtors  to 
you.  Within  the  span  of  the  last  half  cen- 
tury, typhoid,  typhus,  smallpox,  malaria,  in- 
fluenza, and  other  deadly  diseases  have  been 
successfully  challenged  by  your  resources. 
These  things  we  see  under  the  control  of 
man. 

As  we  look  ahead,  it  is  to  be  hoped  that 
other  diseases  of  an  organic  nature  will  soon 
be  conquered.  How  long  the  struggle  will 
last  no  one  can  predict,  but  it  is  heartening 
to  see  the  mobilization,  in  research  and  prac- 
tice, of  the  energies  of  the  medical  profes- 
sion to  the  end  that  these  killing  diseases 
might  be  overcome.  You  join  that  unnum- 
bered group  of  pioneers  who,  by  the  tedious 
way  of  daily  practice  or  laboratory  pursuit, 
keep  hope  alive  in  human  hearts.  The  world 
stands  in  awe  before  the  possibilities  of  your 
consecrated  brains  and  skills. 

In  the  field  of  psychosomatic  medicine 

But  you  know  as  well  as  I  that  the  con- 
ouest  of  these  organic  diseases  is  no  more 
than  half  of  your  work.  In  the  extremes 
of  functional  diseases,  we  discover  that  more 
than  half  of  the  hospital  beds  of  this  coun- 
try are  occupied  by  those  who  are  mentally 
ill.  In  the  vast  work  of  a  government  like 
New  York  State,  one  fourth  of  all  its  budget 
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is  spent  upon  the  care  of  the  mentally  ill. 
The  information  which  has  come  to  us  from 
the  War  Department  indicates  that  mental 
illness  took  a  terrific  toll  of  manpower  dur- 
ing this  last  calamity. 

But  we  are  not  thinking  of  such  extremes. 
We  are  thinking  of  those  patients  who  come 
to  the  average  doctor  and  who  represent 
functional  disorders  rather  than  organic  dis- 
eases. Dr.  Joseph  T.  Wearn  of  Cleveland,  in 
a  recent  article  in  the  Journal  of  the  Ameri- 
can Medical  Associatio)i,  indicated  that  at 
least  five  of  every  ten  patients  who  consult 
physicians  today  prove  to  have  no  organic 
basis  for  their  complaints.  You  and  I  know 
that  their  complaints  are  real ;  their  illness 
is  genuine.  It  is  in  the  treatment  of  these 
patients  that  most  of  you  will  find  your 
greatest  frontier.  The  vistas  of  psychoso- 
matic medicine  are  just  opening  up  for  most 
of  the  medical  profession. 

Of  course,  the  principle  of  such  medicine 
has  been  known  for  centuries.  One  recalls 
that  the  wise  Socrates,  when  he  returned 
from  the  Greek  campaign  in  Thrace,  chided 
the  physicians  of  Athens  for  not  realizing 
as  the  Thracians  did  that  the  body  would  not 
be  cured  without  the  mind.  He  said  to  them, 
"This  is  the  reason  why  the  cure  of  many 
diseases  is  unknown  to  the  Physicians  of 
Greece,  because  they  are  ignorant  of  the 
whole." 

The  time  has  come  for  the  medical  pro- 
fession to  abandon  the  hostility,  which  is 
actual  or  insinuated,  between  the  organic 
field  and  the  psychosomatic  field,  and  to 
recognize  that  the  patient  must  be  treated 
as  a  whole.  To  the  young  man  going  into 
medicine  today,  I  would  say  that  no  incanta- 
tion of  a  priest  of  barbiturates  can  accom- 
plish what  the  peace  of  mind  brought  to  pass 
through  prayer  can  do.  It  has  been  my  privi- 
lege to  work  very  closely  with  men  of  the 
medical  profession  in  the  treatment  of  func- 
tional disorders.  I  recall  the  woman  who, 
operated  on  for  a  malignancy,  has  during 
the  postoperative  period  of  eighteen  months 
been  haunted  by  the  fear  of  a  i-ecurrence. 
Her  surgeon  called  me  up  and  said,  "I  have 
just  talked  with  this  woman,  and  this  is  her 
self-diagnosis:  'I  am  choking  to  death  on  a 
ball  of  fear  that  is  in  my  throat,  and  I  cannot 
get  it  out.'"  I  have  been  working  closely  with 
that  sui'geon,  who  gave  the  assurance  that 
at  the  present  moment  there  is  no  discover- 
able evidence  of  return,  and  working  to  that 


peace  of  mind  which  comes  by  courageous 
faith  over  one's  circumstances.  That  wo- 
man's pulse  has  been  brought  down  to  its 
best  point  in  all  her  medical  history.  At  the 
same  time,  the  ball  of  fear  has  been  removed 
and  the  woman  in  terms  of  physical  health 
is  stronger  than  in  her  lifetime.  The  success- 
ful physician  of  tomorrow  can  no  more  dis- 
miss the  claims  of  religion  upon  the  life  of 
the  patient,  or  upon  his  own  life,  than  he 
could  dismiss  the  claims  of  penicillin  in  the 
treatment  of  organic  disease. 

If  I  were  going  out  into  the  practice  of 
medicine  today,  I  think  that  I  would  be  more 
impressed  by  the  possibility  of  aid  to  my 
patients  in  the  treatment  of  functional  dis- 
eases than  by  any  other  factor.  Before  the 
reality  of  backaches  which  surgery  and  or- 
thopedic procedures  did  not  relieve,  I  would 
stand  unashamedly  and  seek  the  functional 
answer.  There  is  no  profession  which  can 
take  the  place  of  the  medical  profession  in 
the  treatment  of  such  disorders.  It  cannot 
be  left  to  the  quackery  of  those  who  exploit 
the  intuitions  of  people  through  so-called 
psychological  clinics. 

It  is  in  this  way  that  I  believe  that  the 
medical  profession  will  find  its  answer  to  the 
outcry  against  specialization.  We  cannot 
have  sound  medicine  without  the  pediatri- 
cian, the  radiologist,  the  gynecologist,  or 
the  orthopedist;  but  at  the  same  time  the 
human  being  cannot  be  treated  as  though 
he  were  all  foot,  or  all  gland,  or  all  eye. 
When  the  specialist  becomes  adept  in  the 
recognition  of  functional  illness  and  in  its 
treatment,  then  that  which  the  average  pa- 
tient hungers  for  will  be  met;  and  we  shall 
not  have  lost  anything  in  the  treatment  of 
organic  disorders. 

Conclusion 

I  say  to  you,  very  honestly,  that  it  takes 
a  whole  man  to  treat  the  whole  man.  A 
rogue  can  follow  the  findings  of  the  labora- 
tory and  make  the  proper  diagnosis  and 
treatment  of  an  organic  illness.  He,  at 
the  same  time,  is  helpless  when  he  under- 
takes to  treat  the  total  person.  If  a  man  is 
to  bring  things  under  the  control  of  men, 
then  he  in  himself  must  be  a  man  who  has 
things  under  control.  Before  a  human  life 
ever  brings  under  control  all  things,  that 
person  must  be  controlled  and  dominated  by 
the  Christ.    In  that  Christ  alone  is  the  full 
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integration  of  all  truth.  No  man  ever  be- 
comes so  smart  that  he  possesses  knowledge 
which  enables  him  to  dispense  with  the 
Christ  of  all  truth.  In  the  light  of  the  task 
which  you  have,  I  say  to  you,  very  humbly 
and  very  sincerely,  that  your  successful  pur- 
suit of  the  field  of  medicine  depends  in  a 
large  part  upon  the  wholeheartedness  with 
which  you  accept  and  pursue  the  way  of  life 
which  is  in  Christ  Jesus. 


A  REVIEW   OF   THE   TREATMENT   OF 

SUBACUTE  BACTERIAL 

ENDOCARDITIS 

With  a  Report  of  an  Unusual  Case 

Monroe  T.  Gilmour,  M.D.,  F.A.C.P. 

Horace  H.  Hodges,  M.D. 

and 

Joseph  B.  Johnston,  Jr.,  M.D. 

Charlotte 

Within  the  span  of  a  decade  the  prognosis 
of  many  diseases  formerly  considered  hope- 
less has  altered  unbelievably  for  the  better. 
The  progress  which  has  resulted  from  the 
use  of  penicillin  in  the  treatment  of  subacute 
bacterial  endocarditis  affords  one  of  the 
most  dramatic  and  heartening  examples  of 
this  fact. 

Treatment  before  the  Era  of 
Chemothevupi) 

The  epidemiology  and  symptomatology  of 
subacute  bacterial  endocarditis,  and  the 
various  remedies  which  have  been  tried  for 
it,  have  been  exhaustively  treated  in  sev- 
eral summarizing  articles'' '  and  will  not  be 
reviewed  here.  Until  the  advent  of  chemo- 
therapy all  contributions  to  the  literature 
dealing  with  this  subject  simply  added  to 
our  knowledge  of  the  disease  and  to  the  list 
of  treatments  which  had  been  tried  without 
success.  So  uniformly  fatal  and  so  refrac- 
tory to  all  treatment  had  been  the  disease 

1.  (a)  Wliite,  r.  D.:  Heart  Disease,  eel.  3,  New  York,  The 
Macmillan  Co.,  1944,  pp.  3,56-370:  (1,)  Sclierf.  D.  and 
Boyd,  L.  ,1.;  Cardiovascular  Diseases,  Philadelpliia,  J  B 
Lippincott,  1!147,  pp.  0(l-!l6;  (c)  Kelson,  S.  R.:  Observations 
on  the  Treatment  of  Subacute  Bacterial  (Streptococcal) 
Endocarditis  since  111.311.  Ann.  Int.  Med.  22:75-90  (,Ian  ) 
1943;  (d)  White,  P.  D.,  Mathews,  M,  W„  and  Evans,  E  • 
Notes  on  the  Treatment  of  Subacute  Bacterial  Endocardi- 
tis Encountered  in  ss  Cases  at  the  Massachusetts  General 
Hospital  durinfr  the  Six-Year  Period  1930  to  1944  (In- 
clusive), .\nn.  Int.  Med.  22:61-74  (Jan.)  194.5:  (e)  Sea- 
bury,  J.  H.:  Subacute  Bacterial  Endocarditis,  Experiences 
during  Past  Decade.  .\rch.  Int.  Med.  79:1-21  (.Ian.)  1947; 
(f)  Kelson,  S.  R.,  and  White,  P.  D. :  Notes  on  25ii  Ca.ses 
of  Subacute  Bacterial  (Streptococcal)  Endocarditis  Studied 
and  Treated  between  1927  and  1939.  -\nn.  Int.  Med.  22: 
40-60   (Jan.)   1945. 


that  in  cases  of  reported  recovery  the  accur- 
acy of  the  diagnosis  was  often  subject  to 
question.  Having  established  the  diagnosis 
of  subacute  bacterial  endocarditis,  the  phy- 
sician was  compelled  to  offer  the  patient  and 
his  family  a  practically  hopeless  prognosis, 
and  could  resort  only  to  symptomatic  ther- 
apy. 

Treatment   with  Sulfonamides 

The  hope  aroused  by  the  introduction  of 
the  sulfonamides  was  soon  found  to  be  un- 
warranted. The  sulfonamides  combined 
with  fever  or  anticoagulant  therapy  in- 
creased the  recovery  rate  very  little.  Wil- 
lius'-'  cited  the  following  figures  from  the 
literature: 

Table  1 

Per  Cent 
No,        No.  Cures       Cures 
Treninieiit  Treatt'd     Claiiuefl     Chii.nitfl 

1.  Spontaneous  recovery  2596         25         l.O'r 

2.  Sulfonamide  compounds  ....  489         21         4.0Vc 

3.  Chemotherapy  combined 

with   heparin   109  7         6.5% 

4.  Chemotherapy  combined 

with    hyperthermia    61  4         6.5% 

5.  Chemotherapy  with  intra- 
venous   typhoid   vaccine 45  7       15.5% 

Kelson  in  1945"''  listed  thirteen  different 
methods  of  therapy,  most  of  them  including 
one  of  the  sulfonamides,  which  had  been 
tried  with  little  or  no  success  by  various 
authors.  He  found  only  68  recoveries  re- 
ported from  1939  to  1944.  Of  34  cases  which 
he  personally  treated  with  a  combination  of 
heparin  and  a  sulfonamide,  10  recovered. 

Treatment   u-ith   Penicillin 

Penicillin  aroused  more  hope  than  had  the 
sulfonamides.  At  first,  however,  it  seemed 
that  once  more  this  optimism  had  been 
groundless.  Florey  and  Florey'-"  in  1943  re- 
ported the  use  of  penicillin  in  the  treatment 
of  1  case  of  subacute  bacterial  endocarditis 
due  to  Streptocococcus  viridans ;  there  was 
temporary  improvement,  but  relapse  and 
death  occurred  after  the  drug  was  discon- 
tinued. Herrell  in  1943'^'  and  1944''"  re- 
ported 2  cases  of  subacute  bacterial  endo- 
carditis not  cured  by  penicillin  in  the  doses 

2.  Willius,  F.  A.:  Subacute  Bacterial  Endoc-arditis :  Signs. 
Course,  Complications,  Proffnosis,  Proc.  Staff  Meet..  Mavo 
Clin.   19:613-615    (Dec,   27)    194). 

3.  Florey,  M.  E,  and  Florey,  H.  W.:  General  and  Local  .\d- 
niinistration  of  Penicillin,  Lancet,  1:387-397  (March  27) 
1943. 

4.  Herrell,  W.  E.:  (a)  Further  Oljservations  on  the  Clinical 
I'se  of  Penicillin,  Proc.  Staff  Meet..  Mavo  Clin.  ls:65-76 
(March  in)  1943;  (b)  Gramicidin  and  Penicillin,  S,  Clin. 
North   .\merica   23:1163-1176    (.\ug.)    1943. 

3.  Herrell,  W,  E.:  The  Role  of  Penicillin  in  the  Treatment 
of  Bacterial  Infections.  South.  M.  J.  37:150-137  (March) 
19t4. 
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then  available. 

Penicillin  appeared  so  ineffective  initially 
in  the  dosage  used  that  it  was  not  even  allo- 
cated by  the  National  Research  Council  for 
treatment  of  subacute  bacterial  endocarditis. 
In  1944  Keefer"'',  in  outlining  the  policy  of 
the  group,  reported, 

"Up  to  the  present  time  17  patients  witli  bacterial 
endocarditis  have  been  treated.  There  were  4  deaths 
(23  per  cent).  No  appreciable  effect  on  the  course 
of  the  disease  was  noted  in  10  of  them  (59  per 
cent).  Three  patients  improved  temporarily  while 
under  treatment,  although  2  of  these  relapsed  soon 
after  treatment  was  discontinued.  The  amounts  of 
penicillin  used  varied  from  240,000  to  1,760,000  units 
over  a  period  of  from  nine  to  twenty-six  days.  There 
is  good  evidence  that  some  strains  of  organisms  are 
slightly  more  susceptible  to  penicillin  than  others, 
and  there  is  also  evidence  that  the  blood  stream  can 
be  sterilized  temporarily,  at  least  in  some  cases. 
On  the  whole,  however,  the  results  in  the  few 
cases  treated  were  disappointing." 

Again  in   1944,   Keefer""   reported,   "Of  55 

cases  treated  with   penicillin,   only   3   were 

alive  after  one  year  of  study." 

After  larger  quantities  of  penicillin  be- 
came available,  the  treatment  of  subacute 
bacterial  endocarditis  with  this  drug  re- 
sulted in  an  increase  in  the  reported  per- 
centage of  recoveries.  White  and  his  co- 
workers'^'' in  1945  reported  9  cases  treated 
between  January,  1944,  and  September, 
1944,  with  200,000  units  of  penicillin  daily 
for  a  period  of  three  weeks.  Six  of  these 
cases  apparently  remained  cured  after  an 
admittedly  short  period  of  observation. 
Meads,  Harris,  and  Finland'''  in  1945  re- 
ported 9  cases  of  subacute  bacterial  endo- 
carditis treated  at  the  Boston  City  Hospital 
during  1944  with  a  dosage  of  300,000  units 
daily  for  two  weeks.  Of  these  patients,  7 
were  well  and  free  of  infection  after  an  ob- 
servation period  of  one  to  eleven  months. 
They  noted  no  advantage  in  the  use  of  hepa- 
rin as  an  adjunct  to  the  penicillin  therapy. 

In  the  light  of  these  and  other  similar 
reports,  more  effective  and  "massive"  doses 
of  penicillin  have  been  used  subsequently 
with  increasingly  gratifying  and  well-sub- 
stantiated results.  Bloomfield  and  Halpern'*' 
reported  in  December,  1945,  18  selected  cases 
successfully  treated.  Seven  of  these  had  been 
followed  from  twelve  to  seventeen  months, 
and  the  remaining  11  had  been  followed 
from  three  to  eleven  months.    This  series, 

G.  Keefer.  C.  S. :  Discussion  of  papers  on  i)eiiicilliii.  J..\.M.A. 
12l:(i36-6.'i7    (Marcll    4)    1944. 

7.  Meads,  M.,  Harris,  H.  W,  and  Finland.  M. :  Tlie  Treat- 
ment of  Bacterial  Endocarditis  with  Penicillin,  New  Eng- 
land   J.    Med.    232:46,3-174    (.\pril    26)    1043. 

8.  Bloomfield,  A,  L.  and  Halpern,  R.  M, :  Penicillin  Treat- 
ment of  Subacute  Bacterial  Endocarditis,  J,.\,M,.\,  129: 
1135-1141     (Dec,    22)    1943, 


however,  was  limited  to  cases  in  which  the 
strain  of  streptococcus  was  sensitive  to  a 
dilution  of  0.1  unit  of  penicillin  per  cubic 
centimeter.  All  patients  received  a  minimum 
of  160,000  to  200,000  units  a  day  for  at 
least  two  months.  In  1  patient  who  was  re- 
sponding satisfactorily,  the  dosage  was  in- 
creased to  1,000,000  units  every  twenty-four 
hours  and  continued  at  this  level  for  a  little 
more  than  a  month,  until  a  total  of  33,750,- 
000  units  had  been  given. 

In  March,  1946,  Glaser  and  his  associ- 
ates''" reported  the  case  of  a  24-year-old 
woman  with  subacute  bacterial  endocarditis 
who  was  improved  but  whose  culture  was 
not  rendered  negative  by  a  total  of  167,000,- 
000  units  of  penicillin,  the  dosage  at  times 
having  been  as  high  as  4,000,000  units  in 
twenty-four  hours.  Inhibition  of  her  organ- 
ism in  vitro  was  not  obtained  with  less  than 
3.5  units  of  penicillin  per  cubic  centimeter. 
In  the  same  month  Christie""'  in  England 
reported  to  the  British  Medical  Research 
Council  on  147  patients  treated  in  fourteen 
different  areas.  This  study  had  been  initi- 
ated as  a  result  of  the  favorable  reports  be- 
ing received  from  the  United  States  regard- 
ing the  use  of  larger  doses  of  penicillin  for 
longer  periods.  He  stated  that  until  eighteen 
months  previously  only  a  few  such  patients 
had  been  treated,  and  these  with  discourag- 
ing results.  Of  the  147  patients  included  in 
this  cooperative  study,  however,  81  were  ap- 
parently cured  and  50  died.  More  recently 
McMillan'"'  reported  12  cases  with  11  re- 
coveries, Seabury"'  12  cases  with  7  recov- 
eries and  Thill"-'  22  cases  with  15  recover- 
ies. 

It  is  still  too  early  to  evaluate  recovery 
rates  accurately  because  of  the  relatively 
brief  time  during  which  most  of  the  ade- 
quately treated  cases  have  been  followed. 
Seabury"''  in  January,  1947,  stated  that  the 
cases  reported  until  then  indicated  that  peni- 
cillin treatment  would  probably  result  in  a 
recovery  rate  of  65  to  70  per  cent.  Even  if 
many  of  these  "recoveries"  prove  not  to  be 
permanent,  this  figure  stands  in  dramatic 
contrast  to  the  mortality  of  nearly  100  per 

!i.  (llaser,  R,  J.,  Sniitli,  R,  0„  Harford.  V.  f.,.  Wood,  W.  B., 
.Ir. :  Tlie  Treatment  of  Bacterial  Endwarditis  witli  Peni- 
cillin,  J,    Lai).   &   Clin,    Med,    31:291-312    (March)    1946, 

in,  Christie,  R,  V,:  Penicillin  in  Subacute  Bacterial  Endo- 
carditis, Lancet  1:369-371  (March  16)  1946;  also  Brit. 
M.   J,    1:3.11-383    (Marcll   16)    1946.  . 

U,  McMillan,  R.  L. :  Subacute  Bacterial  (Streptococcus  \  in 
dans)  Endocarditis  Treated  with  Penicillin.  Am.  J,  Med, 
1:628-633    (Dec)    1946,  „      .   ,„. 

12,  Thill,  C,  J,  and  Mever,  0,  0,:  Experiences  with  Penicillin 
and  Dicumarol  in  the  Treatment  of  Subacute  Bacterial 
Endocarditis,    Am.    J.    M.    Sc.    213:300-307    (March)    194,, 
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cent  before  the  sulfonamides  were  available 
and  to  the  very  low  recovery  rate  resulting 
from  their  use. 

Warren'^"'  in  December,  1946,  reviewed 
48  reported  cases  of  acute  bacterial  endo- 
carditis, 7  of  which  recovered.  He  then 
added  a  case  of  his  own  due  to  Streptococcus 
hemolyticus,  in  which  the  infection  was  ar- 
rested by  a  total  of  22,629.000  units  of  peni- 
cillin given  over  a  period  of  seventy-two 
days.  This  case  is  of  particular  interest  in 
reference  to  our  case  reported  below  because 
the  organism  in  both  instances  was  the  Str. 
hemolyticus. 

For  several  reasons  we  felt  that  our  case 
should  be  classified  as  one  of  subacute  bac- 
terial endocarditis,  due  to  the  beta  hemolytic 
Streptococcus.  The  prolonged  course  of  the 
disease,  the  evidence  of  valvular  damage, 
and  even  the  subsequent  cardiac  decompen- 
sation are  factors  which  led  to  the  classifi- 
cation of  this  case  as  subacute  rather  than 
acute  bacterial  endocarditis.  The  beta  hemo- 
lytic Streptococcus  is  not  often  the  causa- 
tive organism  in  subacute  bacterial  endo- 
carditis, being  reported  by  Seabury"'  in 
only  1.9  per  cent  of  a  series  of  105  cases. 
Seabury  also  reported  that  8.2  per  cent  of 
his  cases  were  apparently  related  to  abortion 
or  to  the  puerperium.  It  is  of  interest  that 
our  patient  became  ill  following  delivery. 

Because  of  the  difliculties  encountered  in 
the  treatment  of  this  case  and  because  of  the 
patient's  eventual  recovery  after  she  had  re- 
ceived amounts  of  penicillin  larger  than  we 
had  then  found  reported  elsewhere,  it  was 
thought  that  a  detailed  report  of  the  case 
would  be  of  interest.  Subsequently,  there 
have  appeared  reports  of  cases  in  which  still 
larger  doses  were  given.  Hagedorn  and 
Scheirley"^'  from  the  Mayo  Clinic  reported 
the  case  of  a  patient  who  recovered  after  re- 
ceiving 337,450,000  units.  Christie"'",  in  a 
summary  report  to  the  British  Medical  Re- 
search Council,  mentioned  the  use  of  dosages 
as  high  as  40,000,000  units  per  day.  Tumulty 
and  Harvey'"''  from  the  Johns  Hopkins  Hos- 
pital reported  2  cases  treated  with  massive 
doses  of  penicillin.  One  received  295,000,000 
units  and  another  1,450,000,000  units— the 

1-3.  Warren,  H.  A.:  Arrest  of  Acute  Heriuilvtic  Streptocm-<;il 
tiKlocarditis  witli  Penicillin  Therapy,  Illinois  M.  J  !iii- 
331336    (Dec.)    ISKi, 

11.  Hagedorn,  A.  B.  and  Scheitiev,  C.  H.:  Subacute  Bacterial 
Endocarditis,  A  Case  Report,  Proc.  Staff  Meet.,  Mavo 
Clin.    23:11-16    (Jan.    T)    lii+s. 

13.  Christie,  R.  V.:  Penicillin  in  Sub,a<;ute  Bacterial  Endo- 
carditis. Brit.  M.  .1.   1:1-1    (Jan.  3)    1!14h. 

l(i.  Tumulty.  P.  A.  and  Harvey.  .\.  M. :  Experiences  in  the 
.Management  of  Subacute  Bacterial  Endocarditis  Treated 
with    Penicillin,    Am.    J.    Med.     1:37,51    (Jan.l     l!Ua. 


largest  dosage  we  have  encountered. 

Case  Report 

A  26-year-old  white,  married  textile-worker  and 
housewife  was  admitted  to  the  Charlotte  Memorial 
Hospital  on  August  28,  1946,  on  the  service  of  Dr. 
E.  J.  Wannamaker,  with  whom  she  was  later  seen 
in  consultation. 

Her  family  history  revealed  that  her  father  had 
diabetes  and  her  mother  had  had  two  stillbirths. 
The  patient  had  had  two  full-term  pregnancies. 
One  of  her  children   was  born  blind. 

Her  past  history  indicated  that  she  had  tonsillitis 
three  times  before  the  removal  of  her  tonsils  in 
194.3.  From  the  age  of  14  she  had  had  recurrent 
episodes  of  mild  "rheumatism,"  at  times  with  fever 
and  aching  of  her  knees  and  ankles.  She  had  never 
been  sufficiently  ill  to  seek  hospital  care,  and  the 
diagnosis  of  rheumatic  fever  was  never  definitely 
established.  There  had  been  no  epistaxis  during 
childhood. 

The  patient  had  subsequently  been  in  good  health 
until  her  second  delivery  on  January  24,  1946.  From 
this  date  she  began  to  have  a  persistent,  low-grade 
fever  and  frequent  brief,  profuse  menstrual  periods. 
She  gradually  became  weaker.  After  one  or  two 
months,  she  began  to  have  chills.  In  May,  1946, 
pain,  redness  and  swelling  developed  at  the  base 
of  the  right  second  toe.  These  symptoms  subsided 
in  one  week,  only  to  be  followed  by  the  development 
of  a  similar  condition  in  the  right  hand,  lasting 
two  or  three  weeks.  During  this  time  she  had  a 
severe  episode  of  nocturnal  coughing  productive  of 
some  blood.  The  joint  symptoms  subsided,  but 
chills  and  fever  persisted.  The  patient  was  advised 
by  her  physician  to  enter  the  hospital,  but  refused 
to  do  so.  She  later  became  so  ill  that  she  did  enter 
a  hospital  in  another  city  for  two  weeks  in  June, 
1946.  She  had  no  subsequent  menorrhagia,  but  de- 
veloped  amenorrhea. 

Following  this  hospitalization  she  remained  at 
home,  in  bed  much  of  the  time,  suffering  from  pal- 
pitation, anorexia,  weakness,  weight  loss,  and  vague 
aching  in  her  joints  and  chest,  until  the  time  of  her 
admission  to  the  Charlotte  Memorial  Hospital.  It 
was  estimated  that  she  had  lost  85  pounds  since 
the  onset  of  her  illness,  her  weight  having  decreased 
from  200  to   approximately   115. 

On  admission  the  oral  temperature  was  101.2  F., 
the  pulse  130,  respiration  32,  and  blood  pressure 
130  systolic,  80  diastolic.  The  patient  was  obviously 
ill,  being  emaciated,  pale,  and  partially  disoriented. 
The  fundi  were  not  then  examined,  but  were  later 
noted  to  be  normal.  A  few  rales  were  heard  at  the 
base  of  the  right  lung.  The  cardiac  rate  was  regular 
and  very  rapid,  and  a  harsh,  grade  3  systolic  mur- 
mur was  heard  over  the  entire  precordium;  no  dias- 
tolic murmur  was  heard.  The  liver  edge  was  just 
palpable  and  the  spleen  was  enlarged.  There  was 
slight  tenderness  and  limitation  of  motion  in  the 
knees,  ankles,  shoulders  and  the  smaller  joints  of 
the  hands,  but  no  redness  or  swelling  of  any 
joint.  No  embolic  phenomena  were  noted.  Reflexes 
were  normal.  A  gynecologic  consultant  later  found 
the  pelvic  structures  to  be  essentially  normal  and 
suggested  that  the  amenorrhea  was  secondary  to 
her  severe  illness  and  infection. 

Laboratory  studies  revealed  9.8  Gm.  of  hemo- 
globin, 3,720,000  erythrocytes,  and  4,450  leukocytes 
with  85  per  cent  polymorphonuclear  cells  (including 
11  per  cent  nonsegmented  cells),  14  per  cent  lympho- 
cytes, and  1  per  cent  monocytes.  In  spite  of  several 
transfusions  the  anemia  persisted  throughout  her 
hospitalization,  and  the  white  blood  cell  count  was 
usually  low  or  normal.  The  highest  leukocyte  count 
was  12,500,  with  89  per  cent  polymorphonuclear  cells 
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(17  per  cent  nonsegmented)  and  11  per  cent  lympho- 
cytes. The  sedimentation  rate  (Wintrobe — corrected) 
was  23  mm.  in  an  hour.  Blood  Kahn  and  Wasser- 
mann  reactions  were  negative.  The  blood  prothrom- 
bin time  was  74  per  cent  of  normal.  A  voided  speci- 
men of  urine  had  a  specific  gravity  of  1.015  and  a 
pH  of  5.5;  it  showed  a  trace  of  alljuniin,  no  sugai'. 
10  to  15  white  blood  cells  per  high  power  field,  and 
rare  granular  casts  in  the  centrifuged  sediment. 
Blood  nonprotein  nitrogen  was  27  mg.  per  100  cc. 
The  icterus  index  was  7. 

An  electrocardiogram  on  August  29  showed  a 
rate  of  134  with  low  or  flat  T  waves  in  all  limb 
leads  and  in  lead  CF-IV;  a  small  Q.,  and  a  moder- 
ately deep  Q.J  were  present.  Roentgenograms  of  the 
chest  were  initially  normal  and  later  revealed  a 
general  increase  in  pulmonary  markings  and  gen- 
eralized cardiac  enlargement.  Results  of  blood  cul- 
tures are  indicated  on  the  accompanying  chart  (fig. 
1). 

The  patient  remained  in  the  hospital  for  sixty- 
seven  days.  During  much  of  the  time  she  was  se- 
verely ill  and  often  semi-stuporous.  There  were  evi- 
dences of  multiple  emboli  to  the  finger  tip,  the 
spleen,  the  kidneys,  the  lungs,  and  even  to  the  cen- 
tral nervous  system,  producing  the  characteristic 
syndrome  of  embolic  encephalitis'' '^'.  The  general 
course  of  her  illness  and  the  specific  therapy  are 
indicated   graphically  in  figure   1. 

On  admission  the  administration  of  moderately 
large  doses  of  salicylates  was  begun  because  of  the 
possibility  of  active  rheumatic  fever.  Two  davs  after 
admission,  however,  the  blood  culture  was  reported 
positive  for  an  organism  which  was  identified  only 
as  beta  Streptococcus  hemolyticus.  The  administra- 
tion of  penicillin  was  begun,  and  the  amount  was 
gradually  and  constantly  increased  as  indicated  on 
the  chart.  The  drug  was  given  by  intermittent 
intramuscular  injection  and  by  continuous  intra- 
venous or  intramuscular  infusion.  Sulfadiazine  was 
administered  by  mouth  for  three  days,  but  was  dis- 
continued because  of  the  appearanco  of  a  rash.  In 
spite  of  this  occurrence,  however,  sulfadiazine  and 
then  sulfamerazine  were  administered  later  in  con- 

17.  Alners.  B.  J.  and  G.iskill,  H.  .S. :  Patliolosiial  Cliaracter- 
is-tics  of  Embolic  or  Metastatic  Enceplialitis,  .1.  Neuropatli. 
\-   Kxper.   Neurol,  :!:21ii-'.'-23    (July)    I9H. 


junction  with  penicillin.  This  time  the  drugs  appar- 
ently had  no  ill  effect,  though  there  is  a  definite 
possibility  that  the  high  spikes  in  the  patient's 
temperature  shortly  before  the  discontinuance  of  all 
medication  may  have  been  drug  fever.  Streptomycin 
was  used  for  a  time,  and  both  para-aminobenzoic 
acid  and  sodium  para-amino  hippurate  with  heparin 
were  given,  but  it  is  difficult  to  say  whether  either 
had  any  eff'ect  upon  the  outcome. 

Laboratory  facilities  for  securing  penicillin 
levels  were  not  available,  and  sensitivity  tests  with 
the  organism  were  not  done  initially.  When  these 
studies  were  begun,  it  was  noted  that  a  laboratory 
strain  of  Staphylococcus  aureus  was  completely  in- 
hibited by  0.04  units  of  penicillin  per  cubic  centi- 
meter, while  the  patient's  strain  of  beta  Str.  hemo- 
lyticus was  very  slightly  inhibited  by  the  patient's 
serum  even  while  she  was  receiving  large  doses  of 
penicillin.  The  same  findings  were  noted  again  on 
the  thirty-eighth,  thirty-ninth,  and  fortieth  hospital 
days,  after  the  patient  had  received  two  doses  of 
1,000,000  units  of  penicillin  at  hourly  intervals,  the 
second  dose  being  given  one  hour  prior  to  the  test. 
The  patient's  organism  showed  no  sensitivity  to  a 
15  per  cent  solution  of  each  of  various  sulfonamide 
drugs  tested.  The  sensitivity  to  streptomycin  was 
so  slight  that  the  laboratory  reported  that  the 
effective  concentration  would  have  to  be  1,000  units 
per  cubic  centimeter. 

It  was  unfortunate  that  more  accurate,  quantita- 
tive sensitivity  studies  could  not  be  obtained.  Those 
available,  however,  demonstrated  the  great  resist- 
ance of  the  offending  organism  to  the  chemothera- 
peutic  and  antibiotic  drugs,  and  indicated  the  neces- 
sity for  utilizing  massive  doses  of  these  agents  and 
taking  advantage  of  the  synergistic  effect  of  com- 
binations of  them  if  any  success  were  to  be 
achieved. 

As  a  result  of  these  data  the  dosage  of  penicillin 
was  increased  to  a  maximum  of  1,000.000  units  an 
hour.  On  two  days  the  patient  received  27,000.000 
and  24,000,000  units  within  twenty-four  hours.  This 
dosage  was  a  measure  of  desperation  when  it 
seemed  that  the  patient  was  growing  steadily  worse 
and  when  a  positive  blood  culture  was  again  re- 
ported   following    two     negative    cultures.     On     the 
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forty-third  and  fiftieth  hospital  days  the  patient's 
organism  was  completely  inhibited  by  her  serum. 
Serum  drawn  on  the  fifty-first  hospital  day,  how- 
ever, again  caused  practically  no  inhibition  in  di- 
luted specimens;  complete  inhibition  occurred  in 
undiluted  serum  containing  5  units  of  penicillin  per 
cubic  centimeter.  Because  of  this  finding  and  be- 
cause of  the  further  unfavorable  sensitivity  re- 
actions to  streptomycin  and  to  the  sulfonamide 
drugs,  it  was  felt  that  everything  that  was  possible 
or  justified  had  been  done.  Consequently,  all  medi- 
cation was  discontinued  on  the  fifty-third  hospital 
day.  Tlie  patient  had  received  a  total  of  242,900,000 
units  of  penicillin  over  a  period  of  fifty-three  days. 

Contrary  to  all  expectations,  the  patient's  temper- 
ature fell  to  normal  within  three  days.  She  gradu- 
ally improved  and  was  discharged  two  weeks  after 
discontinuance  of  drug  therapy.  There  was  still  little 
optimism  regarding  the  prognosis,  but  her  physi- 
cian reported  three  weeks  aftei'  her  discharge  that 
there  had  been  no  recurrence  of  fever  and  that  she 
was  doing  well.  A  careful  follow-up  study  in  Sep- 
temlier,  1947,  indicated  that  she  had  remained  well 
until  December,  1946.  At  that  tiime  she  had  an 
episode  of  "flu"  with  fever  and  aching,  followed  bv 
graduallv  progressive  cardiac  decompensation  with 
edema.  She  was  finally  admitted  to  a  nearby  hos- 
pital in  February,  1947.  Her  response  to  digitaliza- 
tion,  diuretics,  and  fluid  and  salt  limitation  was 
good,  and  she  has  subsequently  remained  on  digi- 
talis. In  March,  1947,  she  suddenly  noticed  black 
spots  in  front  of  her  eyes,  became  unconscious,  and 
had  a  convulsion.  She  remained  unconscious  for  two 
days,  had  no  memory  for  that  time,  and  awoke 
without  headache,  weakness,  or  other  residual  symp- 
toms. Since  then  she  has  occasionally  had  episodes 
of  "funny  feeling"  and  dizziness,  and  at  times  has 
had  palpitation.  She  has,  however,  been  out  of  bed 
during  the  day  and  has  been  fairly  active.  Her 
energy  is  good  and  she  has  no  dyspnea.  Early  in 
Seotember,  1947,  she  was  able  to  return  to  work. 

Examination  at  this  time  revealed  the  blood 
pressure  to  be  140  systolic,  80  diastolic,  the  temper- 
ature 97.8  F.,  pulse  88,  and  weight  140Vo  pounds. 
There  was  moderate  cardiac  enlargement  and  a 
harsh,  grade  4  systolic  murmur  was  heard  over  the 
entire  precordiun^,  loudest  at  the  apex:  no  diastolic 
murmur  was  aucible.  The  remainder  of  the  exami- 
nation was  essentially  normal.  Fluoroscopy  con- 
firmed the  presence  of  cardiac  enlargement  and 
showed  a  definite  prominence  in  the  region  of  the 
left  auricle.  Urinalysis  showed  a  pH  of  5  and  a 
snecific  gravity  of  1.014;  the  urine  was  negative  for 
albumin  and  sugar,  but  contained  2  to  4  leukocvtes 
and  .3  to  6  erythrocytes  per  high  oower  field.  A 
blood  count  showed  13  Gm.  of  hemoglobin,  4.0.50.000 
erythrocytes,  and  8, 2.50  leukocytes.  The  sedimenta- 
tion rate  was  24  mm.  in  an  hour.  The  blood  Wasser- 
mann  reaction  and  two  blood  cultures  were  negative. 

Present  Principles  of  Treatment 

In  this  case  we  see  illustrated  several  prin- 
ciples of  importance  in  the  treatment  of  sub- 
acute bacterial  endocarditis.  The  necessity 
for  establishing  a  bacteriologic  diagnosis  be- 
fore therapy  is  begun  and  for  preserving  a 
culture  of  the  original  organism  is  obvi- 
ous"^'. Though  it  may  not  always  be  neces- 

18.  (a)  Mao\eaI,  W.  .1.  .niul  Bleviiis,  ,\.:  Bacteriological  Stud- 
ie.f  in  Endocarditis.  .1.  Bact.  W;(l(i.'!-eio  (.rune>  ]94.->:  (b) 
Hunter,  T.  H.,  Diiane.  R.  B..  .7r. :  .Suliacute  Bacterial  P^ndo- 
carditis  due  to  Grain  Negative  Orsanisrns.  J.  .\.M..\.  13-: 
20»-21I  (Sept.  2S)  ifiir,;  (c)  McDennott.  W.,  Leask.  M.  M.. 
and  Benoit.  M.:  Streptoliacillus  Moniliformis  as  a  Cause 
of  Subacute  Bacterial  Endocarditis:  Report  of  a  Case 
Treated  witb  Penicillin.  Ann.  Int.  Med.  2.T:Ht-t23  (Sept.) 
lor.'i. 


sary  or  possible  to  do  sensitivity  studies  or 
to  follow  penicillin  levels  in  the  blood,  both 
of  these  procedures  may  become  of  primary 
importance  in  certain  cases  where  the  re- 
sponse to  the  initial  program  of  therapy  is 
unsatisfactory.  They  may  indicate  the  dos- 
age of  penicillin  which  will  be  necessary,  and 
suggest  whether  the  sulfonamides  or  strep- 
tomycin"'" may  effectively  be  used  in  com- 
bination with  penicillin.  On  the  other  hand, 
we  must  remember  that  studies  in  vitro  can- 
not duplicate  conditions  in  vivo,  and  that 
exact  dosages  of  drugs  can  not  be  calculated 
from  the  former.  No  studies  in  vitro,  not 
even  those  utilizing  the  patient's  own  serum, 
can  satisfactorily  evaluate  the  many  vari- 
ables which  are  included  in  the  term  "patient 
resistance." 

The  necessity  for  giving  adequate  initial 
treatment  and  for  increasing  the  amounts 
of  the  drug  subsequently  or  adding  other 
medications,  according  to  the  patient's  re- 
sponse and  in  the  light  of  special  laboratory 
data,  should  be  emphasized.  The  adminis- 
tration of  small  amounts  of  penicillin  or  of 
the  sulfonamide  drugs  in  patients  with  fever 
who  are  suspected  of  having  subacute  bac- 
terial endocarditis  is  unwise.  Such  therapy 
may  simply  obscure  the  diagnosis  tempo- 
rarily and  render  the  offending  organism 
insensitive,  or  at  least  less  sensitive,  to  the 
drugs  which  constitute  now  our  major  weap- 
ons, thus  lessening  the  chances  of  accom- 
plishing a  complete  cure  later.  This  case 
makes  it  obvious  that  therapy  should  be  con- 
tinued over  a  long  period,  in  spite  of  initially 
unfavorable  results. 

On  the  basis  of  present  knowledge,  though 
there  are  differences  of  opinion  regarding 
details,  it  would  seem  that  a  basic  program 
of  treatment  for  subacute  bacterial  endo- 
carditis should  include  100,000  units  of  peni- 
cillin every  two  to  three  hours — a  total  of 
800,000  to  1,200,000  units  of  penicillin  every 
twenty-four  hours — until  the  patient  shows 
a  satisfactory  response.  Therapy  should  then 
be  continued  at  a  reduced  dosage  for  a  mini- 
mum of  six  to  eight  weeks.  It  is  generally 
agreed  that  certain  other  chemotherapeutic 
agents  may  at  times  be  used  to  achieve  a 
synergistic  effect  in  such  a  program.  At 
the  same  time  blood  transfusions,  vitamins, 
an   adequate   diet,   and   all   other   measures 

1!),    (a)   Hunter  T.  H,:  t^se  of  Streptomycin  in  tbe  Treatment 

of    Bacterial    Endocarditis.    Am.    J.    Med.    2:t.1li-tl2     (May) 

1I117:    (h)    rriest,    ^V.   S.    and    McGee,   C.   J.:    Stivptomviin 

in     the    Treatment     of    Subacute    Bacterial    KndcM-arclitis, 

■  J. A.M. A.    1.12:121-120    (Sept.    21)    19+0. 
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which  tend  to  enhance  the  resistance  of  the 
patient  should  be  employed.  The  use  of  anti- 
coagulants is  unnecessary  and  probably  dan- 
gerous. In  spite  of  some  conflicting  reports, 
there  is  much  evidence  that  their  use  in- 
creases the  already  considerable  hazards  of 
the  disease'-'". 

That  these  patients  must  be  carefully  fol- 
lowed after  recovery  is  evident.  It  is  neces- 
sary to  take  all  the  known  precautions  to 
prevent  reinfection  and  to  utilize  every 
means  of  detecting  and  treating  it  promptly 
should  it  occur.  As  this  case  illustrates,  we 
must  also  be  constantly  alert  for  secondary 
cardiac  complications,  to  which  patients  who 
have  recovered  from  subacute  bacterial 
endocarditis  seem  to  be  particularly  suscep- 
tible'". 

Sioiimarij 

1.  The  methods  of  treatment  employed  in 
subacute  bacterial  endocarditis  have  been 
reviewed  and  the  results  achieved  by  these 
various  methods  have  been  evaluated. 

2.  The  great  improvement  in  the  progno- 
sis of  this  disease  which  has  been  accom- 
plished through  the  use  of  penicillin  has  been 
shown. 

3.  A  case  of  bacterial  endocarditis,  prob- 
ably subacute,  due  to  the  beta  Str.  hemolyti- 
cus  is  reported.  In  spite  of  an  insensitive 
organism,  serious  complications,  and  initial- 
ly discouraging  results,  a  satisfactory  re- 
sponse was  achieved  following  a  total  dos- 
age of  242,900,000  units  of  penicillin,  com- 
bined at  intervals  with  other  chemothera- 
peutic  agents. 

4.  The  general  principles  of  the  current 
treatment  of  subacute  bacterial  endocarditis 
have  been  outlined. 

20.  (a)  Katz,  L.  N.  and  Elek,  S.  R.:  Combined  Heparin  and 
Cliemotherapv  in  Subacute  Bacteria]  Endocarditis.  J.  A.M.  A. 
121:149-152  (Jan.  l.i)  1944:  (b)  Coolie.  W,  T.  and  Taylor. 
A.  B. :  Treatment  of  Subacute  Infective  Endocarditis  with 
Heparin  and  Cliemotherapv.  Brit,  Heart  ,r.  .i :229-2.'i7  (Oct.) 
1943:  (c)  Meyer,  O,  O.  and  Thill,  C,  J,:  Penicillin  and 
Dicumarol,  and  Penicillin  in  the  Treatment  of  Subacute 
B.aoterial  Endocarditis,  J,  I.ab.  &  Clin  Med,  :il  :  ImT- 1!mi 
(April)    1946. 


In  a  nationalized  medical  service  not  only  would 
the  personal  relationship  between  doctor  and  patient 
be  largely  lost,  but  there  would  be  a  tendency  for 
the  "case",  no  longer  a  "patient",  to  be  sent  the 
rounds  of  the  medical  factory,  see  a  number  of 
specialists,  have  performed  on  him  a  number  of 
tests  and  never  at  any  time  have  a  good  general 
appraisal  in  which  due  consideration  is  given  to  the 
personal  and  clinical  history  and  the  ordinary  bed- 
side examination.  —  Leslie  Hurley:  The  General 
Practitioner  and  the  Specialist,  M.  J.  Australia  1: 
68  (Jan.  17)  1948. 


EARLY  AMBULATION  IN  ABDOMINAL 
SURGERY 

F.  M.  Simmons  Patterson,  M.D.,  F.A.C.S. 

and 

James  J.  Richardson,  M.D. 

Laurinburg 

The  practice  of  employing  early  ambula- 
tion in  abdominal  surgery  is  not  a  new  one, 
for  it  was  recommended  by  Ries  in  1899'^*. 
It  has  been  only  during  the  last  seven  years, 
however,  that  the  practice  has  gained  wide- 
spread support  in  this  country.  The  history 
of  early  ambulation  has  been  covered  by 
other  authors'-'.  The  purpose  of  this  article 
is  to  present  experiences  gained  from  an 
active  surgical  service  in  a  small  hospital 
and  to  approach  the  subject  from  a  clinical 
point  of  view. 

Physiologic  Effects  of  Bed  Rest 

Recumbency  affects  almost  all  the  organs 
in  the  body,  particularly  the  cardiovascular, 
respiratory,  gastrointestinal,  and  urinary 
systems.  It  has  been  shown  that  the  recum- 
bent position  causes  an  impairment  of  the 
circulatory  reflexes'^'',  a  diminution  of  car- 
diac output,  a  venous  pressure  deficit,  a 
blood  volume  deficit,  and  a  decrease  in  the 
reserve  of  the  venopressor  mechanism.  It 
has  been  further  shown  that  the  longer  the 
horizontal  position  is  maintained,  the  slower 
the  convalescence  from  disturbed  cardio- 
vascular function.  The  stasis  of  venous 
blood  in  the  pelvis  and  lower  extremities 
which  results  from  bed  rest  is  of  unques- 
tionable importance  in  the  development  of 
phlebitis  and  phlebothrombosis.  Prompt  and 
repeated  rising  after  surgery  has  been  found 
to  effect  a  rapid  return  of  the  circulation  to 
normal. 

The  decrease  in  the  vital  capacity  of  the 
lungs,  in  the  function  of  the  diaphragm,  and 
in  the  eflSciency  of  the  cough  reflex  which  is 


From  the  Department  of  Surgen'.  Scotland  County  Memorial 
Hospital,   Laurinburg,    North   Carolina. 

1.  Ries,  E. :  Some  Radical  Chanjres  in  After-Treatment  of 
Celiotomy   Cases,   J,.'\,M.A,   .IS  :4.i4-450    (.\uk.    19)    ls99. 

2.  ra)  Burch,  .7,  C,  and  Fisher,  H,  V.:  Early  .\mbulation  in 
Abdominal  Surgen'.  Ann,  Surg.  24:-91--9S  (Oct.)  1946: 
(b)  McClure,  Roy  D,:  Early  .-Ambulation  after  Operation, 
Editorial,    Am,   J.  Surg.   7ii:i-;j    (Oct.)    194.1, 

3.  (a)  Bellis.  C.  J„  Doss,  A,  K..  and  Craft.  C.  B, :  The  Cir- 
culation Rate  after  Operation,  ^vith  Special  Reference  to 
Effect  of  Position.  Surgery  13:35-45  (Jan.)  1943:  (b) 
Mayerson,  H,  S,,  and  Burch,  G,  E, :  Relationship  of  Tissue 
(Sutjcutaneous  and  Intramuscular)  and  \'enous  Pressures 
to  Syncope  Induced  in  Man  Ijv  Gravity,  .\m.  J.  Physiol. 
128:258-269  (Jan.  1)  1940;  (c)  Snyder.  J.  C:  The  Cardiac 
Output  and  Oxygen  Consumption  of  Nine  Surgical  Patients 
before  and  after  Operation,  ,T,  Clin,  Investigation  17:571- 
579    (Sept.)    1933. 
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produced  by  prolonged  recumbency'^'  is  apt 
to  result  in  some  degree  of  atelectasis. 
Schafer  and  Dragstedt'""  have  pointed  out 
that  this  condition  probably  accounts  for  the 
fact  that  bedridden  patients  usually  main- 
tain a  higher  and  more  prolonged  elevation 
of  temperature  than  those  who  are  allowed 
to  be  up.  They  have  shown  that  the  erect 
posture  produces  a  downward  pull  on  the  ab- 
dominal contents,  lowering  the  diaphragm 
and  increasing  the  efficiency  of  the  cough 
reflex. 

Almost  all  who  have  practiced  early  am- 
bulation have  noted  the  usual  prompt  re- 
turn of  gastrointestinal  function  and  the 
rare  occurrence  of  urinary  retention. 

Basis  of  Report 

Two  groups  of  cases  have  been  used  as 
the  basis  of  this  report.  One  group  of  154 
patients  were  on  the  surgical  service  of  Dr. 
J.  Montgomery  Deaver,  Lankenau  Hospital, 
Philadelphia,  Pennsylvania,  during  the  peri- 
od April  1  to  September  21,  1946.  All  of 
these  patients  were  seen  personally  by  the 
junior  author  each  day  during  the  post- 
operative period.  The  other  group  of  cases 
includes  440  abdominal  operations  per- 
formed at  the  Scotland  County  Memorial 
Hospital  between  November  11,  1946,  and 
October  21,  1947.  All  of  these  patients  were 
seen  by  both  authors  each  day  during  the 
postoperative  period  of  hospitalization.  In 
both  groups  only  those  patients  who  sat  up 
in  a  chair  at  least  by  the  end  of  the  first 
postoperative  day  and  who  walked  at  least 
by  the  end  of  the  second  postoperative  day 
are  included.  In  about  half  of  the  cases  here 
reported  the  patients  walked  within  the  first 
twenty-four  hours  after  operation;  the 
others  walked  by  the  end  of  the  first  forty- 
eight  hours. 

Method  of  Woinid  S id u ring 

With  the  single  exception  of  McBurney 
incisions  (which  we  close  with  chromic  cat- 
gut), non-absorbable  sutures  are  used  to 
close  the  fascia.  The  peritoneum  is  united 
with  a  double  continuous  no.  0  chromic  cat- 
gut suture,  meticulous  care  being  taken  to 
include  the  transversalis  fascia  in  this  suture 

i.  (n)  Ccrylloss.  P.  N.:  Postoperative  Pulmonarv  Coiiiplira- 
tions  and  Bronchial  Olistruction.  SiirR..  (ivnec.  &  Oh^it  -^ii- 
1';^'-%-.''  (¥-15')  "'■*":  (1>)  Powers,  J.  H.i  Vital  VnpncHy': 
Its  Sigrnifioance  in  Kelation  to  Postoperative  Pulmonarv 
Complications.  Arch.  SurR.  I7:.10l-3i;3  (.\us.)  192,s 
•  §'"',',''f''r-  P-  W..  and  Drasstedt.  I„  R. :  "Early  Risins" 
followins:  Major  .Snrftical  Operations,  Surer..  Gviiec.  & 
Obst.    81:!>3!17    (,Iuly)    19J5. 


Table  1 
Operative  Procedures 

Pttsttti>f'r(itivi'  D  Ills 
hi  HiiNpildl 
Opernfion  A'o.  Caxex  (A  renir/e) 

Appendectomy     223  7.1 

Hysterectomy, 

total,    supravaginal    120  10 

Pelvic   operations,  misc 104  9 

Herniorrliaphy    72  8 

Cholecystectomy   25  12 

E.xploratory  laparotomy  25  10 

Cesarean    section    10  9 

Intestinal   resection   4  12.5 

Perforated    peptic   ulcer 3  9.1 

Colostomy    2  12 

Gastric   resection   2  10.5 

Nephrectomy  2  10.5 

Ureterolithotomy    2  10.5 

TOTAL   594 

line.  Although  the  choice  of  non-absorbable 
sutures  is  now  multiple,  we  still  prefer  to 
close  the  anterior  rectus  sheath  with  inter- 
rupted no.  28  or  no.  30  alloyed  steel  wire. 
Rarely  are  sutures  used  in  the  muscle.  The 
skin  is  almost  always  closed  with  Michel 
clamps.  We  do  not  use  through-and-through 
retention  sutures,  as  we  feel  that  they  do 
not  add  strength  to  the  incision,  that  they 
greatly  increase  postoperative  discomfort, 
and  that  they  add  to  the  danger  of  hematoma 
and  infection.  We  use  vertical  and  trans- 
verse incisions  with  no  noticeable  difference 
in  our  results,  but  never  employ  midline  in- 
cisions ;  we  feel  that  paramedian  muscle  dis- 
placement incisions  give  added  strength  to 
the  wound.  Skin  clips  are  removed  on  the 
fourth  day  in  transverse  incisions  and  on 
the  fifth  day  in  vertical  ones. 

Technique  of  Ambulation 

Until  recently  we  tried  to  get  our  patients 
to  walk  between  the  eighth  and  forty-eighth 
postoperative  hours,  but  we  have  now  come 
to  feel  that  early  ambulation  is  of  limited 
value  unless  the  patient  actually  walks  be- 
fore twenty-four  hours  have  elapsed.  We 
make  no  attempt  to  explain  early  rising  to 
the  patient  pre-operatively,  as  this  practice 
has  caused  anxiety  in  some  cases.  The  nurs- 
ing staff  is  given  detailed  instructions  as  to 
the  technique  of  getting  the  patient  out  of 
bed.  In  some  instances  it  is  only  after  re- 
assurance by  a  competent  nurse  that  the  pa- 
tient consents  to  early  postoperative  ambu- 
lation. In  most  cases,  however,  the  patient 
displays  eagerness  to  participate  in  this 
activity. 

If  the  operation  has  been  a  major  one,  the 
patient  is  asked  to  lie  on  his  side  near  the 
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edge  of  the  bed,  assistance  being  given  if  Table  2 

necessary.    The  head  of  the  bed  is  then  ele-  Complications 

vated  to  a  high  back-rest  position,  and  the  CompVcniion                                    Nn.  ca.«ex 

patient   is   allowed   to   dangle   his   feet.     If  Phlebitis  7 

,.  ,,  ,  .  ,     ,  Pulmonary  embolus  6 

vertigo   ensues,   the   procedure   is    repeated  Hematoma  of  wound 3 

later  until  this  is  overcome.    In  the  case  of  Wound  infection,  superficial  2 

appendectomies  and  most  herniorrhaphies  it  S;^;?;.itSlscess ":::::::;::::::::::  I 

has  been  found  that  the  patient  can  sit  up  Acute  bronchitis  1 

on  the  edge  of  the  bed  with  only  slight  as-  Atelectasis 0 

sistance  from  the  nurse.    After  the  patient  neus""""'.^...!;;;!-;;:;;".;;;';;;;""'".:"--;^;;;^"--    0 

has  sat  with  his  feet  dangling  for  a   few  Evisceration    0 

minutes,  he  is  assisted  to  his  feet,  permitted 

to  walk  ten  to  twenty  paces  with  assistance,  Seventy-two  of  the  cases  reported  here 
and  then  allowed  to  remain  in  a  chair  for  are  herniorrhaphies.  About  90  per  cent  of 
fifteen  to  twenty  minutes.  This  procedure  is  these  patients  have  been  followed  for  periods 
repeated  one  to  three  times  on  the  first  post-  ranging  from  two  to  fifteen  months.  To  date 
operative  day.  On  the  second  day  the  patient  there  have  been  no  known  recurrences  of 
is  permitted  short  walks  in  the  corridors  and  hernia.  We  employ  early  ambulation  in  all 
bathroom  privileges.  From  this  point  on,  of  our  hernia  cases,  whether  they  be  in- 
walking  is  rapidly  increased  as  the  patient  cisional,  umbilical,  femoral,  or  inguinal,  di- 
tolerates  it.  We  have  found  that  most  pa-  rect  or  indirect.  Our  feeling  is  that  a  wound 
tients  are  almost  fully  independent  by  the  may  be  disrupted  by  involuntary  actions 
fourth  day  following  laparotomy.  '  such  as  coughing,  sneezing,  or  vomiting,  or 
In  addition  to  ambulation,  we  insist  from  by  pressure  from  distention.  It  is  not  dis- 
the  start  that  the  patient  be  active  while  in  rupted  by  voluntary  eflfort,  for  the  patient 
bed.  He  is  encouraged  to  take  deep  breathing  will  not  hurt  himself.  We  feel  that  any 
exercises,  to  change  position  at  least  once  an  activity  within  the  limits  of  comfort  is  safe, 
hour,   and   to   dorsiflex  the  feet  at   least   a  jiens 

thousand  times  each  day.  This  practice,  we  p'^obablv  the  greatest  gratification  we 
feel,  helps  in  a  great  measui-e  to  le.ssen  the  ^^^^  experienced  with  early  ambulation  has 
stagnation  of  venous  blood.  We  have  found  ^^^^  ^^^  ^^^^^^  ^^^^pl^t,  ^^sence  of  pul- 
that  these  foot  exercises,  since  they  auto-  ^  complications  and  postoperative 
matically  elicit  Romans  sign,  have  made  .j^^^  ^^  ^^,^  ^^j  ^.^^jU^^,  ^,ith  the  common 
possible  a  much  ear  her  diagnosis  of  phle-  ^^^^,,g„,e  ^^  ileus,  with  distention  and 
bitis,  when  present,  by  causing  the  patient  ^^^j^ing,  following  hysterectomies,  chole- 
to  complain  of  pam  early  m  the  course  of  ,,,gtectomies,  and  other  abdominal  proced- 
this  complication.  ^^^^  ^^^^^^  ^^^  ^^^.^^^  .^  restricted  to  bed. 
Results  In  the  594  cases  reported  here — and  234  of 
Complications  in  the  group  of  cases  re-  them  were  pelvic  operations,  often  in  the 
ported  have  been  summarized  in  table  2.  presence  of  infection — no  patient  required 
There  has  not  been  a  single  death  in  the  the  insertion  of  a  Levine  tube  postoperative- 
series  of  594  cases.  ly.  If  this  were  the  only  advantage  that  early 
Wound  healing  r\&mg  had  to  offer,  it  in  itself  would  be  ade- 
,,  ,  ^  ^  ,  ,.  ,  .  quate  reason  for  the  routine  employment  of 
In  all  but  5  cases  healing  was  by  primary  ^^j^  procedure.  We  have  found  a  corres- 
mtention;  faulty  healing  was  due  to  super-  ^ing  decrease  in  the  need  for  postopera- 
ficial  infection  m  2  instances  and  to  hema-  ^j^.^  ^.^.j^^  ^^^^  ^^^.  ^^^  ^,,^,^]  third-dav  enema, 
toma  m  3.  There  were  no  wound  abscesses  ^^^^^^^  movements  often  being  spontaneous 
and  no  wound  disruptions,  and  until  the  ^^f^^^  ^^^  third  day. 
present  time  no  incisional  hernias  have  oc- 
curred. We  have  noted  more  satisfactory  Pnlmonary  complications 
wound  healing  in  those  patients  who  have  We  have  made  it  routine  to  order  patients 
walked  early  than  in  those  who  have  been  with  respiratory  infections  out  of  bed  within 
subjected  to  prolonged  bed  rest.  Possibly  ten  hours  after  operation.  This  practice  has 
the  reason  for  this  fact  is  the  almost  com-  not  increased  the  incidence  of  headache  fol- 
plete  absence  of  distention  in  the  former.  lowing  spinal  anesthesia.    The  only  notable 
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pulmonary  complication  in  our  series  was 
one  case  of  acute  bronchitis.  Recognizable 
atelectasis  did  not  appear  in  any  case,  and 
there  was  not  a  single  case  of  postoperative 
pneumonia. 

Vascular  complica tio)if; 

Our  experience  with  thrombophlebitis  and 
embolism  has  not  been  as  gratifying.  Phle- 
bitis occurred  in  7  of  our  594  cases — an  inci- 
dence of  1.2  per  cent.  In  these  7  cases  there 
were  three  major  pulmonary  emboli,  none 
being  fatal.  A  careful  study  of  each  of  these 
cases  revealed  that  not  one  of  the  patients 
walked  on  the  first  day,  or  more  than  a  few 
steps  on  the  second  day.  All  of  them  were 
up  in  a  chair  on  both  days.  It  appeared  sig- 
nificant that  none  of  the  patients  who 
walked  on  the  first  day  had  phlebitis  or 
embolic  phenomena. 

There  is  little  doubt  that  venous  compli- 
cations begin  early  after  surgery,  and  in 
order  to  prevent  them  it  is  imperative  that 
the  patient  walk  within  a  matter  of  hours 
after  his  return  from  the  operating  room. 
If  to  this  practice  one  adds  reasonable  exer- 
cises for  the  patient  during  the  time  he 
spends  in  bed,  it  stands  to  reason  that  the 
dreaded  vascular  complications  of  surgery 
can  be  greatly  diminished. 

Urinarij  retention 

We  still  see  cases  of  urinary  retention,  and 
we  have  no  definite  statistics  on  the  fre- 
quency of  its  occurrence.  We  can  safely 
state,  however,  that  the  incidence  of  this 
complication  has  been  cut  in  half. 

Summary  and  Conclusion 

^  A  series  of  504  cases  of  abdominal  opera- 
tions in  which  early  ambulation  was  em- 
ployed is  reported.  There  was  no  mortality. 
The  incidence  of  postoperative  complica- 
tions, with  the  possible  exception  of  phle- 
bitis, was  decreased  markedly.  The  tech- 
nique of  early  ambulation  is  described,  and 
the  rationale  of  this  practice  is  discussed. 

Except  for  cases  of  shock,  severe  general- 
ized peritonitis,  cardiac  failure,  and  a  few 
other  conditions  which  require  bed  rest,  all 
of  our  patients  are  made  to  walk  during  the 
first  twenty-four  hours  after  abdominal  sur- 
gery. We  have  found  this  practice  a  sound 
one.  Except  for  those  conditions  which  de- 
mand bed  rest,  we  have  found  no  contra- 
indications to  early  ambulation,  and  recom- 
mend its  use  without  qualification. 


DOES  THE  EFFECTIVENESS  OF 
INFLUENZAL  AND  RICKETTSIAL 
VACCINES  JUSTIFY  THEIR  USE? 

Bennette  B.  Pool,  M.D. 
Winston-Salem 

The  prevention  of  acute  infectious  diseases 
is  a  goal  which  physicians  try  to  achieve 
by  various  means.  The  benefit  derived  from 
immunization  with  vaccines,  as  a  means  of 
preventing  infections,  must  be  weighed 
against  the  possible  dangers  inherent  in 
their  use.  The  use  of  vaccines  should  be 
given  especially  careful  consideration  if  the 
material  utilized  is  allergenic  and  if  the  re- 
cipient is  hypersensitive  or  has  an  allergic 
family  background.  The  new  vaccines  em- 
ployed for  prophylaxis  against  virus  and 
rickettsial  diseases  are  grown  in  chick  em- 
bryonic tissue.  It  is  common  knowledge 
that  egg  is  a  substance  to  which  many  mem- 
bers of  the  population  are  sensitive. 

Each  of  these  types  of  vaccines  induces 
variable  immune  responses  in  different  in- 
dividuals. Those  who  have  used  the  vaccines 
most  consider  them  to  be  of  greater  value 
in  ameliorating  the  effects  of  the  infections 
than  in  preventing  them  completely'".  The 
duration  of  immunity  seems  to  extend  little 
beyond  one  year;  if  the  vaccine  has  been 
given  two  or  more  years  in  succession,  im- 
munity may  be  greater.  It  is  possible  that 
children  are  more  fully  protected  than  are 
adults. 

Benefits 
Viral  vaccines 

The  severe  epidemic  of  influenza  which 
followed  World  War  I  is  still  vividly  remem- 
bered by  the  physicians  who  cared  for  its 
victims.  The  cyclic  recurrence  of  epidemics 
of  influenza  would  suggest  that  another 
pandemic  is  now  overdue.  Most  of  the  recent 
epidemics  in  this  country  have  been  traced 
to  two  viruses — influenza  A  and  B'-'.  Effect- 
ive vaccines  have  been  prepared  which  in- 
duce in  susceptible  individuals  a  demon- 
strable immune  response  to  these  viruses. 
The  most  enthusiastic  reports  on  the  use  of 
influenza    vaccine   have    come   from    studies 


From  tlie  Department  of  Internal  Medicine.  Bowm.an  Gray 
SclHKil  of  Medicine  of  Walie  Forest  College,  Winston-.Salein. 
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Read  before  the  Southeastern  .\llergy  Association.  Rich- 
mond.   \'irginia,    January    17,    1948. 

1.  Francis.  Thomas.  Jr.  and  others:  The  Present  Status  of 
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conducted  on  large,  homogeneous  groups  of 
people. 

During  the  past  few  years  the  death  rate 
from  influenza  in  North  Carolina  has  been 
very  low.  In  1945  only  410  out  of  28,612 
deaths  were  attributed  to  influenza.  In 
1946,  286  out  of  28,371  deaths  were  attrib- 
uted to  this  cause'-".  In  a  200-bed  general 
hospital  in  Winston-Salem,  only  2  cases  of 
influenza  were  admitted  in  1946,  and  17 
cases  in  1947.  Only  9  patients  with  influ- 
enza were  admitted  to  the  North  Carolina 
Baptist  Hospital  during  1946.  The  apparent 
mildness  of  clinical  influenza  in  our  section 
of  the  country  during  recent  years  makes  it 
difficult  to  evaluate  the  effectiveness  of  in- 
fluenza vaccine.  Evaluation  is  particularly 
difficult  when  one  is  dealing  with  hetero- 
geneous groups  of  people  in  private  practice, 
rather  than  homogeneous  groups  in  institu- 
tions or  in  the  armed  services.  In  spite  uf 
these  difficulties,  I  have  attempted  to  e.sti- 
mate  the  efficacy  of  influenza  vaccine  in  my 
part  of  the  country  during  the  past  few 
years.  The  same  benefits  and  dangers  inher- 
ent in  the  use  of  influenzal  vaccines  would 
be  expected  from  other  virus  vaccines  grown 
on  chick  eggs,  such  as  those  for  encephalitis, 
yellow  fever,  and  rabies. 

Since  upper  respiratory  infections  are  the 
leading  cause  of  loss  of  time  from  work,  in- 
dustrial plants  have  become  intere.sted  in 
prophylactic  immunizations  as  a  means  of 
reducing  the  number  of  days  lost.  Two  of 
the  largest  industries  in  Winston-Salem 
have  allowed  me  to  review  their  records  for 
influenza  vaccinations  in  1946. 

In  one  plant  841  employees  received  the 
vaccination.  Minor  reactions  occurred  in  18 
per  cent,  but  there  were  no  major  reactions. 
Only  two  persons  lost  time  from  work  as  a 
result  of  vaccination.  This  study  has  not 
been  thoroughly  controlled,  but  is  compar- 
able to  the  problems  encountered  in  practice. 
The  physician  in  charge  of  this  project 
stated  that,  on  the  basis  of  time  lost  during 
the  period  when  the  greatest  incidence  of 
influenza  would  be  anticipated,  no  significant 
difference  was  noted  between  the  vaccinated 

3.  Personal  Communication  from  Dr.  C.  P.  Stevick.  Acting: 
Director.  Division  of  Vital  Statistics,  N.  C.  State  Board 
of  Healtli. 


Table  1 

Total 

Lost  Time  from  Work 

Days  Lost 

Av.  for  Each 

No.               Percent. 

Total             Employee 

2315 

180                   7.8 

904                   5.02 

8156 

701                   8.6 

3502                   4.96 

and  the  unvaccinated  groups. 

The  results  of  the  influenza  vaccinations 
in  the  other  industry  are  shown  in  table  1. 
This  study  is  as  well  controlled  as  one  can 
reasonably  expect  in  an  industrial  group. 
There  is  no  significant  difference  between 
the  two  groups  in  the  average  number  of 
days  lost  by  each  employee  during  the  in- 
fluenza season. 

Broadbent  and  Menefee  reported  that  they 
gave  influenza  vaccine  to  85  students  after 
the  onset  of  an  epidemic  in  a  North  Caro- 
lina college  during  1945'-".  The  incidence  of 
influenza  in  the  vaccinated  group  was  2.3 
per  cent;  in  the  control  group,  8.6  per  cent. 
It  should  be  noted  that  the  immunizations 
were  not  given  until  after  the  onset  of  the 
epidemic.  It  is  known  that  an  effective  im- 
mune response  can  be  detected  within  seven 
to  ten  days  after  administration  of  the  vac- 
cine, and  that  the  peak  of  effectiveness  is 
reached  after  two  weeks.  For  compact 
groups  vaccination  may  be  withheld  until  a 
local  epidemic  is  eminent. 

The  health  officer  in  a  county  adjoining 
Foi'sytl\  vaccinated  almost  1000  persons  in 
1946;  until  today  he  is  not  sure  whether  or 
not  the  vaccine  was  of  benefit. 

In  my  private  practice,  influenza  vaccine 
has  been  administered  only  on  the  direct 
request  of  the  patient ;  it  has  been  explained 
to  each  patient  that  the  vaccine  is  specific 
only  for  influenza  A  and  B  and  is  of  no  value 
in  preventing  common  colds  or  other  types 
of  upper  respiratory  infections.  The  pri- 
vate practice  of  an  individual  doctor  is  made 
up  of  a  heterogeneous  group  exposed  to 
many  possible  sources  of  infection.  In  my 
pi'actice  it  has  been  impossible  to  conduct  an 
adequately  controlled  study.  Furthermore, 
a  true  epidemic  of  influenza  has  not  occurred 
in  my  section  of  the  country  since  I  began 
this  investigation.  However,  the  incidence 
of  influenza  among  patients  immunized  with 
influenza  vaccine  A  and  B  has  been  very 
little,  if  any,  less  than  among  patients  not 
taking  the  vaccine. 

One  allergic  patient  of  mine  to  whom  in- 

4.  Broadbent.  T.  R..  and  Menefee.  E.  E..  Jr.:  The  Effect  of 
Immunization  on  Epidemic  Influenza,  North  Carolina  M.  J. 
7:,553-.i5t    (Oct.)    Ifll6. 
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fluenza  vaccine  was  given  in  the  first  week 
of  November,  1947,  came  down  with  atypical 
virus  pneumonia  before  the  end  of  the 
month.  My  experience  led  me  to  obtain  the 
opinion  of  about  three  dozen  physicians 
throughout  the  country,  including  many 
allergists,  as  to  their  experience  with  influ- 
enza vaccine.  Three  fourths  of  them  have 
used  the  vaccine  very  little  or  were  not  en- 
thusiastic over  the  results  obtained. 

Rickettsial  vaccines 

Vaccines  have  been  prepared  against 
epidemic  typhus''"  and  scrub  typhus — tsut- 
sugamushi  disease.  Military  experience  has 
shown  these  vaccines  to  be  apparently  ef- 
fective in  controlling  epidemics,  where  they 
are  used  in  conjunction  with  other  prophy- 
lactic measures,  such  as  eradication  of  the 
insect  vector  by  DDT  and  removal  of  troops 
from  the  infected  area"".  About  three  years 
ago  a  mild  outbreak  of  endemic  typhus  oc- 
curred in  Winston-Salem.  This  infection  is 
transmitted  from  rat  to  man  by  the  rat  flea. 
The  infected  area  of  the  city  was  readily 
discovered,  and  a  program  of  typhus  control 
which  included  the  rat-proofing  of  buildings 
and  extermination  of  rats  was  instituted 
by  the  city  in  cooperation  with  the  U.  S. 
Public  Health  Service.  Only  one  worker  in 
the  construction  and  eradication  crews  took 
typhus  vaccine.  There  has  been  no  case  of 
typhus  among  the  workers  or  employees  in 
the  buildings  infested  with  rats  since  the 
program  was  undertaken. 

In  North  Carolina  a  moderately  severe 
strain  of  Rocky  Mountaiti  spotted  fever  is 
endemic.  About  50  cases  of  rickettsial 
spotted  fever,  with  a  death  rate  of  23  per 
cent,  have  been  studied  at  the  Bowman  Gray 
School  of  Medicine  in  recent  years.  Through- 
out the  state  the  mortality  has  been  approxi- 
mately 35  per  cent.  Though  the  use  of  para- 
aminobenzoic  acid  promises  to  reduce  the 
death  rate  somewhat,  the  problem  is  still  a 
great  one.  Efi'ective  vaccines  against  this 
strain  of  rickettsia  are  prepared  from  chick 
eggs  and  from  the  tissues  of  infected  ticks'"'. 
The  incidence  of  infection  in  wood  or  dog 

:>.  Cox.  H.  R.  and  Hell.  E.  J.:  Kpuleinic  :in(\  Endemic  Ty- 
plius:  I'rotei-tive  \'aUie  for  Ouinea  I'iirs  of  X'accines  Pre- 
pared from  Infected  Tissues  of  tiie  Developins  Chick 
Embryo,    Pub.    Health    Rep.    .i.-,  :1 1"-1 1:.    (.[an.    Ul)    lilKi. 

fi.  Mackie.  T.  T.  and  otiiers*:  Oliservatiiiiis  on  Tsutsu^amushi 
Disease  (Scrul)  Typluis)  in  Assam  and  Burma:  Pre!iniinar>' 
Report.    Am,   J,    Hys:,    i:i:I!i.l-21H    (May)    liini. 

7,  (a)  Cox.  H,  R.:  Rocky  Mountain  Spotted  Fever;  Protect- 
ive \'a)ue  for  ftuinea  Pi?s  of  ^'accine  I'repared  from 
Rickettsiae  Cultivated  in  PLmbryonic  Chick  Tissues',  Pub. 
Health  Rep,  .i  +  noTii-liiTT  (June  Kit  l!i3!i:  (b)  Parker. 
R.  R,:  Rocky  Mountain  Spott'^d  Fever:  Results  of  Fifteen 
I'ears'  Prophylactic  \",accination,  .\ni.  J.  Trop,  .Med,  21: 
:!ii!i-:is:!    (May)    liin. 


ticks  in  North  Carolina  is  unknown,  but  is 
probably  low. 

Ticks  may  carry  a  strain  of  low  virulence 
which  will  produce  a  mild  infection,  or  a 
strain  of  high  virulence  producing  severe 
disease.  The  incidence  and  severity  of  the 
infection  vary  greatly  from  year  to  year  in 
the  same  community,  and  in  the  same  year 
between  closely  adjacent  communities.  Eval- 
uation of  the  efi'ectiveness  of  vaccine  is 
therefore  difficult.  Administration  of  the 
vaccine  is  not  advocated  for  large  groups  of 
people  unless  they  live  in  a  highly  endemic 
area,  or  one  where  the  strain  is  highly  viru- 
lent. Individuals  who  expect  to  take  a  hunt- 
ing or  fishing  trip,  who  picnic  often,  or  who, 
for  some  occupational  reason,  expect  to  be 
in  woods  and  fields  should  take  the  vaccine. 
Since  most  of  the  cases  of  Rocky  Mountain 
spotted  fever  in  North  Carolina  occur  in 
children,  it  would  seem  advisable  to  con- 
sider immunization  as  a  routine  procedure 
for  children. 

The  discovery  of  a  new  rickettsial  disease 
— rickettsialpox — makes  it  highly  probable 
that  a  vaccine  again.st  this  mite-borne  dis- 
ease of  rats  may  be  available  shortly. 

Dangers 

It  is  recognized  that  allergic  manifesta- 
tions occur  in  approximately  10  per  cent  of 
the  general  population.  Ratner  and  Un- 
tracht"*'  have  stated  that  10  per  cent  of  al- 
lergic persons  are  sensitive  to  egg  and  its 
related  proteins.  One  would  therefore  anti- 
cipate that  1  per  cent  of  people  in  the  gen- 
eral population  are  allergic  to  egg  protein. 
Roth'"  reports  9  cases  of  allergic  reactions 
to  typhus  vaccine.  Since  only  4  of  the  re- 
actors gave  a  history  of  allergy  to  egg,  it  is 
obvious  that  the  history  alone  is  not  reliable 
in  excluding  individuals.  One  soldier,  imme- 
diately after  the  first  injection  of  the  vac- 
cine, had  extreme  dyspnea,  cough,  weakness, 
substernal  pain,  cyanosis,  and  other  symp- 
toms of  shock. 

That  influenza  vaccine  is  not  given  with- 
out some  danger  is  shown  by  the  following 
case  history : 

A  previously  healthy  white  man,  aged  38,  was 
given  influenza  vaccine  in  the  course  of  a  group 
immunization.  None  of  the  patients  were  skin- 
tested.  Five  minutes  after  the  injection  he  began 
to  complain  of  a  throbbing  sensation  in  the  back  of 
the  head,  which  was  followed  by  a  continuous  head- 

s.  Ratner,  B,  and  Tntracht,  S. :  .\Ilerg:y  to  Virus-  and  Ricket- 
tsial \'accines:  .Allersy  to  Influenza  A  and  B  \'accine  in 
Children.    J..\.M,.\,    l:!2  :sfi9-9ii.i    (Dec,    U)    19tli. 

!>.  Roth,  \',  E,:  Reactions  to  Typhus  Vaccine,  Bull,  l',  S. 
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ache  lasting-  forty-eight  hours.  Soon  after  the  head- 
ache began,  he  observed  tightness  in  the  throat  and 
chest,  followed  by  wheezing.  On  the  following  day 
his  eyes  and  face  began  to  swell  and  he  felt  "tight" 
all  over.  The  symptoms  persisted  about  twenty-four 
hours  and  then  began  to  improve  spontaneously; 
generalized  soreness  and  stiffness  persisted  for 
several  days. 

In  November,  1947,  I  gave  influenzal  vac- 
cine to  130  persons  in  an  institution.  Six  to 
8  per  cent  had  minor  reactions,  consisting 
of  malaise,  low-grade  fever,  aches  and  pains ; 
in  one  instance  a  very  badly  inflamed  and 
swollen  arm  resulted.  Francis  attributes  the 
latter  type  of  reaction  to  the  presence  of  a 
large  amount  of  virus  in  the  preparation  and 
not  to  the  egg  and  related  proteins.  The 
minor  reactions  are  more  common. 

The  need  for  yearly  repetition  of  the  im- 
munizing dose  recalls  an  a.xiom  in  allergic 
practice:  repeated  injections  of  any  foreign 
substances  may  result  in  hypersensitivity  to 
that  substance.  Yearly  inoculations  with 
viral  and  rickettsial  vaccines  prepared  from 
cultures  grown  on  embryonic  chick  tissue 
may  result  in  sensitization  of  patients  not 
now  sensitive  to  egg.  Francis'"  states  that 
influenza  vaccine  does  not  sensitize,  but 
Ratner  and  Untracht'"'  believe  it  possible 
that  this  novel  method  of  introducing  a  food 
protein  may  cause  some  persons  to  become 
hypersensitive  to  egg-containing  foods.  Ex- 
periments indicate  that  vaccines  for  typhus 
grown  on  membranes  are  not  as  sensitizing 
as  those  grown  on  the  entire  embryonic  tis- 
sue. 

The  dangerous  reactions  associated  with 
the  use  of  the  viral  or  rickettsial  vaccines 
for  prophylaxis  can  be  avoided  if  each  pro- 
phylactic injection  is  preceded  by  an  intra- 
dermal test  dose.  Untested  patients  have 
been  known  to  have  profound  or  fatal  ana- 
phylactic reactions  to  the  first  or  to  subse- 
quent prophylactic  injections  of  influenza 
vaccine. 

Conclusion 

None  of  the  vaccines  discussed  give  com- 
plete protection  against  the  infections  for 
which  they  are  used,  but  they  make  subse- 
quent infections  less  severe.  The  protection 
usually  does  not  exceed  one  year's  duration. 
Vaccine  prepared  from  material  grown  on 
chick  egg  should  not  be  used  in  allergic  in- 
dividuals without  preliminary  skin  tests. 
In  fact,  it  would  be  wise  to  test  all  persons 
before  the  administration  of  such  a  vaccine. 
In  certain  circumstances  yearly  adminis- 
i  tration  of  a  viral  or  rickettsial  vaccine  is 


indicated.  Administration  of  such  vaccines 
should  be  decided  on  the  basis  of  individual 
need.  People  entering  areas  where  typhus  is 
endemic  should  certainly  be  immunized. 
Lumbermen,  vacationists,  and  children 
working  or  playing  in  areas  where  Rocky 
Mountain  spotted  fever  is  endemic  should 
be  immunized  against  this  disease.  In  view 
of  the  uncertainty  concerning  the  degree 
and  duration  of  immunity  afforded  by  in- 
fluenza vaccine,  and  the  demonstrated  eflfect- 
iveness  of  immunization  after  the  onset  of 
an  epidemic,  it  would  seem  wise  to  withhold 
widespread  prophylactic  immunization 
against  influenza  until  there  is  reason  to 
believe  that  an  epidemic  is  beginning. 


ANTEMORTEM  DIAGNOSIS  OF 
BILATERAL  RENAL  AGENESIS 

Lt.  Comdr.  J.  U.  GuNTER*  (MC),  USN 

(Old 

Lt,  (jg)  F.  S.  OsER  (MC),  USNR 

Norfolk,  Virginia 

The  facial  characteristics  of  infants  with 
complete  renal  agenesis  were  recently  de- 
scribed by  Potter'"  as  follows:  "The  princi- 
pal changes  consist  of  a  mild  increase  in 
width  between  the  eyes,  a  very  prominent 
fold  of  skin  arising  at  the  inner  canthus,  a 
flattening  of  the  nose,  mild  retraction  of  the 
lower  jaw,  and  large,  low  lying  ears  with 
incomplete  cartilaginous  development."'""' 
After  correlating  these  characteristic  fea- 
tures with  bilateral  renal  agenesis.  Potter 
reported  that  absence  of  kidneys  was  cor- 
rectly prognosticated  in  2  cases  prior  to  the 
examination  of  the  interior  of  the  body. 

Following  is  the  report  of  a  case  in  which 
one  of  us  (F.S.O.)  predicted  the  probable 
postmortem  findings  soon  after  the  baby  was 
born  and  before  its  death  occurred.  This 
case  confirms  the  accuracy  of  Potter's  ob- 
servations, and  emphasizes  the  fact  that  this 
uncommon  anomaly  can  be  diagnosed  during 
life. 

Case  Report 

A  baby  girl  was  born  on  July  24,  1946, 

From  tlie  V.  S.  Naval  Hospital,  Naval  Station,  Norfolk, 
\'irjrinia. 

This  ai-ticle  lin.s  been  releaser!  for  publication  by  the  Divi- 
sion of  Publications.  Bureau  of  Medicine  and  Surgery.  Na\>' 
Department.   Washington.   D.   C. 

*  Now  in  the  Department  of  Pathology.  Watts  Hospital. 
Durham.   North  Carolina. 

1.  Potter.  E.  L.:  (a)  Facial  Characteristics  of  Infants  with 
Bilateral  Renal  .\genesis,  Am.  J.  Obst.  &  Gynec.  ,il:S85- 
Ss8  (June)  104(1:  (b)  Bilateral  Renal  Agenesis.  J.  Pediat. 
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to  a  noi-rnal  primipara,  27  years  old.  The 
mother's  prenatal  course  was  uneventful  and 
she  went  into  labor  spontaneously  two  weeks 
before  the  expected  date  of  confinement.  She 
was  Rh-positive,  and  the  routine  laboratory 
findings  were  normal.  The  delivery  was  en- 
tirely normal. 

The  infant  did  not  cry  and  made  no  at- 
tempt to  breathe.  The  usual  measures  for 
resuscitation  were  tried,  and  presently  the 
child  began  breathing  sporadically,  taking  a 
gasp  about  every  thirty  seconds.  No  regular 
respiratory  rhythm  was  ever  established. 
The  muscle  tone  was  poor  and  there  was  no 


sphincteric  control  of  the  rectum. 

The  eyes  were  rather  far  apart,  and  an 
unusuallv  prominent  semicircular  fold  arose 
at  the  inner  canthus  of  each  eye  and  passed 
backward  and  outward.  The  ears  were  large 
and  low-set,  and  were  partially  lacking  in 
cartilage.  The  chin  receded.  The  diagnosis 
of  bilateral  renal  agenesis  was  made  on  the 
basis  of  these  findings,  which  conform  with 
the  typical  facies  of  this  condition  as  de- 
scribed by  Potter.  Furthermore,  the  child 
did  not  urinate.  Death  occurred  about  three 
hours  after  the  infant  was  born. 

At  autopsy,  performed  eight  hours  after 
death,  the  body  weighed  2350  Gm.  The  fea- 
tures previously  described  were  noted  (fig. 
1).  The  fontanelles  were  large  and  the 
cranial  sutures  were  wide,  the  parietal  bones 
being  separated  by  about  1  cm.  The  muscu- 
lar and  subcutaneous  tissue  of  the  lower 
extremities  seemed  to  be  poorly  developed. 


Fig.  1.  This  photograph  shows  the  characteristic 
facies  of  bilateral  renal  agenesis.  The  adrenals 
can  be  seen,  but  kidneys  are  not  present. 
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Fig.  2.  The  large  lateral  masses  are  adrenal 
glands.  The  small  masses  just  below  the  ad- 
renals are  oviducts.  The  ovaries  are  greatly 
elongated.  The  bladder  contains  no  ureteral 
orifices. 

Both  kidneys  and  ureters  were  absent. 
The  bladder  was  small  and  empty,  and  con- 
tained no  ureteral  orifices,  though  the 
urethra  was  normal.  The  adrenals  appeared 
large  (fig.  2),  and  were  unusual  in  shape 
because  of  the  absence  of  kidneys.  At  the 
lower  pole  of  each  adrenal  was  a  small  mass 
of  tissue  measuring  about  8  by  2  by  2  mm. ; 
microscopic  study  showed  these  to  be  fal- 
lopian   tubes.     A    fibrous    band    containing 
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blood  vessels  extended  upward  on  each  side 
fi-om  the  posterior  surface  of  the  bladder 
toward  these  masses.  The  ovaries  were 
elongated  structures  attached  to  these 
fibrous  bands.  Each  ovary  measured  about 
40  mm.  in  length  and  2  to  3  mm.  in  diameter. 
Microscopic  sections  were  made  of  each 
ovai-y  and  of  the  corresponding  fibrous  band 
at  several  levels;  these  failed  to  show  any 
other  remnants  of  fallopian  tubes  or  any 
structures  resembling  ureters.  No  trace  of 
a  uterus  or  vagina  was  found. 

The  other  abdominal  viscera,  the  thoracic 
organs,  and  the  cranial  contents  were  nor- 
mal. No  other  congenital  anomalies  were 
found. 


ATABRINE  IN  THE  TREATMENT  OF 
TRICHOMONAS   VAGINITIS 

Fred  M.  Dula,  M.D. 

Lenoir 

Few  curable  lesions  may  be  more  resistant 
to  therapy  than  trichomonas  vaginitis ;  the 
varying  success  obtained  with  the  many 
preparations  offered  by  the  various  pharma- 
ceutical houses  is  a  matter  of  record.  We 
have  recently  seen  6  cases,  and  well  remem- 
ber many  others  in  the  past,  in  which  the 
history  was  that  of  recurrent  failures  with 
all  methods  of  treatment  employed  at  pres- 
ent. 

In  the  search  for  some  chemical  agent 
with  which  to  combat  this  infection,  our 
attention  was  drawn  to  the  morphologic 
similarity  between  Trichomonas  vaginalis 
and  Giardia  lamblia ;  this  suggested  that 
both  organisms  might  respond  in  a  similar 
manner  to  atabrine,  which  has  been  used 
successfully  in  the  treatment  of  giardia  in- 
festations of  the  gastrointestinal  tract. 

Accordingly,  we  began  using  insufflations 
of  atabrine  (30  grains)  in  finely  powdered 
boric  acid  (1  ounce).  The  cervix  and  vagina 
were  first  mopped  dry ;  then  about  '  2  ounce 
of  this  mixture  was  blown  into  the  vaginal 
canal  through  a  duck-billed  speculum.  A 
large  cotton-tipped  applicator  was  used  to 
distribute  the  powder  over  the  entire  vaginal 
surface.  The  patient  was  advised  to  take  a 
lukewarm  vinegar  douche  just  before  re- 
turning for  treatment  two  days  later,  but  to 
avoid  intercourse  and  other  douches. 


Four  treatments  were  given  at  two-day 
intervals,  and  a  vaginal  smear  was  taken 
two  days  after  the  last  treatment.  All  final 
smears  have  been  reported  as  negative  in 
our  group  of  6  ca.ses.  Some  vaginitis  has 
persisted  for  several  days  after  the  negative 
smear  was  obtained,  and  in  one  case  a  very 
severe  chemical  vaginitis  forced  us  to  dis- 
continue treatment  after  the  second  visit. 
However,  a  smear  taken  several  days  later, 
after  cessation  of  the  vaginitis,  revealed  no 
trichomonad. 

No  systemic  reaction  has  occurred  in  any 
case  to  suggest  that  there  is  appreciable  ab- 
sorption of  atabrine  through  the  vaginal 
mucosa ;  the  only  untoward  reaction  of  any 
type  has  been  local  irritation  of  the  vagina 
in  some  cases.  This  chemical  vaginitis  dis- 
appears within  a  few  days  after  treatment 
is  stopped  and  the  use  of  boric  acid  douches 
begun. 

Conclusion 

Since  all  of  the  6  patients  in  this  group 
had  suffered  from  trichomonas  vaginitis,  de- 
spite the  Use  of  various  treatments,  for 
periods  ranging  from  several  months  to  as 
long  as  five  years,  we  believe  that  the  routine 
use  of  atabrine  in  such  cases  may  prove  to 
be  of  great  value. 


Maternal   Welfare   Section' 


From    Ihe   Dula   Hospital,    Lenoir,    North    Carolina. 


CASE  REPORTS  FROM  THE  RECORDS 

OF  THE  MATERNAL  WELFARE 

COMMITTEE 

Obstetric  Hemorrhage 

Obstetric  hemorrhage  has  become  the 
principal  cause  of  maternal  deaths  in  North 
Carolina.  One  hundred  and  fifteen  of  the 
320  maternal  deaths  which  have  been  com- 
pletely analyzed  by  the  Maternal  Welfare 
Committee  have  resulted  directly  or  indirect- 
ly from  the  loss  of  blood.  A  careful  study 
of  these  cases  has  shown  that  only  37  of  the 
patients  (32  per  cent)  received  a  blood 
transfusion  and  that  only  two  received  a 
quantity  of  blood  which  the  Committee  con- 
sidered adequate  under  the  existing  circum- 

*  Prepared  by  the  Maternal  Welfare  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina: 
Frank  R.  Lock,  M.D.,  J.  S.  Hunt,  M.D. 

Chairman  T.  L.  Lee,  M.D. 

J.  Street  Brewer,  M.D.  Ivan  Procter,  M.D. 

G.  M.  Cooper,  M.D.  R.  A.  Ross, M.D. 

E.  W.  Franklin,  M.D.  R.  A.  White,  M.D. 
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MATERNAL    DEATHS  IN 
NORTH    CAROLINA 
SINCE   AUGUST  I,  1947 

stances. 

Sixty-eight  per  cent  of  the  patients  did 
not  receive  whole  blood  by  transfusion,  al- 
though the  records  clearly  show  that  this 
treatment  was  the  only  one  which  would 
have  saved  the  patient's  life.  Glucose  solu- 
tion and  plasma  wei-e  usually  administered, 
but  these  fluids  are  of  only  temporary  value 
in  cases  of  severe  blood  loss. 

A  review  of  the  records  makes  it  apparent 
that  the  administration  of  a  blood  trans- 
fusion is  a  time  consuming  and  difficult  pro- 
cedure in  the  average  North  Carolina  hos- 
pital. Many  records  have  indicated  the  phy- 
sician's inability  to  find  a  suitable  blood 
donor  at  the  time  of  the  emergency.  In  one 
instance,  the  patient's  husband  refused  to 
give  the  blood  for  a  transfusion  which  might 
have  saved  his  wife. 

Delay  in  the  administration  of  blood  is 
unavoidable  unless  the  physician  has  a  blood 
bank  available  to  him.  The  period  of  hours 
which  is  often  required  to  obtain  a  suitable 
donor  may  mean  the  difference  between  life 
and  death.  The  cerebral  damage  which  may 
follow  even  short  periods  of  severe  hypo- 
tension and  anemia  often  leads  to  irrevers- 
ible shock. 

The  following  report  is  typical  of  the  115 
cases  in  which  death  resulted  from  obstetric 
hemorrhage. 

Case  1—N.  C.  M.  W.  C.  133 

A  white  patient,  .34  years  of  age.  had  five  normal 
pregnancies  temiinating  in  the  delivery  of  normal 
children.  She  did  not  consult  a  physician  during  her 
sixth  pregnancy.  On  March  13,  1947.  at  1  a.m..  she 
suddenly  had  an  attack  of  severe  abdominal  pain, 
associated  with  moderate  vaginal  bleeding.  She  was 
at  term. 

She  was  taken  immediately  to  an  urban  hospital. 
A  physician  saw  her  on  arrival  and  obtained  a  his- 
tory of  moderate  edema  in  the  last  three  weeks  of 


ft 


pregnancy,  but  no  other  prenatal  complications. 
Examination  revealed  a  moderate  degree  of  shock; 
the  patient  was  pale,  and  the  skin  was  rather  clam- 
my to  the  touch.  Blood  pressure  was  110  systolic, 
60  diastolic;  the  pulse  was  104. 

Labor  pains  had  begun  and  were  apparent  upon 
examination  of  the  uterus.  The  uterus  did  not  relax 
between  contractions,  and  was  abnormally  hard 
throughout.  Bleeding  had  apparently  stopped.  A 
diagnosis  of  premature  separation  of  the  placenta, 
with  internal  and  external  bleeding,  was  made.  La- 
bor was  progressing  satisfactorily;  the  presentation 
was  vertex.  The  intravenous  administration  of  plas- 
ma was  started  at  once,  and  an  attempt  was  made 
to  find  a  suitable  blood  donor.  The  patient's  mem- 
branes were  artificially  ruptured.  Her  labor  pro- 
gressed rapidly,  and  spontaneous  delivery  of  a  still- 
born baby  weighing  7  pounds,  8  ounces,  was  im- 
mediately followed  by  the  delivery  of  the  placenta 
and  a  large  amount  of  clotted  blood.  One  ampule 
of  Ergotrate  was  administered  intravenously  imme- 
diately following  delivery,  and  an  ampule  of  Pitui- 
trin  was  given  intramuscularly.  Moderate  bleeding 
continued,  and  a  second  dose  of  Ergotrate  was  given 
fifteen  minutes  after  the  delivery.  This  treatment 
controlled  the  patient's  vaginal  bleeding.  Her  con- 
dition was  poor,  however,  and  she  became  progres- 
sively weaker  in  spite  of  the  intravenous  adminis- 
tration of  1000  cc.  of  blood  plasma  and  1000  cc.  of 
.5  per  cent  glucose  and  saline.  She  expired  two  hours 
following  delivery. 

A  constant  search  was  made  for  a  blood  donor 
during  the  four  hours  of  this  patient's  hospitaliza- 
tion, but  without  success. 

Discussion 

The  hospitals  of  North  Carolina  must  be 
prepared  to  treat  hemorrhage  immediately 
by  transfusions  of  adequate  quantities  of 
whole  blood.  Blood  transfusions  cannot  be 
given  promptly  unless  a  blood  bank  is  avail- 
able. A  simple  manual  upon  the  formation 
and  maintenance  of  a  blood  bank  has  been 
prepared  by  the  ^Maternal  Welfare  Commit- 
tee and  is  available  upon  request  to  anyone 
who  is  interested  in  helping  to  solve  this 
problem.  Requests  for  copies  should  be  ad- 
dressed to  the  Maternal  Welfare  Committee, 
300  South  Hawthorne  Road,  Winston-Salem 
7,  North  Carolina. 
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CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


JosiAH  C.  Trent,  M.D..  F.A.C.S.,  Editor 
Durham 

VI 
THE  ANATOMY  OF  THE  LUNGS 

Certain  portions  of  the  human  body  have 
recently  been  subjected  to  close  scrutiny, 
and  much  of  value  has  come  from  the  more 
accurate  knowledge  so  gained.  Physiologists, 
biochemists,  and  even  clinicians  have  tended 
to  belittle  the  study  of  anatomy,  considering 
it  a  "dead"  subject  and  one  in  which  there 
could  be  no  further  extension  of  knowledge. 
The  lungs  have  proved  this  notion  to  be  fal- 
lacious. 

The  study  of  lung  anatomy  has  been  much 
neglected,  and  the  descriptions  of  this  organ 
given  in  most  of  the  current  textbooks  of 
anatomy  are  so  incomplete  or  inaccurate  as 
to  be  misleading.  Conventional  descriptions 
have  considered  the  lobes  as  structural  units. 
The  topography  and  completeness  of  the  fis- 
sures which  divide  them  have  been  described 
in  various  ways  by  different  anatomists. 
Since  it  was  not  until  recently  that  various 
parts  of  the  lung  have  been  removed  surgic- 
ally, there  has  heretofore  been  little  prac- 
tical need  for  a  more  detailed  knowledge  of 
the  anatomy  of  the  lung. 

The  lobe  has  been  considered  the  surgical 
unit  of  the  lung.  It  is  merely  a  segment  of 
lung  bounded  by  more  or  less  constant  and 
more  or  less  complete  external  fissures.  The 
lobes,  however,  are  in  reality  made  up  of 
clusters  of  bronchopulmonary  segments.  As 
a  result  of  the  desire  to  conserve  functioning 
uninvolved  portions  of  a  lobe  during  sur- 
gery, a  more  thorough  knowledge  of  these 
bronchopulmonary  segments  has  evolved. 
The  doctor  who  can  approach  diseases  of  the 
lungs  from  the  viewpoint  of  the  segmental 
distribution  of  the  bronchi  and  accompany- 
ing vessels  need  not  be  at  a  loss  when  con- 
sidering anything  less  than  total  lobe  dis- 
ease. 

Most  writings  on  bronchial  anatomy  have 
been  published  in  the  last  ten  to  fifteen 
years,  although  the  classical  accounts  of 
Aeby"'  and  Ewart'-'  appeared  during  the 
latter     part     of     the     nineteenth     century. 

1.  Aeljv.  0.  T. :  Der  Broncliialbaum  rler  SiiuKetliiere  uiul  des 
Mensrlien.  nebst  Benierkungen  iiber  den  Bronchialbaum 
der  Vrigel    und    Reptilien,    Leipzig,    Engelmann.    l«sii. 


Ewart's  monograph  contains  a  full  and  vir- 
tually complete  account  of  the  bronchial 
tree.  Unfortunately,  however,  the  really 
essential  anatomy  is  often  lost  in  a  detailed 
description  of  unimpoi'tant  branches.  Aeby's 
description  of  alternate  ventral  and  dorsal 
branches  has  been  copied  by  almost  all  text- 
books of  anatomy  since  his  time.  An  accept- 
able description  of  the  individual  bronchi 
should  be  based  on  their  peripheral  distribu- 
tion, and  not  on  their  mode  of  branching 
from  a  parent  stem.  Certainly  the  clinical 
evidences  of  pulmonary  disease  are  mani- 
fested usually  in  the  periphery  of  the  lung. 
The  clinician  and  the  roentgenologist  rely  on 
these  peripheral  changes  in  making  the  diag- 
nosis. Diagnosis  by  bronchoscopy,  however, 
does  depend  on  changes  in  the  major 
bronchi. 

Study  of  the  bronchi  by  dissection  alone 
can  never  give  a  complete  picture  of  their 
anatomy.  Only  by  the  complementary  use 
of  bronchial  casts  and  injected  specimens 
can  the  full  story  be  learned  and  depicted. 
Bronchograms  and  inspection  of  diseased 
segments  at  the  operating  table,  which  have 
been  made  possible  within  comparatively 
recent  times,  have  given  much  stimulation 
to  studies  of  the  finer  bronchopulmonary 
anatomy. 

The  operative  treatment  of  bronchiectasis 
has  opened  a  new  chapter  in  surgical  anat- 
omy. This  disease  is  multilobar  in  distribu- 
tion, but  may  be  limited  to  one  or  more 
bronchopulmonary  segments  within  a  lobe. 
It  therefore  becomes  mandatory  to  conserve 
all  the  uninvolved  bronchopulmonary  seg- 
ments within  each  lobe.  This  can  be  done 
only  if  the  newer  concept  of  lobar  anatomy 
is  understood.  Such  knowledge  is  of  equal 
or  greater  importance  in  considering  the 
etiology  and  treatment  of  lung  abscesses. 
If  external  drainage  is  contemplated,  it  is 
no  longer  sufficient  to  localize  the  abscess  in 
an  upper,  middle,  or  lower  lobe.  Exact 
knowledge  of  the  bronchopulmonary  seg- 
ment or  segments  involved  favors  proper 
drainage  and  the  conservation  of  normal 
lung  tissue. 

The  segmental  concept  of  the  lobe  in  sur- 
gery was  applied  first  to  that  segment  which 
shows  most  surface  evidence  of  at  least  par- 
tial segmentation — namely,  the  lingular  di- 
vision of  the  left  upper  lobe.    This  segment 

2.  Ewart,  v.'.:  Tlie  Bronclii  and  Pulmonary  Blood-Ve';sel«. 
Their  Anatomy  and  Nomenclature.  London.  J.  &  A. 
Churdiill,   1889. 
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is  usually  involved  along  with  the  lower  lobe 
in  patients  with  bronchiectasis.  Many  dis- 
appointing results  followed  removal  of  the 
lower  lobe  because  all  the  diseased  bronchi 
were  not  removed.  In  the  conventional  x-ray 
films  which  were  formerly  relied  upon  for 
diagnosis,  the  lingular  division  was  confused 
with  the  lower  lobe,  was  misinterpreted  be- 
cause of  the  cardiac  shadow,  or  was  not 
considered  at  all. 

In  1939  Churchill  and  Belsey'-''  made  a  re- 
port on  segmental  pneumonectomy  in  bron- 
chiectasis. This  article  was  made  quite 
complete  by  the  use  of  specimens,  drawings, 
and  bronchograms.  The  authors  stated  that 
the  lingular  process  may  be  considered  as 
the  homologue  of  the  right  middle  lobe.  It 
occupies  a  corresponding  position,  but  a  well 
developed  fissure  is  uncommon  on  the  left 
side.  Since  the  lingula  is  sufficiently  dis- 
eased to  demand  resection  in  about  80  per 
cent  of  the  cases  of  bronchiectasis  of  the 
left  lower  lobe,  this  segment  is  an  anatomic 
entity  of  great  practical  significance. 

Injection  experiments  made  on  the  hu- 
man lung  demonstrated  that  the  broncho- 
pulmonary segments  supplied  by  the  lingu- 
lar bronchus  were  constant  in  size,  position, 
and  configuration.  In  the  live  patient,  bron- 
chograms are  the  chief  sources  of  informa- 
tion about  the  bronchial  tree.  No  opinion 
about  certain  bronchopulmonary  segments 
can  be  based  upon  the  single,  conventional 
anteroposterior  view;  lateral  and  oblique 
views  are  essential  for  correct  interpreta- 
tion. 

The  other  lobes  of  the  lungs  have  also 
been  shown  to  be  composed  of  segments. 
Brock  of  England  has  recently  published  a 
monograph'^'  on  the  anatomy  of  the  bron- 
chial tree,  in  which  he  has  emphasized  the 
more  accurate  localization  of  pulmonary  dis- 
eases, especially  abscesses,  in  relation  to  the 
bronchopulmonary  segment  involved.  Photo- 
graphs of  metal  casts  of  the  bronchi,  as  well 
as  bronchograms.  illustrate  his  points.  He 
divided  the  right  upper  lobe  bronchus  into 
apical,  subapical,  and  pectoral  bronchi,  and 
by  injections  demonstrated  their  surface 
projections.  The  left  upper  lobe  bronchus 
has  an  added  branch — the  lingula.  The  low- 
er lobe  bronchi  on  both  sides  were  shown  to 
consist  of  apical,  subapical,  and  basal  bron- 

3.  Clmrchill.  E.  D.,  .and  Belsey.  R,:  SeRinental  Pneumonec- 
tomy 111  Bronehieetasis ;  Lingula  Sesment  of  Left  Upper 
Lobe,    Ann.    Surg.    i()!i:4SL4ii!i    (April)    1939. 

4.  Brock,  R.  C:  The  Anatomy  of  tlie  Bronchial  Tree  with 
Special  Reference  to  the  Surgery  of  Lung  Abscess,  New 
1  ork  and   London,    Oxford,    1940 


chi.  The  right  side  has  an  added  branch — 
the  cardiac  bronchus.  The  middle  lobe  was 
shown  to  have  a  medial  and  a  lateral  bron- 
chus. 

Thus,  for  purposes  of  accurate  localiza- 
tion and  description,  one  should  think  in 
terms  of  at  least  twenty  major  broncho- 
pulmonary segments,  rather  than  the  five 
conventional  lobes.  As  early  as  1934,  Nel- 
son'"" called  attention  to  the  pathologic  sig- 
nificance of  certain  segments.  He  found 
that  each  segment  possesses  independent 
bronchovascular  structures  and  is  separated 
from  adjacent  pulmonary  tissue  by  an  avas- 
cular plane.  Boyden""  in  1945  pointed  out 
that,  from  a  practical  standpoint,  most  of 
the  segments  can  be  considered  as  surgical 
units,  but  not  strictly  as  bronchova.scular 
units.  Some  arteries,  mainly  in  the  upper 
lobes,  are  intersegmental,  and  the  veins  may 
drain  blood  from  adjacent  segments.  These 
facts  are  of  great  importance  when  conserv- 
ative lung  surgery  is  undertaken. 

Further  subdivisions  and  numerous  varia- 
tions occur  within  the  sixteen  major  bron- 
chovascular segments.  These  are  probably 
of  concern  only  to  the  thoracic  surgeon. 

H.  H.  Bradshaw,  M.D. 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  College 

Winston-Salem,  N.  C. 

.T.  Xelson,  H.  P.:  Postural  Drainage  of  the  Lungs.  Brit. 
M.  .r.  i:ir>i-ir:-t   (.\ug.   in    i9.?4. 

(1.  Boyden,  K.  A.:  Intrahilar  and  Related  Segmental  .Anat- 
omy  of   Lung,   Surger)'    l«:7(i6-731    (Dec.)    194:1. 


The  busy  general  practitioner  .  ,  .  should  .  .  . 
never  loi-get  that  his  days  of  study  and  learning 
are  never  over.  The  medical  schools  are  again  all 
giving  excellent  postgraduate  courses.  Don't  let  any 
man  think  he  can  be  a  success  in  his  office  or  in  his 
hospital  if  he  does  not  take  a  few  weeks  occasion- 
ally to  bring  himself  up  to  date  on  the  work  he  most 
enjoys. — E.  A.  Royston:  The  Section  on  General 
Practice:  Its  Problems,  Its  Goals,  Its  Responsibili- 
ties, California  Med.  68:281   (April)   1948. 


The  general  practitioner's  obligation  to  his  pa- 
tients.— A  man  should  be  a  thoroughly  good  doctor, 
whatever  group  he  belongs  to.  A  man  belonging  to 
the  general  practice  group  should  take  particular 
pains  to  see  that  he  is  as  nearly  correct  in  his 
answers  as  possible.  He  should  not  excuse  himself 
by  saying,  "I  am  only  doing  general  practice."  It 
is  much  better  when  in  doubt  to  call  for  consulta- 
tion than  to  jeopardize  the  patient  and  one's  own 
status  by  giving  questionable  treatment.  The  mini- 
mum duty  of  a  general  practitioner  is  to  attend 
faithfully  his  hospital  staff  meetings.  He  is  sure  to 
learn  something  scientific  each  time,  and  further,  it 
brings  him  in  contact  with  his  fellow  staff  members. 
— E.  .\.  Royston:  The  Section  on  General  Practice: 
Its  Problems,  Its  Goals,  Its  Responsibilities,  Cali- 
fornia Med.  68:281   (April)   1948. 
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GENERAL  PRACTICE   AS  PREPARA- 
TION FOR  SPECIALIZATION 

Again  and  again  we  are  reminded  that 
history  repeats  itself.  In  1866  the  Commit- 
tee on  Medical  Ethics  of  the  American  Med- 
ical Association,  in  a  report  on  the  relative 
merits  of  specialization  and  general  practice, 
decided  that  the  disadvantages  of  specializa- 
tion "could  be  overcome  if  the  specialist 
would  begin  as  a  general  practitioner  and 
gradually  grow  into  his  specialty."  At  the 
recent  meeting  of  the  Texas  State  Medical 
Association,  Dr.  Willard  0.  Thompson,  pro- 
fessor of  medicine  at  the  University  of  Illi- 
nois, closed  an  address  on  "Common  Sense 
in  Medicine"  with  the  statement  that  there 
is  no  common  sense  in  failing  to  give  credit 
for  time  spent  in  general  practice  to  men 
seeking  certification  by  a  specialty  board. 
He  said  emphatically  that  a  number  of  years 
spent  in  general  practice  afforded  the  best 
possible  training  for  a  specialty.  Dr.  Thomp- 


son's is  by  no  means  a  lone  voice  in  the  wil- 
derness. Within  the  past  few  years  an  in- 
creasing number  of  editorials  and  articles 
in  medical  and  lay  publications  have  ex- 
pressed the  same  opinion. 

Time  was  when  it  was  the  custom  for  a 
doctor,  after  graduating  and  serving  an  in- 
ternship, to  do  general  practice  for  a  vari- 
able period  of  time  before  limiting  his  work 
to  one  branch  of  medicine.  Then  he  had  the 
choice  of  specializing  by  a  sudden  transition, 
after  spending  some  time  in  postgraduate 
study,  or  of  eliminating  one  branch  after 
another  until  he  had  narrowed  his  work  to 
the  one  field  finally  chosen.  One  wonders 
whether  Marion  Sims  or  Sir  James  Mac- 
kenzie would  have  rendered  their  outstand- 
ing service  to  medicine  had  they  not  served 
long  apprenticeships  as  family  doctors. 

One  of  the  most  successful  and  popular 
surgeons  and  teachers  in  our  state  served 
an  apprenticeship  of  ten  years  in  general 
practice  before  beginning  the  hospital  train- 
ing leading  to  certification.  This  young  man 
is  sure  that  he  is  a  better  surgeon  because 
of  the  years  spent  in  general  practice. 

Since  the  trend  of  recent  months  is  so 
definitely  in  favor  of  restoring  the  general 
practitioner  to  his  rightful  place,  and  since 
Dr.  Thompson's  suggestion  is  so  in  harmony 
with  this  trend,  it  is  highly  probable  that 
the  certification  boards  will  continue  to  lib- 
eralize their  requirements  in  favor  of  the 
men  who  have  spent  some  years  in  general 
practice.  Among  the  reasons  for  giving 
serious  consideration  to  such  a  policy  are : 

1.  A  specialist  should  be  primarily  a 
doctor  who  has  learned  to  view  the  patient 
as  a  whole  instead  of  seeing  only  an  unre- 
lated segment. 

2.  It  would  not  be  necessary,  as  is  now 
the  case,  for  a  medical  student  to  decide,  by 
the  time  he  has  gotten  his  diploma,  whether 
he  wants  to  be  a  specialist  or  a  family  doc- 
tor. Many  young  men  would  like  to  try  a  few 
years  in  general  practice  before  making  up 
their  minds.  Those  who  decided,  after  five 
or  ten  years  in  general  practice,  that  they 
wanted  to  specialize,  would  have  helped  sup- 
ply the  public  demand  for  family  doctors; 
and  it  is  worth  repeating  that  they  would 
make  better  specialists  because  they  would 
have  learned  to  view  the  patient  as  a  whole. 
Many  would  prefer  to  continue  as  family 
doctors. 

3.  Such  a  plan  would  help  immensely  to 
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increase  the  morale  of  the  general  practi- 
tioner, and  to  let  the  public  know  that  gen- 
eral practice  is  important,  if  not  indeed  es- 
sential, in  the  making  of  a  specialist. 

4.  It  would  decrease  the  present  over- 
crowding on  the  house  staffs  of  hospitals 
approved  for  specialty  training. 

5.  It  would  vastly  improve  our  public 
relations  by  increasing  the  number  of  doc- 
tors available  to  make  house  calls  and  take 
care  of  emergencies. 

DR.  CARL  V.  REYNOLDS 

Carl  Vernon  Reynolds,  M.D.,  who  was 
called  to  the  post  of  North  Carolina  State 
Health  Officer  on  November  10,  1934,  has 
resigned,  effective  June  30,  1948.  He  will 
long  be  remembered  in  connection  with  the 
advances  made  by  public  health  during  his 
tenure  of  office.  Since  he  became  State 
Health  Officer,  more  than  $21,000,000  has 
been  spent  on  various  public  health  activi- 
ties in  this  state.  Of  this  amount,  only  $5,- 
903,777  came  from  state  appropriations, 
while  funds  allotted  by  the  Federal  Govern- 
ment totalled  $13,187,858.  The  difference, 
$2,199,632,  came  from  private  contributions. 

Dr.  Reynolds  served  his  state  faithfully 
and  conscientiously.  He  held  a  middle-of-the- 
road  course.  Although  a  progressive,  he  was 
never  a  leftist.  He  preferred  the  term  "sup- 
plemental" to  "socialized"  medicine,  holding 
to  the  view  that  those  who  cannot  afford 
medical  care  are  entitled  to  receive  it  at 
public  expense,  whether  in  the  field  of  pre- 
ventive or  curative  medicine.  His  viewpoint 
in  this  matter  is  shared  by  the  best  medical 
thought. 

Ironically  enough,  the  state's  appropria- 
tions to  public  health  have  been  meager.  One 
wonders  whether  this  policy  has  been  one 
of  penury,  or  has  been  due  to  the  federal 
government's  lavish  expenditures.  What  Dr. 
Reynolds  failed  to  secure  through  state  ap- 
propriations came  to  the  state  through  fed- 
eral allotments  and  the  generosity  of  philan- 
thropists. At  any  rate,  his  administration 
was  blessed  with  sufficient  funds  to  place 
North  Carolina  in  the  forefront  in  many 
public  health  projects,  notably  in  the  field  of 
venereal  disease  control. 

Many  accomplishments  are  accredited  to 
public  health  in  North  Carolina  during  Dr. 
Reynolds'  term  of  office — enough  to  crown 
his  efforts  with  success.  As  he  goes  to  Cali- 
fornia,  to  enjoy  needed  and   desei'ved  rest 


and  recreation.  Dr.  Reynolds  carries  with 
him  the  best  wishes  of  his  associates  in  the 
medical  profession  and  of  the  beneficiaries 
of  public  health  in  North  Carolina. 

"WAR,  POLITICS,  AND  INSANITY" 

One  of  the  most  intriguing  books  that  has 
appeared  recently  is  a  slim  volume  of  121 
pages,  entitled  War,  Politics,  and  Insan- 
ity. It  is  published  by  The  World  Press, 
Denver,  Colorado,  and  sells  for  $2.00.  Its 
author  is  Dr.  C.  S.  Bluemel,  superintendent 
of  the  Mount  Airy  Sanitarium,  Denver.  One 
remarkable  feature  of  the  book  is  that,  al- 
though its  author  is  a  psychiatrist,  it  is 
written  in  such  clear  English  that  any  in- 
telligent high  school  graduate  should  be  able 
to  understand  it  without  difficulty. 

In  the  preface  Dr.  Bluemel  explains  how 
he  happened  to  give  birth  to  his  brain  child. 
Following  the  Democratic  landslide  in  1932, 
he  saw  "a  number  of  local  politicians  who 
suffered  from  mental  breakdowns  following 
their  political  defeat."  Many  of  these  de- 
feated politicians  committed  or  attempted 
suicide.  This  experience  aroused  Dr.  Blue- 
mel's  professional  curiosity,  and  he  began 
"to  study  the  psychological  qualities  of  poli- 
tical leadership  and  to  identify  the  disorders 
of  personality  with  which  aggressive  lead- 
ership is  commonly  associated." 

Dr.  Bluemel's  study  has  resulted  in  several 
interesting  observations,  which  present  a 
challenge  to  all  governments,  including  our 
own.  One  observation  is  that  there  are  two 
contrasting  types  of  leadership — one  impet- 
uous and  dangerous,  the  other  cautious  and 
steadfast.  "World  security,"  he  says,  "will 
never  be  attained  under  aggressive  leader- 
ship." On  the  contrary,  he  thinks  that  "One 
of  the  cardinal  causes  of  war  ...  is  the  fact 
that  national  leadership  frequently  falls  to 
men  of  abnormal  mental  makeup." 

Dr.  Bluemel  makes  a  convincing  case  for 
the  thesis  that  the  average  politician  has  an 
aggressive,  dominating  personality,  and  that 
"whatever  the  form  of  government  .  .  .  domi- 
nant men  contrive  to  rule" — for  example. 
Napoleon,  Huey  Long,  and  Frank  Hague. 
The  pattern  of  the  successful  politician  "con- 
sists in  high  dominance  drive  invariably 
associated  with  obsessive-compulsive  tend- 
encies." This  description  applies  to  such 
labor  leaders  as  John  L.  Lewis  and  J.  Caesar 
Petrillo.  It  is  well  enough  to  talk  of  choos- 
ing our  political  leaders  wisely,  but  Dr.  Blue- 
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mel  says  that  "it  is  the  leaders  rather  than 
the  followers  who  exercise  political  choice." 

The  author  says  that  the  psychiatry  of 
history  has  never  been  written,  but  that 
"In  the  appraisal  of  history  hypomania  is  as 
important  as  gunpowder  and  schizophrenia 
may  be  as  significant  as  the  atomic  bomb." 
Among  the  warped  personalities  who  have 
influenced  history  he  discusses  Gandhi, 
Stalin,  Mussolini,  Goering,  Hitler,  Joan  of 
Arc,  Oliver  Cromwell,  Napoleon  Bonaparte 
and  George  III  of  England. 

The  final  three  of  the  book's  eleven  chap- 
ters are  devoted  to  democracy :  "Democracy 
in  Action,"  "An  Appraisal  of  Democracy," 
and  "The  Future  of  Democracy."  The  author 
refers  to  Carlyle's  viewpoint  that  one  of  the 
principal  shortcomings  of  democracy  "is  the 
tendency  to  establish  the  talker  in  the  place 
of  honor,  while  leaving  the  doer  in  the  ob- 
scurity of  the  crowd."  As  a  concrete  ex- 
ample of  the  power  of  the  talker  is  cited  the 
filibuster:  "It  can  be  said  that  the  passage 
or  defeat  of  a  measure  may  in  some  in- 
stances be  determined  by  the  capacity  of 
the  speaker's  urinary  bladder." 

Speaking  of  democracy  in  action.  Dr. 
Bluemel  says  that  "The  compelling  urge  to 
leadership  is  in  itself  an  abnormal  trait  and 
it  seldom  associates  itself  with  judgment  or 
wisdom  .  .  .  the  politician  of  democracy  is 
frequently  a  man  of  hypomanic  makeup  .  .  . 
His  reactions  are  pathologically  emotional 
...  He  conducts  his  political  business  with 
tin  horns,  cow  bells  .  .  .  and  he  precipitates 
a  carnival  of  confusion  which  causes  sane 
men  to  wonder.  The  broadcast  of  a  political 
convention  disrupts  the  decorum  of  an  in- 
sane asylum  .  .  .  No  convention  of  lawyers, 
doctors,  bankers,  or  teachers  spends  itself 
in  emotional  rioting;  only  the  politician  re- 
verts to  the  pattern  of  bedlam." 

The  final  chapter  is  devoted  to  outlining 
"a  form  of  government  which  would  be  psy- 
chologically sound  and  which  would  elimi- 
nate the  man  of  disordered  personality  from 
the  ranks  of  national  leadership."  This  plan 
is  to  be  selective  rather  than  elective.  The 
franchise  would  be  given  only  to  citizens 
qualified  by  education  and  "certified  by  the 
faculty  as  apparently  free  from  abnormal 
traits  of  personality." 

Unless  human  nature  changes  materially, 
Dr.  Bluemel's  plan  stands  no  more  chance  of 
being  adopted  than  did  Plato's  blueprint  of 
the  ideal  state  as  given  in  "The  Republic." 
Nevertheless  his  book,  because  of  its  keen 


insight  into  the  nature  of  politicians  and  the 
causes  of  war,  and  because  of  its  pleasing 
literary  style,  will  probably  be  widely  read 
and  discussed  by  intelligent  groups  of  people. 

VERDICT  AGAINST  OSTEOPATH 

SUSTAINED    BY    STATE 

SUPREME  COURT 

During  the  September  term  of  court,  a 
Richmond  County  jury  found  Osteopath 
Richard  C.  Baker  guilty  of  "administering 
and  prescribing  drugs  in  treating  the  ail- 
ments of  others  without  being  licensed  and 
registered  so  to  do."  Evidence  was  presented 
to  show  that  he  used  a  professional  card 
which  described  himself  as  a  "physician  and 
surgeon."  He  also  gave  hypodermic  injec- 
tions and  gave  oral  orders  to  druggists  for 
certain  remedies,  patent  or  proprietary,  to 
be  dispensed  to  his  patients. 

The  defendant  appealed  to  the  Supreme 
Court  of  North  Carolina.  A  well  reasoned 
decision  by  Judge  Ervin  found  no  error  in 
the  judgment  of  the  lower  court.  This  case 
should  put  to  rest  the  effoi-ts  of  osteopaths 
to  get  into  the  practice  of  medicine  in  North 
Carolina  by  the  back  door ;  but  constant 
vigilance  will  be  needed  to  guard  against 
attempts  on  the  part  of  other  cultists  to  do 
what  "Doctor"  Baker  tried  to  do. 

"NONE  SO  BLIND  ..." 

There  comes  to  the  editorial  desk  of  the 
North  Carolina  Medical  Journal  all  man- 
ner of  literature  about  doctors  and  about 
organized  medicine.  Some  is  good,  some  bad, 
some  indifferent.  Much  of  it  evidently  comes 
from  cranks  or  from  individuals  harboring 
paranoid  delusions  of  persecution.  The  very 
bitterness  of  some  of  the  communications, 
and  the  obvious  ignorance  of  the  writers 
concerning  their  subject  matter,  mark  them 
as  material  fit  only  for  the  wastebasket. 

One  example  of  recent  date  was  a  pam- 
phlet which  denounced  with  equal  vigor  the 
Christian  religion  and  the  medical  profes- 
sion. The  amount  of  research  used  in  its 
preparation  may  be  gauged  by  one  state- 
ment it  contained:  "No  wonder  the  Mayos 
refused  to  join  the  A.M.A."  William  J.  Mayo 
was  president  of  the  American  Medical  As- 
sociation in  1906,  and  his  brother,  Charles 
H.  Mayo,  in  1917. 

"There  are  none  so  blind  as  those  who 
will  not  see." 
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MEDICOLEGAL  ABSTRACT 


J.  F.  Owen.  M.D.,  LL.B. 
Raleigh 

Negligence:  A  proprietor  is  not  an 
insure)'  of  the  safety  of  invitees,  but 
is  under  duty  to  exercise  due  care  to 
see  that  the  premises  are  reasonably 
safe  for  the  purpose  for  which  they 
are  maintained. 

This  suit  was  instituted  by  the  administra- 
tor of  a  boy,  aged  12  years,  who  lost  his  life 
by  drowning  in  a  public  swimming  pool. 
The  evidence  tended  to  show  that  the  lad, 
accompanied  by  his  mother,  visited  the  pool 
to  enjoy  the  facilities  of  the  amusement  park 
and  to  wade  in  the  water.  According  to  testi- 
mony, the  child  was  unable  to  swim.  Some 
time  about  the  middle  of  the  afternoon  the 
child  was  missed  by  his  mother.  She  imme- 
diately informed  the  guards,  two  of  whom 
were  on  duty  at  the  time.  The  mother  in- 
sisted that  they  notify  the  bathers,  but  the 
guards  failed  to  do  so  and  remained  at  their 
stations.  Later  on  in  the  day  the  mother, 
becoming  more  and  more  terrified  over  the 
boy's  absence,  went  directly  to  the  two  pro- 
prietors of  the  park  and  requested  that  they 
give  out  a  general  alarm.  This  they  did,  and 
after  an  all-night  search  the  body  was  found 
in  water  10  feet  deep.  No  physical  findings 
were  apparent  when  the  remains  were  re- 
covered, except  a  small  laceration  about  the 
scalp. 

In  superior  court  there  was  no  testimony 
as  to  the  actual  cause  of  death.  It  was  gen- 
erally assumed  that  death  occurred  from 
drowning,  but  no  legally  acceptable  proof 
was  offered  which  definitely  established  this 
fact.  When  all  the  testimony  of  the  plaintifl" 
had  been  introduced,  the  judge  in  superior 
court  ordered  a  non-suit.  The  plaintiff  en- 
tered an  appeal,  alleging  several  exceptions. 

The  Supreme  Court  held  that  the  proprie- 
tors of  the  park  were  not  required  to  be  in- 
surers, but  were  compelled  to  see  that  the 
premises  were  reasonably  safe  for  the  pur- 
pose for  which  they  were  maintained.  Speci- 
fically, the  court  held  in  this  particular  case 
that  more  guards  would  not  have  prevented 
the  drowning,  as  the  two  guards  on  duty 
aft'orded  adequate  protection.  The  court  fur- 
ther asserted  that  neither  failure  to  insti- 
tute immediate  action  on  the  part  of  the 
guards  nor  failure  of  the  defendants  to  mark 


the  depth  of  the  pool  had  any  causal  relation- 
ship to  the  death  of  the  boy.  In  other  words, 
the  premises  were  considered  reasonably 
safe  for  the  purpose  for  which  they  were 
maintained.  The  Supreme  Court  affirmed  the 
judgment  of  the  court  below. 

The  rule  of  law  laid  down  in  this  case  is 
applicable  to  any  type  of  business  in  which 
the  public  is  invited  to  enter  and  purchase 
service  or  commodities.  It  is,  therefore,  ex- 
tremely important  to  the  medical  profession 
from  a  medicolegal  standpoint.  Frequently 
physicians  are  called  upon  to  treat  persons 
who  have  sustained  injuries,  actual  or  al- 
leged, in  public  places.  Because  of  the  likeli- 
hood of  negotiations  for  settlement  between 
the  parties  —  or,  more  often,  litigation  —  it 
is  incumbent  upon  the  doctor  to  exercise 
more  than  ordinary  care  in  his  study  of  the 
case,  as  well  as  in  preserving  adequate  rec- 
ords for  future  reference.  (Supreme  Court 
of  North  Carolina,  April,  1948.  V.  228,  p. 
727.) 


Poliomyelitis. — There  is  no  more  pitiful  picture  of 
the  impotence  and  ineptitude  of  popular  enthusiasm 
about  widely  publicized  disease  than  the  fantastic 
promotion  of  unprofitable  measures  financed  with 
reckless  extravagance  for  the  so-called  or  assumed 
"control"  of  poliomyelitis.  These  manifestations  of 
newspaper  or  public-relations  experts  concerned 
witli  dime  collections  on  a  percentage  basis  make 
monkeys  of  honest  health  officers,  while  hysterical 
warnings  and  inflated  news  items  inflame  local  fears 
of  a  disease  whose  prevalence  or  fatality  no  health 
oflicer  has  yet  claimed  with  honesty  to  have  modi- 
fied. Voluntary  agencies  riding  high  on  the  emo- 
tional appeal  of  the  dramatic  deformities  and  sudden 
deaths  from  infantile  paralysis  so  mask  the  truth 
and  exploit  the  seasonally  recurrent  prevalence  of 
this  disease  that  rational  education  of  the  public 
regarding  the  state  of  our  ignorance  of  efi^ective 
measures  is  almost  unheard  amid  the  din  of  person- 
alities, and  of  the  zooming  air  planes  that  sprinkle 
death-dealing  dust  on  house  flies  and  honey  bees 
alike. — Haven  Emerson:  Whither  the  Pegasus  of 
Public  Health?  New  England  J.  Med.  238:683  (May 
13)  1948. 


There  is  no  future  of  any  promise  in  any  public 
service  that  permits  or  encourages  a  shift  of  re- 
sponsibility for  children  from  the  home  and  the 
parents  into  schools  and  health  agencies  of  govern- 
ment. It  may  well  become  a  matter  of  pride  and  dis- 
tinction in  a  community  that  all  useful  medical  ex- 
aminations of  the  child  and  the  correction  of  remed- 
iable defects  will  have  been  accomplished  prior  to 
school  enrollment  by  the  services  of  the  family 
physician  at  the  request  of  the  parents,  only  those 
children  whose  families  are  ignorant,  impoverished 
or  indifferent  being  the  objects  of  public-health 
solicitude  and  service. — Haven  Emerson:  Whitlier 
the  Pegasus  of  Public  Health  ?  New  England  J. 
Med.  238:685   (May  13)   1948. 


June,   1948 


TUBERCULOSIS   ABSTRACT 


317 


TUBERCULOSIS  ABSTRACTS 

A  Revietv  for  Physicians 

Issued  Monthly  by  the  National  Tuberculosis 
Association 


Vol.  XXI 


June,   1948 


No.   6 


FOR  the  first  time  in  the  long  history  of  tuber- 
culosis there  is  a  drug  which,  if  used  in  certain 
forms  of  tuberculosis  at  the  proper  time  and  in 
suitable  dosage,  will  favorably  influence  the  course 
of  the  disease.  In  streptomycin  physicians  have  not 
a  specific  but  a  new  weapon  to  be  added  to  those 
they  are  already  using  so  effectively. 


.STREPTOMYCIN   IN   TUBERCULOSIS 

Although  attempts  to  attack  tuberculosis  by 
chemotherapeutic  means  are  as  old  as  our  knowl- 
edge of  the  disease,  it  was  not  until  1940  that  Feld- 
man,  Hinshaw  and  Moses  reported  that  promin  had 
a  striking  eff'ect  on  tuberculosis  induced  in  guinea 
pigs.  Attempts  to  use  this  and  a  few  other  drugs 
clinically  followed.  The  results  were  suggestive  but 
never  fully  convincing,  possibly  because  the  sulfone 
compounds  were  found  to  be  too  toxic  in  the  dosage 
required  for  treatment  of  human  beings. 

From  the  first,  the  antibiotic  streptomycin  gave 
great  promise  as  an  agent  for  suppressing  tuber- 
culosis. In  early  reports  Schatz  and  Waksman  noted 
that  a  human  strain  of  Mycobacterium  tuberculosis 
was  sensitive  to  streptomycin  in  vitro  and  further 
investigations  by  Feldman  and  Hinshaw  proved  con- 
clusively that  streptomycin  would  arrest  and  at 
times  apparently  eradicate  well  established  tuber- 
culosis in  the  highly  susceptible  guinea  pig. 

The  clinical  use  of  streptomycin  for  tuberculosis 
was  begun  in  December,  1944,  and  has  been  used  by 
the  author  and  his  colleagues  in  more  than  100  cases 
of  tuberculosis  of  various  types.  At  present  (March, 
1948)  more  than  500  additional  patients  are  being 
treated  with  streptomycin  at  selected  institutions 
under  the  auspices  of  the  American  Trudeau  Society 
as  well  as  a  large  number  elsewhere. 

In  all  discussions  of  the  therapeutic  possibilities 
of  streptomycin  in  tuberculosis  the  situation  must 
be  viewed  in  proper  perspective.  The  ability  of 
streptomycin  to  suppress  the  disease  is  unique  and 
at  times  apparently  remarkable.  The  limitations  of 
streptomycin  are  just  as  real.  Because  of  certain 
toxic  potentialities,  its  inadequacy  in  some  clinical 
situations,  and  the  expense  of  prolonged  periods 
of  treatment,  the  indiscriminate  use  of  streptomycin 
in  the  treatment  of  tuberculosis  must  be  discou- 
raged. 

The  use  of  streptomycin  in  tuberculosis  is  indi- 
cated in  all  forms  of  hematogenic  disease,  including 
generalized  miliary  tuberculosis  and  meningitis,  the 
prognosis  of  which  has  hitherto  been  regarded  as 
hopeless.  Of  12  patients  who  had  disease  of  this 
type  and  were  treated  with  streptomycin  at  the 
Mayo  Clinic,  four  are  living  after  six  to  12  months. 
In  treating  tuberculous  meningitis  it  is  impo-ative 
that  streptomycin  be  given  both  parenterally  and 
intrathecally  and  as  early  as  possible  in  the  -jourse 
of  the  disease. 

Pulmonary  tuberculosis  suitable  for  treatment 
with  streptomycin  includes  recent  lesions  of  bron- 
chiogenic  dissemination,  exudative  lesions,  and  all 
recent  but  rapidly  progressive  tubei'culosis  which  is 
not  likely  to  be  controlled  by  the  usual  methods. 
Pulmonary  tuberculosis  has  been  treated  satisfac- 
torily  by   daily   doses    of  from    one    to   three    Gni., 


administered  parenterally,  for  a  period  of  from 
two  to  six  months.  Clinical  improvement  is  noted 
early  and  can  usually  be  demonstrated  roentgeno- 
graphically  within  one  to  two  months.  Cavities,  es- 
pecially thick  walled,  are  apt  to  remain  patent. 
Sputum  findings  are  changed  from  positive  to  nega- 
tive in  about  half  of  the  cases  of  far  advanced 
pulmonary  tuberculosis. 

The  patient  whose  pulmonary  tuberculosis  has 
improved  during  treatment  with  streptomycin 
usually  continues  to  improve  after  this  treatment 
is  discontinued. 

The  use  of  streptomycin  in  pulmonary  tuber- 
culosis possibly  is  indicated  as  an  adjunct  to  surgical 
procedures,  such  as  lobectomy,  pneumonectomy  and 
even  thoracoplasty.  Streptomycin  has  been  used 
with  notable  success  in  tuberculosis  of  the  hypo- 
pharynx,  larynx  and  tracheobronchial  tree.  Tuber- 
culous draining  sinuses  have  responded  well  to 
treatment  with  streptomycin,  even  those  of  long 
duration. 

Streptomycin  therapy  has  shown  encouraging 
results  with  cases  of  tuberculosis  of  the  alimentary 
tract  and  peritoneum  and  tuberculosis  of  bones  and 
joints. 

Streptomycin  has  been  somewhat  disappointing 
in  the  treatment  of  some  cases  of  tuberculosis  of 
the  genitourinary  tract.  Marked  symptomatic  im- 
provement occurs  in  more  than  50  per  cent  of  such 
cases  and  the  degree  of  tuberculous  bacilluria  usual- 
ly is  reduced.  It  is  not  a  substitute  for  surgical 
procedures  in  cases  of  unilateral  renal  tuberculosis. 

Among  tuberculous  conditions  in  which  sti'epto- 
mycin  is  not  indicated  are  included  all  cases  in  which 
satisfactory  progress  is  made  on  a  regimen  consist- 
ing of  the  usual  therapeutic  measures.  This  category 
would  include  most  cases  of  minimal  pulmonary 
tuberculosis.  The  potential  toxicity  of  streptomycin 
appears  to  be  sufficient  to  deny  the  drug  to  patients 
who  can  make  a  satisfactory  recovery  without  it. 

At  present  chronic  fibrocaseous  pulmonary  tuber- 
culosis is  not  considered  suitable  for  treatment  with 
streptomycin  except  in  combination  with  surgery 
nor  are  terminal  cases  of  destructive  pulmonary 
tuberculosis  except  as  a  palliative  procedure.  Treat- 
ment of  tuberculous  empyema  with  streptomycin 
has  been  disappointing. 

It  must  always  be  emphasized  that  treatment 
with  streptomycin  is  not  a  substitute  for  rest  in  bed 
and  sanatorium  care,  which  are  still  fundamental 
in  the  treatment  of  tuberculosis.  It  cannot  be  ex- 
pected to  supersede  collapse  therapy  and  other 
surgical  procedures  when  these  are  indicated. 

Our  knowledge  of  streptomycin  is  still  in  a  state 
of  flux.  Its  ultimate  place  in  the  treatment  of  some 
types  of  tuberculosis  will  be  determined  only  after 
the  extensive  clinical  investigation  now  under  way 
is  complete.  Experience  with  this  antibiotic  agent 
has  proved  that  tuberculosis  is  a  disease  amenable 
to  antibacterial  therapy  and  it  is  hoped  that  other 
usable  agents  will  be  forthcoming. 

Streptomycin  in  Tuberculosis,  H.  Corwin  Hinshaw, 
M.D.,  Marjorie  M.  Pyle,  M.D.,  and  William  H. 
Feldman,  D.V.M.,  The  American  Journal  of  Medi- 
cine, May,  1947. 

Suggested   Reading: 

1.  Rep   of   Council   of   Phar.   and   Chem.,   J.A.M.A., 
Nov.  8,  1947. 

2.  Am.    Rev.    Tuberc,    Nov.    and    Dec,    1947.     21 
articles. 

3.  North  Carolina  M.  J.,  Nov.,  1947.  3  articles. 

4.  Nat.  Tuberc.  A.  Bull.,  Dec,  1947. 

5.  Ann.  Int.  Med.,  May,  1945. 

6.  Ann.  Int.   Med.,  Nov.  and   Dec,   1947. 
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PUBLIC  RELATIONS  AS  A  PROBLEM 

OF  CONCERN  TO  THE  PEOPLE,  THE 

PHYSICIANS,  AND  THE   MEDICAL 

CARE  COMMISSION 

Problems  of  public  relations  involving  the 
people,  the  Medical  Care  Comn-iission,  and 
the  physician  are  extensive.  The  part  of  this 
field  in  which  the  North  Carolina  Medical 
Care  Commission  is  most  deeply  involved 
relates  to  the  building  and  equipment  of  hos- 
pitals, mainly  those  to  serve  counties  or 
other  local  areas.  Two  thirds  of  the  one  hun- 
dred counties  of  the  state  already,  have  hos- 
pitals in  operation.  The  facilities  of  many 
of  them  are  inadequate.  Some  are  obsolete 
and  should  be  abandoned.  These  hospital 
areas,  fortunately,  have  boards  or  other 
agencies  to  deal  with  their  hospital  prob- 
lems. Such  communities  have  had  experience 
in  operating  hospitals,  and  they  know  their 
needs  for  replacements  and  for  expansion. 
In  general,  these  communities  will  be  prompt 
in  seeking  all  available  state  and  federal  aid 
for  the  expansion  of  their  hospital  facilities; 
and  they  will  readily  raise  by  taxation,  bond 
issue,  or  by  private  contributions  the  neces- 
sary local  share  of  funds. 

The  concern  of  the  Commission  relative  to 
the  needs  of  these  sixty-seven  counties  is 
real  and  sincere;  however,  its  greatest 
anxiety  relates  to  one  third  of  the  counties 
of  the  state,  which  now  have  no  hospital 
facilities.  In  general,  these  counties  have 
very  limited  financial  resources,  and  their 
potentialities  for  raising  funds  by  taxation, 
by  bond  issues,  or  by  private  subscriptions 
likewise  are  limited.  They  have  no  organ- 
ized leadership  to  deal  with  their  hospital 
and  medical  care  problems.  At  the  same 
time,  these  counties  are  inadequately  sup- 
plied with  physicians,  dentists,  and  nurses. 
The  average  age  of  doctors  who  serve  them 
has  steadily  risen ;  many  have  died,  and  have 
not  been  replaced  by  recently  graduated 
physicians. 

North  Carolina,  on  the  basis  of  need  and 
economic  resources,  fared  quite  well  in  the 
allocation  of  federal  funds  to  the  states.  Fed- 
eral funds  to  all  counties  of  the  state,  re- 
gardless of  their  economic  status,  is  uniform- 
ly one  third  the  cost  of  approved  projects. 
The  Medical  Care  Commission  has  tried  to 
correct  the  situation.    It  has  allocated  state 


funds  up  to  50  per  cent  of  the  total  cost  of 
approved  hospitals  for  these  needy  counties, 
whereas  it  has  allocated  only  10  per  cent  for 
the  total  cost  of  approved  hospitals  to  the 
wealthiest  counties.  Notwithstanding  its  lib- 
eral aid  to  these  poor  counties,  several  are 
still  unable  to  assume  added  financial  respon- 
sibilities for  hospital  facilities,  no  matter 
how  great  the  need. 

The  economic  situation  and  the  present 
maldistribution  of  physicians  represent  ma- 
jor health  problems,  in  the  solution  of  which 
it  is  hoped  that  physicians  as  individuals 
and  in  their  organized  societies  can  give  as- 
sistance. 

The  cost  of  hospital  and  medical  care  has 
steadily  advanced  in  recent  years,  for  under- 
standable reasons.  Even  in  the  past,  how- 
ever, the  cost  has  been  beyond  the  reach  of 
a  large  segment  of  the  population.  Many 
factors  have  augmented  this  problem,  and 
thus  far  it  has  not  been  solved. 

Authorities  advocate  the  extension  of  pre- 
paid insurance  to  cover  medical  and  hospital 
care.  Such  insurance  is  in  force  quite  ex- 
tensively in  the  urban  and  industrial  areas, 
but  a  very  small  part  of  the  rural,  sparsely 
populated  communities  is  protected  with  in- 
surance. 

The  Medical  Care  Commission  and  the 
Duke  Endowment  each  are  contributing  a 
dollar  per  day  toward  the  hospital  care  of 
the  medically  indigent.  However,  many 
counties  are  unable  to  finance  the  remainder 
of  the  cost  for  these  patients.  The  sugges- 
tion has  been  made  that  funds  might  advan- 
tageously be  supplied  by  the  state,  county, 
and  federal  governments  with  which  to 
finance  to  the  necessary  extent  the  prepaid 
medical  care  insurance  of  the  medically  in- 
digent. Possibilities  in  this  direction  may 
merit  further  study. 

Aside  fi'om  the  difficulties  mentioned,  the 
Commission  recognizes  that  there  is  already 
a  shortage  of  medical,  nursing,  and  other 
personnel  with  which  to  staff  the  existing 
hospitals  of  the  state.  Recruitment  and 
training  of  personnel  to  serve  in  the  rural 
areas  must  be  carried  forward  aggressively. 
A  modern  hospital  structure  fully  equipped 
does  not  make  a  successful  hospital  until  it 
is  staffed  with  competent  physicians  trained 
in  surgery  and  in  other  special  branches  of 
medicine. 

The  rural  situation  relative  to  medical 
care  is  of  deep  concern  for  all  the  people.  In 
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general,  they  look  to  the  medical  profession 
for  leadership  and  guidance  in  solving  their 
medical  problems.  If  organized  medicine 
can  contribute,  in  a  substantial  way,  to  cor- 
recting the  unfortunate  rural  health  condi- 
tions in  North  Carolina,  it  will  win  the  last- 
ing gratitude  of  the  people. 

James  H.  Clark,  Chairman 
N.  C.  Medical  Care  Commission 


To  the  Editor : 

It  would  be  deeply  appreciated  if  you 
would  print  the  following  notice  in  your 
publication. 

"The  Veterans  Administration  has  in  its 
custody  the  majority  of  syphilis  records  of 
those  Army  personnel  who  were  treated  for 
this  disease  while  in  active  service,  and  in 
many  instances  can  procure  informative 
data  from  the  syphilis  records  of  other  than 
Army  personnel.  It  is  thought  that  many 
physicians  treating  veterans  for  syphilis  as 
private  patients  would  find  a  resume  of  the 
syphilis  record  useful  since  the  details  of 
treatment,  results  of  spinal  fluid  examina- 
tions, and  blood  serologies  are  incorporated 
in  the  records. 

Resumes  of  these  records  are  available  to 
physicians  who  are  treating  such  veterans 
provided  authorization  for  the  release  of  the 
data  is  given  by  the  veteran.  Requests  for 
the  resumes  accompanied  by  an  authoriza- 
tion for  the  release  of  the  data,  dated  and 
signed  by  the  veteran,  should  be  addressed 
to  the  Dermatology  and  Syphilology  Section, 
Veterans  Administration,  Munitions  Build- 
ing, Washington  25,  D.  C.  It  is  most  impor- 
tant that  the  veteran's  Service  Serial  Num- 
ber and  other  identifying  information,  such 
as  the  date  of  enlistment,  the  date  of  dis- 
charge, rank,  and  organization  be  included. 
Ordinarily,  the  resumes  can  be  furnished 
in  approximately  two  weeks  from  the  date 
of  the  receipt  of  the  request  and  signed 
authorization." 

Sincerely  yours, 
Paul  B.  Magnuson 
Chief  Medical  Director, 
Veterans  Administration 


To  the  Editor: 

Since  the  publication  of  my  article,  "Better 
Health  —  Today  and  Tomorrow  —  Through 
Medicine,"  in  the  April  number  of  the 
Journal,  Dr.  George  L.  Carrington  has 
pointed  out  that  in  addition  to  the  factor 
of  the  good  physical  and  medical  care  of  the 
orphans,  the  difference  between  the  low  re- 
jection rate  for  the  graduates  of  orphanages 
and  that  of  the  state  as  a  whole  probably 
can  be  explained  by  the  following  facts : 

1.  Physically  deformed  and  mentally  unfit 
children  are  not  enrolled  in  the  orphanages. 

2.  The  orphans  attended  school,  and  hence 
none  were  rejected  for  illiteracy. 

3.  The  orphanage  figures  applied  to  white 
boys,  whereas  many  Negroes  were  rejected 
because  they  were  unsuited  for  the  type  of 
soldier  needed  in  mechanized  warfare. 

4.  If  the  2,700,000  volunteers  had  been 
included  in  the  draft  statistics,  the  percent- 
age of  rejectees  would  have  been  reduced. 

5.  The  correct  medical  care  rejection  rate 
was  0.92  per  cent,  of  which  4.5  per  cent 
were  due  to  remediable  defects. 

Yours  sincerely, 
WiLBURT  C.  Davison,  M.D. 
Durham 


The  general  practice  group  must  recognize  as  one 
of  its  responsibilities  its  duty  to  keep  in  constant 
and  close  touch  with  all  the  other  sections.  The 
members  of  the  other  sections  in  this  way  will  be 
kept  coiistantly  aware  of  our  changing  needs.  We 
must  find  out  why  we  so  frequently  do  not  have 
our  proportional  representation  in  all  organized 
medical  activities.  We  must  find  out  why  our  mem- 
bers of  the  general  practice  group  do  not  attend 
the  county  medical  association  meetings  and  are  not 
better  acquainted  with  the  current  problems  of  the 
day,  whether  they  be  problems  of  administration 
and  policy,  or  just  run-of-the-mill  work.  For  too 
many  years  the  man  doing  general  practice  has 
been  willing  to  let  the  specialty  men  do  too  much 
of  the  work  of  the  county  society.  If  the  general 
practitioner  wants  privileges,  he  must  be  willing  to 
do  more  of  the  work  than  he  has  been  doing  in  the 
past. — E.  A.  Royston:  The  Section  on  General  Prac- 
tice: Its  Problems,  Its  Goals,  Its  Responsiliilities, 
California  Med.  68:280  (April)   1948. 


The  health  officer  is  liumiliated,  his  prestige  is 
lowered  before  the  public  when  daily  bulletins  come 
to  the  press  from  the  hirelings  of  philanthropy  in- 
stead of  from  responsible  officers  of  the  United 
States  Public  Health  Service,  which  is  the  only 
trustworthy  source  of  reliable  information  of  any 
.  .  .  epidemic  disease  in  its  nation-wide  aspects. — 
Haveji  Emerson:  Whither  the  Pegasus  of  Public 
Health?  New  England  J.  Med.  238:684  (May  13) 
1948. 
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State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  meet  on  July  22  at  the  Jefferson  Hotel,  More- 
head  City,  for  the  purpose  of  interviewing  appli- 
cants for  licensure  by  endorsement. 


Dr.  Robert  W.  Graves,  professor  of  neurology, 
who  has  been  a  member  of  the  faculty  of  the  Duke 
University  School  of  Medicine  since  1936,  has  re- 
signed to  go  into  the  private  practice  of  neurology 
in   Rome,  Georgia. 


News  Notes  from  the  State  Board 
OF  Health 

Before  a  conjoint  session  of  the  State  Board  of 
Health  and  the  Medical  Society  of  the  State  of 
North  Carolina  in  Pinehurst,  Dr.  Carl  V.  Reynolds, 
retiring  State  Health  Officer,  made  his  final  report, 
covering  the  progress  of  public  health  in  this  state 
during  his  tenure  of  office.  Among  the  accomplish- 
ments   which    Dr.    Reynolds    mentioned    were: 

Organization  of  the  North  Carolina  School  of 
Public   Health   at   Chapel   Hill. 

An  intensive  campaign  against  venereal  diseases, 
which  placed  this  state  in  the  forefront  for  the 
entire  nation. 

Procurement  of  the  first  Negro  doctor  ever  em- 
ployed by  any  State  Board  of  Health,  for  full-time 
services,  and  the  resultant  expansion  of  health  ac- 
tivities in  behalf  of  the  Negro  population. 

Experiments  in  the  eradication  of  flies,  as  well  as 
mosquitoes,  through  the  use  of  DDT,  thus  setting 
an  example  for  the  entiie  nation. 

Establishment  of  the  School-Health  Coordinating 
Service. 

Erection  of  a  new  $350,000  State  Laboratory  of 
Hygiene,  the  debt  for  which  is  being  amortized  by 
earnings  from  the  Laboratory,  together  with  the 
new  farm  as  an  adjunct  to  the  Laboratory,  which 
saves  the  people  of  North  Carolina  an  estimated  two 
and  a  half  million  dollars  a  year. 

An  increase  in  the  number  of  local  health  units 
in  the  state  from  forty-seven  to  ninety-six. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

The  ninth  edition  of  Zinsser's  Textbook  of  Bac- 
teriology has  been  prepared  by  faculty  members  of 
the  Duke  University  School  of  Medicine,  and  will 
be  released  shortly.  The  revised  text  was  WTitten 
and  compiled  by  Dr.  David  T.  Smith  and  Dr.  Donald 
S.  Martin,  with  the  assistance  of  Drs.  Norman  F. 
Conant,  Grant  Taylor,  Joseph  W.  Beard  and  Henry 
L  Kohn,  and   Miss   Mary  A.   Poston. 

Dr.  Ivan  Brown  has  been  appointed  temporary 
assistant  national  medical  and  technical  director 
of  the  national  blood  bank  program  of  the  American 
Red  Cross.  With  his  headquarters  in  Washington, 
D.  C,  Dr.  Brown  will  fly  to  any  section  of  the 
nation  to  advise  and  assist  in  work  on  local  blood 
bank  projects.  National  administrator  for  the  work 
is  Rear  Admiral  Ross  T.  Mclntyre.  former  White 
House  physician. 

Dr.  Brown  was  one  of  sixteen  young  doctors  in 
America  recently  chosen  to  receive  a  .$25,000  cash 
award  from  the  Markle  Foundation.  Purpose  of  the 
grant  is  to  foster  training  and  research  in  diseases 
such  as  cancer,  heart  disease,  and  infantile  paraly- 
sis. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Jerry  Kazuo  Aikawa,  graduate  of  the  Bow- 
man Gray  School  of  Medicine,  and  Dr.  Kingsley  M. 
Stevens,  now  an  intern  at  the  Baptist  Hospital, 
have  been  awarded  two  of  the  fifteen  post-doctoral 
research  fellowships  granted  in  the  United  States 
by  the  Atomic  Energy  Commission.  Announcement 
of  the  grants  was  made  by  the  National  Research 
Council.  Both  will  pursue  their  fellowship  studies 
under  the  direction  of  Dr.  George  T.  Harrell,  Jr., 
head  of  the  Department  of  Medicine,  beginning 
October  1.  Dr.  Aikawa  will  study  alterations  in 
the  distribution  of  body  fluids  in  infectious  diseases, 
using  radioactive  isotopes,  and  Dr.  Stevens  will  con- 
duct studies  in  the  synthesis  of  protein  by  bacteria, 
also  using  radioactive  isotopes. 

Dr.  David  Gayer,  assistant  professor  of  medicine, 
has  recently  been  elected  to  membership  in  the 
.-American  Society  of  Clinical  Investigation  and  the 
.American   Gastroenterological    Society. 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  was  visiting  chief  in  medicine  at  the  At- 
lantic City  Hospital  during  the  last  week  in  May. 

Dr.  Douglas  M.  Kelley,  associate  professor  of 
psychiatry,  was  elected  a  Fellow  of  the  American 
Psychiatric  Association  at  its  annual  meeting  held 
last  month   in   Washington,  D.   C. 

Dr.  H.  H.  Bradshaw,  professor  of  surgery,  spoke 
on  thoracic  disease  at  the  meeting  of  the  American 
Thoracic  Association  in  Quebec,  Canada,  May  29  to 
June  5. 

Dr.  Manson  Meads,  instructor  in  medicine,  pre- 
sented a  paper  on  streptomycin  at  the  meeting  of 
the  American  Society  of  Bacteriologists  held  re- 
cently in  Minneapolis. 

A  new  cytological  laboratory  for  the  early  diag- 
jiosis  of  cancer  by  the  Papanicolaou  method  will  be 
established  at  the  Bowman  Gray  School  of  Medi- 
cine on  July  1  by  the  Department  of  Pathology.  It 
will  be  under  the  direction  of  Dr.  C.  C.  Carpenter, 
dean  of  the  school  and  professor  of  pathology. 

Services  of  the  laboratory  will  be  available  to 
other  doctors  and  hospitals  throughout  North  Caro- 
lina as  well  as  to  patients  of  the  Baptist  Hospital. 

Construction  of  an  additional  floor  over  the  west 
wing  of  the  medical  school  building  has  been  started 
to  supply  office  and  laboratory  space  for  the  new 
Institute  of  Tropical  Medicine  of  the  Bowman  Gray 
School  of  Medicine.  Construction  of  the  new  floor 
is  being  made  possible  through  a  gift  of  $33,000 
from  a  New  Y'ork  patron  of  the  school. 

The  Institute,  which  has  as  its  ultimate  aim  the 
development  of  a  formal  graduate  school  of  tropical 
medicine,  is  directed  by  Dr.  Thomas  T.  Mackie.  head 
of   the    department   of   preventive   medicine. 
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The  Acute  Bacterial  Diseases — Their  Diag- 
nosis and  Treatment.  By  Harry  F.  Dowling, 
M.D.,  F.A.C.P.,  Clinical  Professor  of  Medi- 
cine, George  Washington  University.  With 
the  collaboration  of  Lewis  K.  Sweet,  M.D., 
Chief  Medical  Officer  in  Pediatrics  and  In- 
fectious Diseases,  Gallinger  Municipal  Hos- 
pital; Adjunct  Clinical  Professor  of  Pedi- 
atrics, George  Washington  and  Georgetown 
Universities;  and  Harold  L.  Hirsh,  M.D., 
Assistant  Professor  of  Jledicine,  George- 
town University;  Director  of  the  Bacteri- 
ology and  Immunology  Laboratory,  George- 
town University  Hospital.  465  pages  with 
55  figures.  Price,  $6.50.  Philadelphia  and 
London:   W.   B.   Saunders   Company,   1948. 

The  sound  management  of  acute  bacterial  disease 
is  based  on  a  knowledge  of  the  etiologic  agent  and 
underlying  pathologic  process,  and  a  thorough 
understanding  of  the  specificity  and  pharmacology 
of  the  new  chemotherapeutic  drugs.  Standard  medi- 
cal textbooks  have  been  outdistanced  in  many  of 
these  aspects  by  the  recent  rapid  advances  in  this 
field.  Dr.  Dowling  thus  makes  a  very  timely  and 
thoroughly  practical  contribution  in  this  volume — 
an  authoritative  and  up-to-date  analysis  of  repoi'ted 
as  well  as  personal  observations  on  the  manage- 
ment of  the  acute  bacterial  diseases. 

The  subject  is  covered  in  four  sections,  each  one 
concisely  presented  without  academic  detail  and  with 
important  material  further  illustrated  or  empha- 
sized by  charts  and  diagrams.  Part  I  includes  a 
guide  to  a  presumptive  etiologic  diagnosis  through 
the  differential  consideration  of  common  clinical 
signs.  Details  of  supportive  therapy,  too  often  ne- 
glected, are  fully  covered,  and  the  pharmacologic 
facts  essential  to  the  proper  use  of  the  major  anti- 
bacterial agents  —  sulfonamides,  penicillin,  and 
streptomycin — are  presented.  A  discussion  of  serum 
therapy  at  this  point  appears  overemphasized,  but 
reminds  the  reader  of  the  important  part  played  by 
the  host's  immune  mechanism  and  its  contribution 
to  symptomatology  and  recovery  from  acute  bac- 
terial infections. 

The  subsequent  sections  are  devoted  ttj  the  in- 
dividual diseases  arranged  according  to  etiology. 
The  importance  of  specificity  in  both  diagnosis  and 
treatment  is  again  stressed. 

This  excellent  book  provides  unusually  direct 
answers  to  the  majority  of  diagnostic  and  therapeu- 
tic problems  continually  confronting  the  practitioner 
who  is  concerned  with  managing  common  bacterial 
diseases.  Chapter  references  will  aid  those  who  wish 
to  read  the  quoted  reports  in  more  detail. 


400  Years  of  a  Doctor's  Life.  By  George 
Rosen,  M.D.,  and  Beate  Caspari-Rosen, 
M.D.  429  pages.  Price,  $5.00.  New  York: 
Henry  Schuman,  1947. 

Excerpts  from  autobiographies  of  physicians, 
both  American  and  foreign,  living  and  dead,  are 
arranged  in  the  following  chronological  divisions: 
Early  Years;  School  Days;  The  Medical  Student; 
The  Practice  of  Medicine;  Scientist,  Scholar,  Teach- 
er; The  Doctor  Marries;  The  Doctor  as  Patient; 
The  Doctor  Goes  to  War;  Writing  and  Politics;  and 
"eflections  on  Life  and  Death. 

This  is  a  very  readable  hook.  The  layman  will 
find  it  interesting,  and  medical  students  and  doc- 
tors will  be  stimulated  by  it  to  read  the  original 
autobiographies   of  the   physicians   included. 


Calcific    Disease    of    the    Aortic    Valve.    By 

Howard  T.  Karsner,  M.D.  and  Simon  Kolet- 
sky,  M.D.,  Institute  of  Pathology,  Western 
Reserve  University  and  the  University  Hos- 
pitals of  Cleveland.  Ill  pages.  Price,  $5.00. 
Philadelphia:  J.  B.  Lippincott  Company, 
1947. 

This  monograph  is  based  on  a  very  exhaustive 
study  of  200  cases  seen  at  autopsy.  Clinical,  labor- 
atory and  autopsy  reports  on  several  groups  of 
cases  have  been  made  previously,  and  divergent 
opinions  concerning  the  etiology  of  calcific  disease 
have  been  expressed.  Finding  what  they  feel  to  be 
unquestioned  evidence  of  rheumatic  involvement  in 
196  of  the  200  cases,  the  authors  of  this  monograph 
state  their  belief  that  this  is  the  basic  lesion,  rather 
than  arteriosclerosis.  The  painstaking  study  of  the 
authors'  200  eases,  along  with  a  critical  review  of 
about  100  articles,  makes  this  book  the  most  com- 
prehensive presentation  of  this  subject  yet  avail- 
able. 

The  tables  and  charts  of  data  are  clearly  pre- 
sented and  the  photographs  are  excellent.  The  ma- 
terial is  arranged  in  logical  order;  verbosity  is 
avoided  and  the  text  makes  easy  and  enjoyable  read- 
ing, each  section  being  well  summarized. 

This  monograph  should  prove  of  exceptional  in- 
terest to  internists  generally,  but  above  all  to  cardi- 
ologists and  pathologists.  Drs.  Karsner  and  Kolet- 
sky  are  to  be  congratulated  on  their  presentation  of 
this  important  subject. 


P-Q-R-S-T,  A  Guide  to  Electrocardiogram 
Interpretation.  By  Joseph  E.  F.  Risenian, 
^LD.,  Associate  in  Medicine,  Harvard  Medi- 
cal School;  Instructor  in  Medicine,  Tufts 
Medical  School;  Visiting  Physician,  Beth 
Israel  Hospital,  Boston,  Massachusetts.  84 
pages.  Price,  $.3.50.  New  York:  The  Mac- 
millan  Company,  1947. 

This  small  book  is  not  intended  for  the  use  of 
advanced  students  of  electrocardiography.  The  com- 
mon abnormalities  are  discussed  and  illustrated  in 
brief  fashion.  The  diagrams  and  drawings  of  elec- 
trocardiograms are  clear  and  easily  definable,  and 
the  few  electrocardiograms  reproduced  by  photog- 
raphy of  actual  records  are  likewise  good. 

This  little  manual  will  be  of  use  to  medical  stu- 
dents, beginners  in  electrocardiography,  and  intern- 
ists who  own  their  machines  and  make  their  own 
records,   but  are   not   adept  at  interpreting  them. 


Classified  Advertisements 


DOCTOR  WANTED 

Doctor  wanted   to  take  over  well-equipped, 
eight-room     doctor's     office     with     well-estab- 
lished   practice    in    eastern    North    Carolina 
town    of    3000    population.     Modern    hospital 
eighteen   miles   distant   on   hard-surface  road. 
Address   "E" 
P.   O.  Box  456 
Winston-Salem,  N.  C. 


ASSOCIATE   WANTED 

WANTED:  A  young  or  middle-aged  eye,  ear, 
nose  and   throat   specialist   as   an   associate 
in  a  well  established  practice. 
Address  replies  to  Box  292,  Wilson,  N.  C. 
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Carteret  County  Medical  Society 

The  Cartel et  County  Medical  Society  held  its 
regular  monthly  dinner  meeting  at  the  Morehead 
City  Hospital  on  May  10,  with  the  hospital  as  host. 
Dr.  J.  W.  Morris,  president  of  the  society,  presided. 
The  meeting  was  given  over  largely  to  a  discus- 
sion of  the  Blue  Cross  Hospital  Saving  Plan.  The 
plan  met  the  general  approval  of  the  society,  except 
for  the  fact  that  there  is  no  allowance  for  medical 
care  of  hospital  patients,  while  surgery  is  covered. 
Dr.  Morris  explained  that  an  effort  is  now  being- 
made  to  include  medical  fee  coverage  in  the  mem- 
bership contract.  It  was  also  the  sentiment  of  the 
society  that  there  should  be  no  such  thing  as  two 
degrees  of  coverage;  that  there  should  be  a  single 
policy   which    would    include    complete    coverage. 

Some  of  the  medical  men  mildly  suggested  that 
perhaps  the  Board  of  Trustees  of  the  Hospital  Sav- 
ing Association  was  weighted  too  heavily  with  sur- 
geons. 

Reported  bv 

N.  THOMAS  ENNETT,  M.D. 

Publicity  Chairman 


Edgecombe-Nash  Counties  Medical 
Society 

At  the  May  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
May  12,  Dr.  C.  T.  Smith  presented  "Observations  on 
the  Indiscriminate  Administration  of  Sulfonamides 
and  Penicillin." 

Dr.  J.  C.  Brantley,  Jr.,  has  been  elected  to  mem- 
bership in  the  society.  Drs.  R.  M.  Whitley,  N.  P. 
Battle,  and  W.  K. .  McDowell  have  been  appointed 
a  committee  to  study  the  formation  and  function  of 
a  Board  of  Directors,  which  is  to  act  as  a  clearing- 
house for  all  new  business. 


News  Notes 


Dr.  J.  Cullen  Hall  has  announced  the  opening  of 
offices  in  Salisbury  for  the  practice  of  obstetrics 
and  gynecology. 

Dr.  Larry  A.  High  is  now  associated  with  Dr. 
Sam  Jones  in  Nashville. 

Dr.  Raymond  M.  Wheeler  has  announced  the  open- 
ing of  offices  in  Charlotte  for  the  practice  of  internal 
medicine. 


American  Society  for  the  Study 
OF  Sterility 

The  fourth  annual  national  conference  of  the 
American  Society  for  the  Study  of  Sterility  was 
held  in  Chicago  on  June  21  and  22. 


First  International  Poliomyelitis 
Conference 

Twenty  international  medical  and  scientific  auth- 
orities will  present  papers  on  poliomyelitis  at  the 
First  International  Poliomyelitis  Confei'ence,  to  be 
held  in  New  Y'ork  July  12-17. 


Veterans  Administration 

Dr.  William  Reid  Morrison  of  Boston,  Massachu- 
setts, has  accepted  the  post  of  chief  consultant  for 
surgery    of    Veterans    Administration. 


News  Notes  from  the  Office  of  the 
Surgeon  General 

Army's  First  Extensive  Test  of  Chloromycetin 
Shows    Encouraging    Results 

First  reports  from  a  United  States  Army  test 
station  recently  set  up  at  Kuala  Lumpur,  Malaya, 
on  the  most  extensive  experiment  yet  made  with 
Chloromycetin  give  strong  indications  that  the  re- 
cently discovered  antibiotic,  Chloromycetin,  may 
prove  as  effective  against  scrub  typhus  as  was 
hoped. 


Institute  of  Life  Insurance 

The  death  rate  from  all  causes  among  U.  S.  life 
insurance  policyholders  reached  a  new  low  in  1947 
at  737.9  per  100,000,  with  declines  shown  for  prac- 
tically all  causes  of  death  including  heart  disease 
and  cancer,  the  Life  Insurance  Association  of 
America  reports.  The  737.9  rate  compares  with 
773.1  in  1946  and  763.9  in  1942,  the  previous  lowest 
rate.  These  results  are  indicated  by  the  experience 
of  companies  representing  73  per  cent  of  the  ordi- 
nary and  industrial  life  insurance  policies  in  force 
in  all  U.  S.  companies. 


National  Society  for  Crippled  Children 
AND  Adults,  Inc. 

A  handy  110-page  report,  containing  the  com- 
plete proceedings  of  the  1947  Annual  Convention 
of  the  National  Society  for  Crippled  Children  and 
Adults  held  last  Nov.  2-5  in  Chicago,  is  now  avail- 
able at  the  National  Society's  headquarters.  The 
leport,  which  carries  out  the  convention's  theme, 
"The  Handicapped — A  Great  National  Resource," 
includes  speeches  by  some  of  the  nation's  leading 
specialists  in  education,  rehabilitation  and  cerebral 
palsy  who  spoke  at  the  four-day  meeting. 

Copies  of  the  1947  Annual  Convention  Report 
can  be  obtained  from  the  National  Society  for 
Crippled  Children  and  Adults,  Inc.,  11  S.  La  Salle 
Street,  Chicago  3,  Illinois,  at  $1  each. 


New  Antiasthmatic 


Isuprel,  reported  recently  in  medical  journals  as 
a  new,  potent  preparation  providing  relief  for  bron- 
chial asthma,  is  now  ready  as  a  prescription  special- 
ty in  drug  stores,  Winthrop-Stearns  Inc.,  has  an- 
nounced. It  will  be  supplied  as  Isuprel  Solution 
1:200  for  inhalation  and  in  tablets  of  10  mg. 

Isuprel  is  unique  among  antiasthmatics  for  sub- 
lingual use,  since  its  effect  is  produced  quickly  by 
placing  a  small  tablet  under  the  tongue  and  allow- 
ing it  to  dissolve. 

Reports  of  clinical  experiments  made  by  Drs. 
Maurice  S.  Segal  and  John  F.  Beakey  of  the  Boston 
City  Hospital,  Boston,  Mass.  published  in  Annals  of 
Allergy  July-August,  1947,  indicated  that  the  new 
drug  is  "very  effective"  in  the  treatment  of  bron- 
chial asthma.  Subjective  relief  is  almost  immediate 
and  is  "accompanied  by  significant  increase  in  the 
vital  capacity  of  the  lungs,"  the  two  physicians 
reported.  Rapid  control  of  coughing  is  effected,  and  , 
expectoration  is  made  easier  immediately  following 
inhalation. 
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THE  EGO  AND  THE  EYE 

'\\  A.  Waiters,  M.I). 

New  Orleans,  Louisiana 


The  relation  of  the  ego  to  the  eye  has 
always  been  a  close  one — so  close  that  what- 
ever disturbs  the  one  affects  the  other.  If 
the  eye  performs  inadequately,  even  the 
mature  ego  suffers;  and  when  the  ego  is 
distressed,  the  functions  of  the  eye  are  often 
impaired.  This  fact  is  true  largely  because 
the  ego  uses  the  eye  as  an  instrument  for 
orientation  and  the  assimilation  of  experi- 
ence ;  and  through  the  eye,  the  ego's  desires 
and  intimate  thoughts  are  translated  to 
others.  It  is  not  surprising,  therefore,  that 
the  ego  prizes  sight  above  the  other  senses; 
and  that,  when  it  is  seriously  deranged,  the 
whole  world  is  out  of  focus  and  the  ego 
fearful,  bewildered,  and  confused. 

The  ego  that  must  orient  itself  without 
the  aid  of  sight  is  forced  to  construct  a  world 
so  different  as  to  be  scarcely  imagined.  The 
blind,  therefore,  excite  our  pity,  and  we  ap- 
plaud without  envy  those  sightless  individ- 
uals who  successfully  compete  with  the 
sighted.  The  blind  ego  does  not  always  ac- 
cept its  lot,  however,  and  we  find  the  strange 
paradox  of  Anton's  symptom,  where  the  ego 
completely  denies  the  fact  of  blindness  and 
describes  in  detail  what  it  professes  to  see. 

The  Bond  Between  the  Ego  (uid  the  Eye 

The  bond  between  the  ego  and  the  eye 
can  be  traced  in  religion,  literature,  and  art, 
where  the  eye  is  recognized  for  its  aesthetic 
qualities,  esteemed  for  its  moral  force,  and 
held  in  awe  for  the  sinister  roles  it  plays  in 
superstition. 

In  religion,  much  mention  is  made  of  this 

Kead  before  tlie  Nortli  Carolina  Neuiop.vychiatiic  Assmia 
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organ,  its  good  and  evil  potentials,  and  its 
supreme  value  to  men  and  gods.  In  the  Bible 
it  had  much  to  do  with  the  fall  of  man,  for 
the  eye  of  Eve  was  tempted  by  the  sight  of 
the  forbidden  fruit,  and  at  the  serpent's  sug- 
gestion she  plucked  it;  while  in  Norse  myth- 
ology Odin,  the  father  of  the  gods,  gave  his 
right  eye  for  wisdom. 

In  literature,  the  eye  plays  a  prominent 
role,  and  examples  abound.  For  instance, 
Shakespeare  warns, 

The  error  of  our  eye  directs  our  minds. 
What  error  leads  must  err.  0!  then  conclude 
Minds  sway'd  by  eyes  are  full  of  turpitude. 

In  art,  the  depiction  of  the  eye  challenges 
the  artist's  best  skill,  and  we  readily  read 
the  meaning  of  the  glance  he  paints.  In 
superstition,  the  eye  often  insinuates  itself 
as  a  malignant  force,  and  many  fear  the 
look  of  an  "evil  eye."  Even  the  symbol  of 
the  eye  may  inspii'e  fear:  the  peacock 
feather,  for  example,  which  beai's  an  irides- 
cent eye,  is  thought  to  "bring  bad  luck" ; 
this  is  likewise  true  of  the  cats-eye  if  worn 
as  a  gem.  Some  people  fancy  that  the  stars 
(the  eyes  of  the  sky)  will  affect  their  earthly 
lot  with  evil  and  benign  rays.  Not  only  man, 
but  animals  too  ai-e  susceptible  to  the  power 
of  the  eye :  birds  are  paralyzed  by  the  cold 
stare  of  the  serpent,  lions  subdued  by  the 
eye  of  their  trainer,  and  a  savage  dog  by 
the  eye  of  a  country  doctor. 

The  specific  and  purposeful  uses  of  the 
eye  in  the  various  professions  have  often 
been  described.  Typical  are  the  sceptical 
eye  of  the  auditor,  the  photographic  eye  of 
the  detective,  the  bold,  roving  eye  of  the 
travelling  salesman,  the  cold,  catching  eye 
of  the  fortune-teller,  the  soliciting  eye  of  the 
prostitute,  the  shifty  gaze  of  the  confidence 
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man,  and  the  beneficent  and  understanding 
look'of  the  physician.  The  eye,  too,  may  bear 
the  stamp  of  certain  occupations — for  ex- 
ample, the  nystagmic  eye  of  the  miner,  the 
buffeted  eye  of  the  pugilist,  and  the  squint- 
ing eye  of  the  watchmaker. 

Even  in  sleep  the  eye  accompanies  the 
ego:  in  one  dream  the  ego  may  watch  itself 
in  one  or  more  roles,  while  in  another  dream 
the  ego  may  feel  itself  being  watched  by  the 
introjected  eye  of  conscience,  hovering 
about  with  threats  of  punishment. 

The  eye  is  bound  to  the  ego  by  emotions 
which  enter  into  all  their  mutual  activities, 
these  emotions  dictating  the  quality  of  the 
eye's  performance  and  rendering  to  the  be- 
holder the  meaning  it  conveys.  Thus  we  are 
able  to  read  the  language  of  the  eye.  which 
expresses  the  full  gamut  of  human  feelings 
— the  curious  peep,  the  gaze  of  bewilder- 
ment, the  gleam  of  joy,  the  stare  of  horror, 
the  glint  of  suspicion,  the  hostile  glai-e,  the 
furtive  glance,  the  guilty  look — a  language 
which  enters  into  all  interpersonal  relation- 
ships. 

We  consistently  find  in  the  thoughts  and 
acts  and  works  of  man  a  close  relation.ship 
between  the  ego  and  the  eye — a  relationship 
in  which  emotions,  too,  are  always  found, 
for  they  bind  the  two  to  mutual  assistance. 
It  becomes  evident,  however,  that  this  com- 
bination needs  the  muscular  system,  because 
the  ego  must  have  delivered  to  it  the  con- 
fluence of  the  two  objects  beheld  by  the  two 
eyes,  and  muscles  are  needed  to  perform  this 
service.  Thus  the  mechanism  for  looking  and 
seeing  transcends  a  single  eye.  It  is  a  mech- 
anism with  several  components,  which,  when 
functioning  adequately  with  a  mature  ego, 
serves  man  wonderfully  and  well. 

Evohitiiiii  of  the  Visual  Appafutiis 

A  consideration  of  the  evolution  and  de- 
velopment of  this  mechanism  shows  that, 
although  sight  is  given  priority  over  the 
other  sensory  functions,  this  has  not  always 
been  true.  We  have  evidence  that  smell 
formerly  played  a  dominant  role.  When  man 
stopped  sniffing  the  ground,  with  its  im- 
printed animal  odors  and  deposits,  and  as- 
sumed the  upright  position,  this  change  in 
posture  gave  him  a  wider  view  and  more 
distant  sight.  Merging  of  the  visual  axes 
into  a  single  field  of  binocular  vision  added 
the  advantages  of  depth  and  dimension ;  and 
as  the  hands  acquired  greater  skills,  man's 


near  vision  improved  so  that  he  was  able  to 
see  objects  closer  and  in  more  detail.  So 
sight  was  developing  while  smell  was  being 
repressed. 

Though  seeing  reached  a  high  degree  of 
efficiency,  possibly  its  upper  limits  of  func- 
tional capacity,  man's  environment  forced 
an  elaboration  of  perception  through  the  use 
of  visual  symbols,  and  later  verbal  symbols, 
and  finally  conceptual  symbols  which, 
through  association,  enormously  increased 
his  capacity  for  adaptation.  P^volving,  too, 
were  greater  possibilities  for  testing  and  re- 
testing  actuality  through  his  muscular  sys- 
tem, which  ultimately  gave  way  to  thinking 
as  a  shortcut  and  efiicient  substitute.  Thus, 
with  a  means  of  better  dealing  with  reality, 
the  ego  had  a  greater  range  and  variety  of 
techniques  for  relating  itself  to  its  environ- 
ment and  to  time,  for  drawing  on  past  ex- 
perience, for  learning,  and  for  knowing. 

Necessity  for  Stndi/iini  the  Ei/v  in  Rehitioii 
to  the  Whole  Orguinsnt 

When  we  recognize  the  visual  apparatus 
as  a  complicated  mechanism  with  two  re- 
ceptive devices  (eyes),  a  highly  complex 
set  of  processes  constituting  the  integrative 
function,  effectors  and  a  synchronizer 
through  the  use  of  muscles,  it  becomes  evi- 
dent what  the  ego  has  for  its  use  in  the 
looking-seeing-integrating  mechanism.  It  is 
something  that,  to  be  studied  accurately,  de- 
mands full  consideration  of  its  complexity 
as  a  total  mechanism,  and  not  mere  observa- 
tion of  the  eye  torn  out  and  studied  singly 
and  alone.  It  is  a  mechanism  that  works  or 
does  not  work  on  the  basis  of  the  ego's  wi.sh- 
to-look-or-see.  or  its  wish-not-to-look-or-see ; 
or  its  wish-to-be-seen,  or  its  wish-not-to-be- 
seen.  In  addition  to  the  irish-io-see.  there  is 
also  the  matter  of  ichat  or  irhoni  the  ego 
wishes  to  see.  or  /)//  !vhoi)i  it  wishes  to  be 
seen;  »•/?)/  it  wishes  to  see  or  be  seen;  hoic 
it  wishes  to  see  or  be  seen,  or  the  reverse. 
Thus  there  is  a  concatenation  of  the  positive 
or  negative  wish  with  the  associated  condi- 
tions of  seeing  or  looking. 

In  seeing  or  in  having  seen,  the  ego  may 
meet  or  may  have  met  with  frightening  or 
threatening,  enraging  or  equivocal  experi- 
ence which  it  cannot  adequately  master — the 
result  being  the  development  of  anxiety,  hos- 
tility, guilt,  doubt,  fear  of  loss  of  love,  fear 
of  punishment,  or  even  punishment  itself — 
these    emotional    reactions    disturbing    the 
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mechanism  in  its  orderly  function.  Obvious- 
ly, a  careful  study  of  the  individual  case, 
with  a  persistent  realization  that  the  eye  ac- 
companies the  ego  on  its  dynamic  journey 
through  early  life,  with  its  struggles  against 
dependency,  with  the  oedipal  problem,  with 
sibling  rivalry  and  its  consequent  frustra- 
tions, is  mandatory.  In  the  ego's  life-story 
and  struggle  with  its  conflicts  may  lie  the 
secret  of  its  selection  of  the  site  and  symp- 
tom of  disorder;  and  only  from  an  appraisal 
of  its  strength  and  integrative  capacity  can 
one  predict  the  success  of  a  therapy  calcu- 
lated to  help  it  mature  and  master  its  diffi- 
culties. 

Components  of  the  Looking-Seeing 
Mechanism  and  Their  Disorders 

Involvements  of  the  looking-seeing  mech- 
anism are  numerous  and  varied,  and  any 
attempt  to  group  or  classify  them  will  have 
its  limitations.  To  be  without  some  sort  of 
grouping,  however,  would  only  add  to  the 
confusion,  so  I  have  chosen  one  based  on  the 
main  functional  components  of  the  mechan- 
ism, which  has  as  its  model  the  reflex  arc. 

The  receptive  component 

The  receptive  component  is  composed  of 
the  eyelids,  which  shut  out  light,  and  in 
extreme  conditions,  with  the  aid  of  the 
muscles  of  the  face,  can  increase  the  area 
of  vision ;  the  tear  glands  and  ducts,  which 
in  conjunction  with  the  lids  moisten  and 
wash  the  cornea;  the  eyeballs  proper,  with 
their  functional  elements  such  as  the  cornea 
and  the  intrinsic  muscles  which  control  il- 
lumination through  the  iris  and  bend  the 
light  rays  with  the  lens,  thereby  optimally 
illuminating  and  placing  the  images  upon 
the  sensory  plates  (retinae).  From  these 
sensory  plates  impulses  are  transmitted  over 
well  known  channels,  through  primary  gang- 
lia, on  to  the  cortex  to  be  fused  into  a  single 
image  and  corrected  as  to  relationship  in 
space ;  then  on  through  association  paths  to 
the  frontal  cortex,  to  be  pooled  with  other 
sensory  material  from  reality  and  elaborated 
through  association. 

The  main  disorders  of  this  component  are 
lacrimation,  suppression  of  tears,  congestion, 
twittering  of  the  lids,  blinking,  closed  eyes, 
eye  rubbing,  squeezing  of  the  lids,  blepharo- 
spasm, corneal  anesthesia,  photophobia,  am- 
blyopia, color-blindness,  reversal  of  color 
fields,  hemianopsia,  concentric  or  spiral  and 
tubular  fields,  weakness  and  paralysis  of  ac- 


commodation   (asthenopia),  monocular  dip- 
lopia, ptosis,  and  myopia.    Disturbances  of 
the   peripheral   fields,    of   binocular   vision, 
and   of   accommodation   are   especially   fre- 
quent, probably  because  these  are  more  re- 
cently acquired  functions  and  are  in  closer 
relationship  to  the  conscious  ego,   whereas 
the  central  fields  and  monocular  vision  are 
more  closely  related  to  the  unconscious.   We 
recognize  in  neurotics  a  high  incidence  of 
disorders  of  sleep  and  often  a  difficulty  in 
falling    asleep,    during    which    interval    the 
drowsy  ego  indulges  in  day-dreams  or  the 
working   over   of   material   in   an   effort  to 
master  its  problems.    Under  these  circum- 
stances, binocular  vision,  as  a  result  of  dis- 
turbances of  fusion,  becomes  disordered  and 
breaks  down  in  the  direction  of  more  prim- 
itive monocular  sight.    It  is  known  that  the 
eyeballs  during  sleep  are  rolled  upward  and 
outward,   reminding   us   of  the   position   of 
the  eyes  when  they  reported  as  individual 
organs  to  a  primitive  ego  as  the  organism 
sniffed  the  ground.    The  connection  between 
the  ego  and  binocular  vision  is  a  vulnerable 
one  and  therefore  easily  becomes  disordered. 
The  following  cases  illustrate  disorders  of 
this  component: 

Case  1 

A  41-year-old  wife  suppressed  her  tears  for  the 
four  years  that  her  husband  was  depressed;  then, 
upon  his  recovery  and  return  to  woi'k,  she  developed 
congestion  of  the  conjunctiva,  frigidity,  and  pruritus 
vulvae.  She  felt  that  to  cry  would  indicate  weakness 
and  show  that  she  was  upset,  but  the  suppression 
of  tears  was  really  a  cover-up  for  a  sense  of  guilt 
about  loving  him  differently,  because  of  an  attitude 
of  pity  and  because  of  resentment  over  the  fact 
that  he  had  hurt  her  pride  by  talking  about  mas- 
turbation so  frequently  while  depressed.  Thus  we 
see  the  suppression  of  tears  as  part  of  the  ego's 
wish-not-to-be-seen  and  not  to  have  its  real  attitude 
and  emotions  detected. 

Case  2 

A  22-year-old  man  who  was  subject  to  almost 
constant  tearfulness,  but  without  any  muscular 
components  of  crying,  had  strong  shame  feelings 
about  practicing  fellatio  from  the  age  of  9.  There 
was  a  strong  need  to  be  pitied  and  shamed. 

Case  3 

A  29-year-old  engineer,  stationed  in  a  small,  iso- 
lated spot  during  the  war,  had  inadvertently  seen 
his  lady-love  and  her  husband,  unexpectedly  home 
on  leave,  having  intercourse.  The  following  day  the 
husband  became  psychotic  and  was  sent  to  a  hos- 
pital, while  the  patient,  thrown  into  a  jealous  rage 
and  panic,  wished  not-to-have-seen  the  incident,  and 
through  guilt  and  punishment  developed  total  am- 
blyopia. 

Case  4 

A  woman  who  saw  her  mother  and  two  children 
torn  practically  out  of  her  arms  by  a  careening 
taxi-cab  and  crushed  before  her  eyes  developed  ex- 
tremely limited  vision — the  wish-not-to-have-seen. 
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Case  5 

A  drug  clerk  with  a  latent  squint,  in  using  the 
chosen  eye,  made  a  mistake  in  filling  a  prescription 
containing  veronal.  The  medicine  was  prescribed  by 
a  physician  whom  she  blamed  for  her  mother's  sui- 
cidal" attempt  with  an  overdose  of  this  drug  pre- 
scribed by  him.  Confused  by  the  memories  associated 
with  veronal,  she  reached  instead  for  the  adjacent 
bottle  of  phenol  and  substituted  it.  When  the  error 
was  detected  and  she  was  reprimanded  by  the  phy- 
sician, she  developed  strabismus  and  monocular 
amblyopia" '. 

The  mtegrative  component 

The  integrative  component  is  made  up 
from  potentials  of  the  highly  developed 
neurologic  functions  of  the  cortex — more 
specifically,  the  frontal  lobe.  Here  the  visual 
impulses,  bringing  in  material  from  reality, 
come  into  relationship  with  other  sensory 
impulses  and  the  resources  of  memory.  In 
addition  there  are  impulses  coming  from  the 
inner  reality  or  deep  drives  of  the  organism, 
which  must  be  synthesized  with  the  material 
from  outer  reality. 

The  integrative  component  makes  pos- 
sible the  relation,  recognition,  correlation, 
grasp,  synthesis,  and  interpretation  of  data, 
and  gives  to  the  ego  not  only  an  awareness 
of  itself  but  the  means  to  select  among 
alternatives  and  to  evolve  a  plan,  and  the 
executive  ability  to  carry  it  through  if  it  sees 
fit,  either  by  thinking  or  by  use  of  its  chan- 
nels for  effective  action.  It  is  in  the  observa- 
tion of  this  component  that  we  gauge  the 
ego's  strength  and  integrative  capacity.  If 
the  ego  is  weak  or  intoxicated  and 
therefore  unable  to  deal  adequately  with  its 
tensions,  these  tensions  then  are  absorbed 
within  the  component  itself,  mobilizing 
through  regression  primitive,  magical,  or 
prelogical  techniques ;  or  they  are  absorbed 
within  the  receptive  apparatus,  too,  causing 
pro.iection  of  visual  images ;  or  they  are  ab- 
sorbed within  the  muscular  system,  produc- 
ing various  attitudes  and  postures,  with  as- 
sociated stares  and  gazes. 

Cases  6  and  7  illustrate  disorders  of  this 
component : 

Case  6 

A  30-year-old  octaroon  with  bromide  intoxication 
came  to  the  hospital  with  lilliputian  hallucinations, 
admitting  after  a  considerable  time  that  the  pro- 
jected image  was  a  diminutive  white  man  walking 
along  the  cornice  of  the  ceiling.  This  micropsia 
later  turned  out  to  be  her  defense  against  this 
person — reducing  his  size  and  keeping  him  at  a 
distance. 

1.    Walters,    T.    .\.:    Emotional    Factors    in    Disease,    New    Or- 
leans M.  &  S.  .1.   92:11S-U'.-.    (Sept.i    HKiri. 


Case  7 

A  40-year-old  white  woman  in  a  schizophrenic 
psychosis  had  repeated  hallucinations  of  a  gigantic 
Negro  man  tiying  to  come  through  her  window. 
Later  material  revealed  the  presence  of  very  strong 
sexual  impulses  against  which  she  defended  herself 
by  macropsia. 

Looking  and  seeing  may  early  become  sex- 
ualized,  and  at  certain  points  in  the  ego's 
history  may  become  fixated  by  repression  or 
limited  by  inhibition  as  a  result  of  experi- 
ence which  the  ego  cannot  assimilate.  Con- 
sequently, we  may  have  disorders  when  the 
ego  has  seen  something  it  wishes  to  see  again 
to  remove  doubt,  or  something  it  wished  not 
to  see,  and  wishes  to  see  again  to  reassure 
itself  that  it  had  not  seen  what  it  thought 
it  saw  the  first  time. 
Case  8 

For  example,  a  voyeur,  married  and  the  father 
of  three  children,  demanded  that  his  wife  go  with 
him  to  share  the  experience  of  peeping — this  to  re- 
assure himself  he  did  not  see  what  he  thought  he 
saw  at  an  earlier  age. 

Case  9 

Similarly,  an  exhibitionist,  one  week  before  his 
marriage  and  on  the  eve  of  graduation,  exposed 
himself  to  some  little  girls  to  reassure  himself 
somehow  that  he  was  not,  by  the  hands  of  his 
father,  like  them.  The  ego  was  seeking  to  find  in 
real  experience  reassurance  against  a  phantasied 
threat  in  childhood. 

The  synchronizivg  compovent 

The  synchronizing  component  is  made  up 
of  the  extraocular  muscles,  which  serve  con- 
vergence and  con.iugate  movement  to  bring 
the  sensory  plates  and  their  fields  into  con- 
.ioined  relationship  to  the  ob,ject.  This  com- 
ponent (except  in  defensive  movements 
through  lower  circuits)  works  essentially 
through  directive  impulses  from  the  coi'tex 
which  descend  into  the  mid-brain  and  pons, 
where  patterns  of  discharge  from  nuclei  ac- 
tivate the  eye  muscles  and  those  of  the  neck 
and  spine. 

Disturbances  of  this  component  are  paral- 
ysis of  con.iugation,  fixations  or  limitations 
of  conjugate  movements  or  of  gaze,  latent 
heterophoria  coming  out  under  tension,  dip- 
lopia, torticollis,  habit  spasms,  and  tics. 
Essentially  a  motor  component,  it  is  involved 
when  looking  or  not-looking  is  of  special  sig- 
nificance to  the  ego,  or  when  the  component 
becomes  the  carrier  of  aggressive,  fearful, 
guilty  attitudes  on  the  part  of  the  ego  to- 
ward the  beholder.  It  is  particularly  apt  to 
be  involved  when  the  ego  is  weak  and  has 
regressed,  thus  releasing  primitive  emotions 
which  pervade  the  muscular  system — such 
emotions  as  panic,  horror,  rage,  and  hate, 


July,   1948 


EGO   AND   EYE— WATTERS 


327 


which  occur  in  homosexuals,  catatonic- 
schizophrenics,  epileptics,  and  paranoids, 
respectively;  or  in  the  vacant  or  fanciful 
stare  of  the  deteriorated  ego ;  or  the  stare  of 
profound  and  prolonged  anxiety  as  seen  in 
the  goiter  patient ;  or  the  gloating  and  usual- 
ly dry  eye  tense  with  the  hope  for  an  oppor- 
tunity to  strike  back  in  revenge,  as  seen  in 
glaucoma.  Too,  this  component  is  especially 
given  to  individualized  expressive  move- 
ments, because  the  ego  not  only  looks  at,  or 
away  from  somebody  or  something,  but  may 
also  deny  or  affirm  what  it  sees  with  the 
same  muscles. 

Compensatory  symptoms  also  occur,  such 
as  headache,  nausea,  and  vertigo  usually  re- 
sulting from  efforts  made  to  correct  disturb- 
ances of  the  vestibular  eye  muscle  combina- 
tions, and  may  or  may  not  be  used  by  the 
ego. 

The  following  cases  illustrate  disorders  of 
this  component : 

Case  10 

A  case  of  paralysis  of  convergence  developed  in 
a  36-year-old  woman,  a  homosexual,  whose  mother 
was  dependent  on  her  to  run  a  summer  hotel,  and 
whose  girl-friend  was  the  mother's  assistant.  When 
summer  approached,  she  was  forced  to  look  forward 
to  going  to  the  hotel  at  the  expense  of  leaving  her 
own  business  at  the  most  profitable  time  of  the 
year.  Furthermore,  going  there  would  force  her 
into  a  painful  dependent  homosexual  relationship 
with  her  girl-friend,  the  assistant.  Thus  things  faded 
out  of  focus  when  she  read  or  looked  at  her  mother's 
letters  of  supplication. 

Case  11 

A  27-year-old  amateur  soprano,  married  and 
physically  responsive  to  her  husband,  but  suscep- 
tible to  her  minister,  although  morally  strict,  ex- 
perienced difficulty  in  convergence  following  an  in- 
cident in  church.  As  she  was  singing  one  Sunday, 
an  old  gentleman,  unduly  sensitive,  made  an  abrupt 
exit  through  the  window.  Subsequently,  when  the 
minister  suggested  that  her  singing  was  unpleasing 
to  his  congregation  and  asked  her  to  withdraw  as 
soloist,  she  developed  buining  and  blurring  of  vision 
with  an  "unwillingness  to  see." 

Case  12 

A  44-year-old  automobile  mechanic,  married,  and 
devout,  was  referred  because  of  double  vision.  A 
careful  study  revealed  that  he  had  been  counseled 
by  his  spiritual  adviser  to  beat  his  wife  for  sexual 
indifference  and  unwillingness  to  have  intercourse 
without  a  diaphragm.  Smelling  alcohol  on  his  ad- 
viser's breath,  he  became  doubtful  and  was 
tempted  to  continue  the  practice  of  birth  control. 
Under  this  strain  he  developed  double  vision.  After 
more  material  had  been  obtained,  it  was  pointed 
out  to  him  that  the  real  difficulty  was  in  his  failure 
to  deal  with  his  wife  in  a  really  masculine  way. 
When  he  achieved  a  more  masterful  approach  to 
her,  the  problem  blew  over,  and  with  it  the  double 
vision.  The  problem  was  one  of  the  ego  taking  a 
double  view  of  its  conflict. 

Case  13 

A  32-year-old  man  planned  a  pre-dawn  rendezvous 


with  his  brother-in-law  for  a  turkey  hunt.  Upon 
approaching  the  mutually  agreed  upon  spot,  he 
heard  a  turkey  call  and  saw  a  movement  in  the 
underbrush,  whereupon  he  aimed  his  gun  and  fired 
it.  The  call  had  been  made  by  his  brother-in-law 
rather  than  a  turkey,  and  the  patient  was  suddenly 
confronted  with  the  sight  of  his  brother-in-law, 
fatally  injured.  He  put  him  over  his  left  shoulder 
and  hurriedly  carried  him  to  his  sister's  home. 
Although  exonerated  by  the  court,  the  patient  de- 
veloped a  torticollis  and  conjugate  deviation  to  the 
right.  Only  after  considerable  study  was  it  finally 
discovered  that  he  harbored  a  grudge  against  his 
brother-in-law,  blamed  himself  for  the  accident,  and 
avoided  looking  at  his  crime  by  turning  his  head 
and  averting  his  gaze.  His  symptoms  subsided  when 
his  ego  dealt  realistically  with  the  guilt. 

Case   14 

A  25-year-old  divorcee,  professing  to  be  happy 
and  denying  any  conflicts  or  frustrations  whatso- 
ever, showed,  in  addition  to  eye  symptoms,  general 
limitation  in  all  movements  with  little,  if  any,  spon- 
taneity; yet  her  blood  pressure  was  152  systolic, 
90  diastolic.  Her  symptoms  came  on  when  her  di- 
vorced father  began  showing  interest  in  a  young 
woman  near  her  own  age.  Prior  to  that  time  she 
had  enjoyed  an  interval  of  close  association  with 
him,  following  his  divorce  from  her  alcoholic  mother, 
after  years  of  quarrels  which  she  witnessed,  and 
following  her  own  divorce  from  her  husband.  The 
symptoms  increased  when  her  father  finally  married. 
The  patient  resented  the  money  and  attentions 
lavished  on  her  stepmother,  and  the  liberal  alimony 
and  comfortable  apartment  provided  for  her  own 
mother.  Forced  to  live  frugally  on  an  inadequate 
salary  in  a  small,  second-rate  apartment  in  a  Bo- 
hemian atmosphere,  she  remained  to  herself.  Her 
father  contributed  to  her  expenses  and  maintained 
her  son  in  a  fine  private  school,  but  in  contrast  to 
what  the  other  two  women  had,  it  was  not  enough. 
With  a  little  effort  she  could  have  bettered  her 
circumstances,  but  instead  she  accepted  them  with 
a  growing  intensity  of  symptoms  which  finally 
brought  her  to  the  ophthalmologist.  Thus  forced 
to  share  her  father  with  two  other  women,  she  kept 
her  increasing  hostility  under  choke.  Gradually, 
however,  the  hostility,  aside  from  eff'ecting  hyper- 
tension, suffused  the  seeing  mechanism,  where  its 
discharge  towards  her  two  rivals  was  withheld  lest 
it  weaken  her  position  still  further. 

Most  of  the  cases  which  have  been  re- 
ported were  carefully  studied  by  the  ophthal- 
mologist before  being  referred  to  the  psy- 
chiatrist. In  some  of  these  cases  it  is  clear 
that  conversion  plays  a  predominant  role; 
in  others,  involvement  of  the  looking-seeing 
mechanism  occurs  on  a  different  basis — for 
example,  hallucinations ;  whereas  in  still  an- 
other the  involvement  is  more  fundamentally 
part  of  a  vegetative  neurosis,  such  as  glau- 
coma. All  in  all,  we  find  that  patients  with 
disturbances  in  the  looking-seeing  mechan- 
ism warrant  a  careful  study  by  the  ophthal- 
mologist for  psychogenic  factors,  and  that 
the  psychiatrist  to  whom  they  are  referred 
should  appreciate  the  intricacies  of  this 
mechanism  when  it  is  used  in  the  service  or 
disservice  of  the  ego. 
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Conclusion 

I  have  brought  before  you  the  relationship 
of  the  ego  and  the  eye,  bound  as  they  are  by 
the  emotions,  and  sharing  literally  and  sym- 
bolically the  story  and  struggles  of  life.  It 
was  shown  that,  with  the  passage  of  time, 
the  eye,  through  the  development  of  its  func- 
tional capacity,  paved  the  way  for  the  high- 
er integrations  of  thinking  and  knowing 
which  serve  the  conscious  ego  of  modern 
man.  The  eye  enters  into  all  of  his  works 
and  creations  at  all  times,  for  it  not  only 
gives  expression  to  the  deep  drives  and  dy- 
namics of  his  unconscious,  but  also  to  the 
noble  and  ignoble  motives  of  his  ego.  The 
eyes  cannot  be  torn  apart  from  the  ego  and 
studied  separately  therefrom,  regardless  of 
what  the  presenting  disorder  may  be;  for 
the  ego  holds  them  in  highest  regard,  and 
its  relationship  with  them  is  a  close  one — 
the  combination  woi'king  as  a  unit.  A  de- 
tailed study  of  this  unit  reveals  a  com))lex 
mechanism  for  seeing  and  looking  with  an 
integrating  component,  all  working  together, 
each  component  demanding  consideration  of 
the  other  components,  if  there  is  to  be  ac- 
curate appraisal  of  any  one  or  any  combi- 
nation. 

In  this  looking-seeing  mechanism  the  psy- 
chiatrist finds  signals,  codices,  and  mani- 
festoes which  he  may  follow  from  day  to  day 
in  his  contact  with  the  patient,  for  they  not 
only  portray  and  reveal  diagnostically,  but 
they,  too,  foretell  prognostically  the'  ego's 
grim  struggle  against  distress  and  disorder 
—with  what  success  and  what  satisfaction. 

It  has  been  well  said  by  a  keen  observer 
of  human  nature: 

"Eyes  speak  all  languages.   They  wait  for 

no  introduction  ;  ask  no  leave  of  age  or  rank ; 

they    respect    neither    poverty    nor    riches, 

neither  learning  nor  power,  nor  virtue,  nor 

sex,  but  intrude,   and   come   again,   and  go 

through  and  through  you  in  a  moment  of 

time."'-"' 

1508  Pine  Street 

2.    Emerson.    Ralph    Waldo:    Essav    nn    Behavior,    from    The 
roiKliict  of  Life. 


Our  research  has  not  scratched  the  surface  of  such 
problems  as  heart  disease  and  coronary  thrombosis, 
nephritis,  arthritis,  and  cancer.  We  know  more  about 
the  planet  Mars  than  we  know  about  the  patho- 
genesis of  arteriosclerosis  which  is  probably  the 
least  common  denominator  of  most  of  the  disabilities 
of  the  aging  process. — Theodore  Klumpp:  The  Fu- 
ture of  the  Older  Worker,  Geriatrics  2:165  (May- 
June)   1947. 
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Charlotte 

We  feel  that  this  subject  is  a  timely  one 
to  present  to  a  general  surgical  group  be- 
cause of  its  wide  appeal  and  limited  applica- 
tion. All  practitioners  of  medicine  have  seen 
bad  results  follow  a  conservative  nephrec- 
tomy in  cases  where  a  more  radical  pro- 
cedure was  indicated  and  should  have  been 
performed. 

The  importance  of  a  careful  preoperative 
examination  in  every  case  in  which  nephrec- 
tomy is  being  considered  cannot  be  over- 
emphasized. Nephro-ureterectomy  is  not 
used  frequently,  but  there  are  definite  indi- 
cations for  its  use.  Failure  to  employ  this 
procedure  when  indicated  can  have  serious 
consequences. 

The  first  continuous  nephro-ureterectomy 
was  performed  by  Dr.  Howard  A.  Kelly  in 
1895,  and  the  first  two-stage  operation  was 
described  by  Drs.  Kelly  and  Lilienthal  in 
1911.  The  operation  never  really  became 
popular  or  was  considered  a  necessity  until 
Dr.  Edwin  Beer  read  his  epoch-making  pa- 
per before  the  American  Urological  Associa- 
tion in  1921,  at  which  time  he  pointed  out 
the  necessity  for  such  radical  surgery  in 
certain  cases. 

Couditioiis  in  Which  N ephro-U recterectomy 
Is  Indicated 

For  many  years  urologists  have  recog- 
nized that  some  diseased  ureters  should  be 
excised  as  low  down  as  possible.  During  the 
past  few  years  the  entire  ureter  with  the 
kidney  has  been  removed  with  increasing 
frequency,  especially  in  that  group  of  cases 
where  the  urologic  surgeon  is  not  sure  that 
obliterating  fibrotic  atrophy  will  take  place. 

Nephro-ureterectomy  is  the  only  radical 
operation  which  oflfers  a  chance  for  cure  in 
the  following  well-defined  lesions  of  the  kid- 
ney and  ureter'": 


(1)    Papillary    growths    of    the    kidney 
ureter 


pelvis    or 


Read  hefnre  the  Section  on  Surgerj-,  Medical   Society  of  the 
State  of  North  Carolina,   Pinehurst,   May  4,    19+8. 
1.    Beer.    Edwin;    Further    Experience    with    .\septic    N'ephro- 
Ureterectomy,   J.   Urol.    29:135-140    (Feb,)    193:1. 
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(2)  Tuberculosis  of  the  kidney  with  marked  stric- 
ture formation  at  the  lower  end  of  the  ureter  asso- 
ciated with  a  dilated,  large,  thick  or  thinned-out 
ureter   (empyema) 

(3)  Hydro-  or  pyo-uretero-nephrosis  due  to  in- 
trinsic or  extrinsic  obstruction  at  the  lower  end  of 
the  ureter,  such  as 

(a)  Firmly  impacted  stone 

(b)  Ureteritis   cystica 

(c)  Cysts 

(d)  Dilated  ureteral  orifice 

Techyiique 

The  terms  nephro-ureterectomy  and  ure- 
teronephrectomy  are  not  synonymous,  al- 
though the  end  result  is  the  same,  the  kidney 
and  ureter  being  removed  intact.  In  nephro- 
ureterectomy  the  kidney  is  removed  first  and 
remains  attached  to  the  ureter;  in  uretero- 
nephrectomy  the  ureter  is  removed  first.  In 
ureteronephrectomy,  if  for  any  reason  the 
operation  has  to  be  discontinued,  the  kidney 
is  left  in  place  with  a  cut  ureter  to  drain 
it.  In  nephro-ureterectomy,  if  the  operation 
cannot  be  completed,  one  leaves  the  ureter 
without  any  urinary  drainage.  In  all  5  of 
our  cases  nephro-ureterectomy  was  the 
method  of  choice. 

In  nephro-ureterectomy  the  kidney  is  re- 
moved through  a  loin  incision  and  the 
ureter  bluntly  dissected  free  down  to  the 
common  iliac  vessels.  Care  must  be  used  in 
this  dissection  to  prevent  tearing  of  the 
ovarian  or  spermatic  vessels.  At  this  point 
one  can  either  exteriorize  the  kidney  (leav- 
ing it  attached  to  the  ureter)  and  close  the 
loin  incision,  or  push  the  kidney  and  ureter 
down  to  the  depth  of  the  wound  and  leave 
the  incision  open.  Next  the  patient  is  turned 
so  that  a  muscle-splitting  incision  can  be 
made  in  the  lower  quadrant  to  free  the 
ureter  down  to  the  bladder  through  an  extra- 
peritoneal approach.  The  ureter  is  then 
clamped  and  ligated  at  the  bladder.  If  the 
kidney  was  put  in  the  depth  of  the  wound 
it  is  now  brought  out  through  the  lower 
quadrant  incision  with  the  attached  ureter, 
and  the  patient  is  turned  back  so  that  the 
loin  incision  can  be  closed.  We  prefer  this 
method  when  the  ureter  is  greatly  dilated, 
as  in  cases  1  and  4.  If  the  loin  incision  was 
closed  before  making  the  lower  quadrant  in- 
cision, the  ureter  is  pulled  out  through  the 
loin  incision  after  it  has  been  freed  below. 
This  method  is  preferable  if  the  ureter  is  of 
normal  size.  In  cases  where  the  ureteral 
meatus  is  involved  by  the  disease,  it  may  be 
necessary  to  resect  a  cuff  of  bladder  around 
the  meatus. 


Ca.se  Reports 

The  following  cases  serve  to  illustrate 
the  indications  for  nephro-ureterectomy. 

Case  1 

A  white  female,  41  years  of  age,  had  a  history 
of  pain  in  the  left  side  and  episodes  of  chills  and 
fever  since  childhood,  with  an  associated  pyuria. 
When  she  was  10  years  old,  a  left  nephrectomy  had 
been  advised. 

The  physical  examination  revealed  normal  find- 
ings. A  culture  of  urine  from  the  left  kidney  and 
bladder  contained  Aerobacter  aerogenes  and  Bacillus 
pyocyaneus.  Urine  from  the  right  kidney  was  nega- 
tive. An  intravenous  phenolsulfonphthalein  excre- 
tion test  revealed  a  4  per  cent  output  in  twenty 
minutes  from  the  left  kidney,  with  an  appearance 
time  of  fifteen  minutes.  Blood  counts  and  nonprotein 
nitrogen  were  normal. 

An  intravenous  urogram  revealed  a  non-function- 
ing left  kidney  and  a  normal  right  ureter  and  kid- 
ney. A  left  retrograde  pyelo-ureterogram  revealed 
a  capacity  of  500  cc,  with  a  large  megalo-ureter 
and   hydronephrosis. 

A  nephro-ureterectomy  (fig.  1)  was  done,  and 
the  patient  was  discharged  on  the  tenth  postopera- 
tive day  with  an  occasional  white  blood  cell  in  the 
urine  and  a  negative  urine  culture.  The  follow-up 
study  revealed  a  complete  cure. 


Fig.  1  (Case  1).    Gross  specimen  removed  in  toto. 


Case   2 

A  53-year-old  white  female  gave  a  history  of 
pyuria,  chills,  fever,  and  pains  in  the  left  kidney 
for  ten  years  prior  to  admission.  She  had  seen 
many  doctors,  and  at  one  time  was  thought  to  be 
psychotic,  since  no  organic  trouble  could  be  found. 
On  admission  she  was  having  fever  spiking  to  104 
F. 

The  physical  examination  was  not  remarkable  ex- 
cept for  obesity.  The  nonprotein  nitrogen  was  45 
mg.  per  100  cc.  Intravenous  urograms  revealed  a 
minimal  hydro-ureter  and  hydronephrosis  on  the 
right,  and  no  function  on  the  left  side. 

An  intravenous  phenolsulfonphthalein  excretion 
test  showed  no  function  from  the  left  kidney.  Cysto- 
scopy revealed  a  chronic  cystitis  (grade  2)  and 
500  cc.  of  urine  in  the  left  ureter  and  kidney  (fig.  2). 
Culture  of  this  urine  contained  Bacillus  coli.  Blood 
counts  showed  a  hemoglobin  of  77  per  cent,  3,950,- 
000  red  blood  cells,  and  8000  white  blood  cells. 

Despite  the  use  of  streptomycin  and  penicillin  the 
patient  continued  to  run  a  spiking  fever.  After  six 
days  of  unsuccessful  medical  therapy,  a  nephro- 
ureterectomy  (fig.  3)  was  performed.  For  the  first 
three  postoperative  days  the  patient  had  occasional 
rises  of  temperature  to  101  F.  After  this  period 
convalescence  was  normal  except  for  a  slow  healing 
of  the  wounds.  She  was  discharged  on  the  sixteenth 
postoperative  day  in  excellent  condition.  The  wound 
in  the  lower  left  quadrant  did  not  completely  heal 
until  about  one  month  following  the  operation,  and 
from  then  on  the  patient  had  no  further  trouble. 
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Fig.  2   (Case  2).    Retrograde  pyelogram  show- 
ing a  greatly  dilated  ureter. 

Case  3 

A  86-yeai--old  man  was  seen  in  February,  1946. 
because  of  painless  hematuria.  Examination  at  that 
time  revealed  a  healed  duodenal  ulcer  and  a  tumor 
of  the  bladder.  The  tumor  was  resected  and  a 
pathologic  report  of  papilloma  of  the  bladder  was 
given.  The  histologic  appearance  was  suggestive 
of  a  low-grade  malignancy.  Urograms  at  this  time 
were  normal. 

The  patient  was  admitted  to  the  hospital  again 
in  July,  1946.  and  in  February,  May,  and  September, 

1947,  for  recurrences  of  the  papilloma  in  the  blad- 
der. On  each  admission  intravenous  urograms 
showed  the  upper  urinary  tract  to  be  normal.  He 
was  treated  with  fulguration  of  the  papillomas, 
deep  x-ray  therapy  to  the  bladder,  and  stilbestrol. 
A  biopsy  made  in  September  was  reported  by  Dr. 
Paul  Kimmelstiel  as  follows:  "Papilloma  of  bladder. 
After  careful  consideration  I  have  not  been  able 
to  convince  myself  of  any  definite  evidence  of  ma- 
lignancy in  the  specimen  submitted." 

About  November  1,  1947,  the  patient  began  to 
have  some  pain  in  his  left  kidney,  and  a  retrograde 
pyelo-ureterogram  revealed  a  picture  compatible 
with  a  tumor  of  the  left  renal  pelvis  and  lower  left 
ureter.     This    study    was    repeated    on    February    1. 

1948.  and  a  definite  diagnosis  of  tumor  of  the  left 
renal  pelvis  and  ureter  was  made.  On  March  6, 
1948,  a  nephro-ureterectomy  was  performed.  Con- 
valescence was  normal,  and  the  patient  was  dis- 
charged on  the  ninth  postoperative  day. 

It  will  be  of  interest  to  see  whether  the  bladder 
tumors  recur  after  nephro-ureterectomy,  as  Dr. 
Edwin  Davis  has  reported  the  disappearance  of 
bladder  tumors  following  ureterosigmoidostomy.  It 
may  be  that  the  urine  from  the  left  kidney  con- 
tained a  carcinogen  or  that  the  bladder  tumor  rep- 
resented implants  from  the  left  kidney,  although  the 


Fig.  3  (Case  2).    Gross  specimen  removed  in  toto. 

bladder  tumor   was   present   about   t\vo   years   prior 
to   x-ray  evidence  of  the  tumor  in  the  renal   pelvis. 

Case  4 

A  10-year-old  boy  was  admitted  to  the  hospital 
in  19.'50  with  a  history  of  complete  urinary  retention 
two  years  previously,  at  which  time  external 
urethrotomy  was  done  at  a  local  hospital.  Exami- 
nation on  admission  revealed  an  emaciated  10-year- 
old  boy  with  high  fever,  bilateral  epididymitis,  and 
a  draining-  perineal  sinus.  The  nonprotein  nitrogen 
was  .55  mg.  per  100  cc,  red  blood  cells  4,000,000 
and   white  blood  cells   12,000. 

Soon  after  admission  to  the  hospital  a  cystotomy 
was  done  and  the  urethral  valves  were  cut.  Purulent 
mateiial  could  be  seen  coming  from  the  left  ureteral 
orifice. 

The  postoperative  convalescence  was  very  stormy 
because  of  the  severe  widespread  infection.  Sulfon- 
amides and  penicillin  were  of  course  not  available 
at  that  date.  A  cystogram  revealed  reflux  of  the 
opaciue  media  up  the  left  ureter,  showing  a  greatly 
dilated  ureter  and  a  pyonephrotic  sac  instead  of  a 
kidney.  The  right  kidney  showed  hydronephrosis 
(grade  3)  and  hydro-ureter  (grade  2).  Three  weeks 
after  the  first  operation  a  nephro-ureterectomy 
was  done  on  the  left  side,  with  a  less  stormy  con- 
valescence. 

This  patient  lived  from  1930  until  1948  (eighteen 
years)  on  one  kidney,  which  was  about  three  fourths 
destroyed  when  we  first  saw  him. 

Comment:  It  is  truly  remarkable  to  ob- 
serve the  small  amount  of  kidney  tissue  on 
which  a  patient  can  survive,  apparently  in 
good  health. 

Case   5 

A  55-year-old  colored  man  was  admitted  to  the 
hospital  with  a  history  of  gross  painless  hematuria 
of  six  months'  duration.  General  physical  exami- 
nation was  not  remarkable.  Cystoscopy  revealed  a 
normal  bladder  with  blood  coming  from  the  left 
ureteral  orifice.  A  retrograde  pyelogram  showed  a 
filling  defect  (fig.  4)  in  the  lower  and  middle  calices 
of  the  pelvis.  A  tentative  diagnosis  of  papillary 
carcinoma  of  the  renal  pelvis  was  made  at  that 
time.  A  repeat  pyelogram  was  done  one  week  later 
to  see  if  the  filling  defects  described  above  were 
constant.  Since  it  showed  no  change,  we  concluded 
that  the  defects  most  probably  were  due  to  a  pelvic 
neoplasm  rather  than  a  blood  clot. 

A  nephro-ureterectomy  was  performed,  and  sec- 
tion of  the  kidney  revealed  a  hypernephroma  in  the 
parenchyma,  with  only  blood  clots  in  the  pelvis  and 
lower  calices   (fig.  5). 

Commod:  This  case  has  two  important 
features.  First,  the  pyelogram  gave  no  clue 
(such  as  pressure  on  the  caliceal  system) 
to  a  parenchymal  lesion.  Second,  a  blood  clot 
remained  for  at  least  a  week  in  the  kidney 
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Fig.  4   (Case  5).    Retrograde  pyelogram  shows 

a  filling  defect  in  the  lower  and  middle  calices 

of  the  kidney  pelvis. 

pelvis  and  produced  an  identical  filling  de- 
fect on  two  pyelograms  made  a  week  apart. 
If  a  correct  pre-operative  diagnosis  had 
been  made,  we  would  have  done  only  a  ne- 
phrectomy, since  a  hypernephroma  very 
rarely  spreads  by  implantation. 

Sum-mary 

The  modern  technique  for  performing 
nephro-ureterectomy  is  given  and  indica- 
tions for  the  procedure  are  outlined.  The 
importance  of  performing  the  operation  in 
cases  where  it  is  indicated  is  stressed.  Five 
illustrative  cases  are  reported. 

Discussion 

Dr.  Fred  Garvey  (Winston-Salem) :  Not  only  gen- 
eral surgeons  but  urologists  as  well  have  been  guilty 
of  removing  a  kidney  when  the  pathologic  condition 
existed  in  the  ureter.  I  think  the  most  important 
thing  Dr.  McKay  brought  out  is  the  necessity  for 
making  a  complete  diagnosis  of  conditions  involving 
the  kidney  and  ureter.  When  just  a  retrograde  pye- 
logram is  done  and  the  catheters  are  not  withdrawn, 
a  pathologic  condition  in  the  ureter  is  often  over- 
looked. Intravenous  pyelography  is  often  inadequate, 
because  this  technique  rarely  shows  the  ureters  un- 
less there  are  definite  obstructions  of  the  lower 
ureter  which  would  cause  filling. 

I  am  reminded  of  2  or  3  cases  I  have  seen  which 
bring  this  point  home  to  me  very  forcefully.  One 
was  a   case   of  primary  ureteral   tumor  which   was 


Fig.  5  (Case  5).    The  tumor  can  be  seen  in  the 
upper  pole  of  the  kidney. 

producing  hematuria.  The  bleeding  was  seen  to  be 
coming  from  the  ureter  on  that  side.  Although  a 
pyelogram  showed  nothing  very  definite,  the  kidney 
was  removed  and  was  found  to  be  normal.  Nothing 
further  was  done,  and  the  patient  eventually  had  a 
metastasis  from  a  primary  tumor  of  the  lower 
ureter,  with  fatal  results. 

In  another  patient  with  megalo-ureter,  a  con- 
genital condition,  nephrectomy  without  ureterec- 
tomy was  performed.  Infection  and  hydro-ureterosis 
followed,  and  the  ureter  eventually  had  to  be  re- 
moved. 

The  latest  example  I  have  seen  is  a  case  in  which 
a  nephrectomy  was  done  a  little  more  than  a  year 
ago  for  a  stone.  The  stone  was  in  the  lower  urtter 
at  the  time,  and  apparently  a  marked  ureteritis  was 
present.  The  patient  ran  fever  and  had  constant 
pain  in  the  right  lower  quadrant,  with  an  accom- 
panying hemolytic  anemia,  for  a  year.  This  anemia 
may  have  been  on  the  basis  of  the  chronic  infection. 
The  ureter  was  removed,  and  the  patient  had  no 
more  fevei  or  pain.  We  have  been  led  to  believe 
that  a  stone  in  the  lower  ureter  becomes  silent  after 
the  kidney  has  been  removed.  In  the  avei'age  case 
this  sequence  of  events  will  occur,  but  every  now 
and  then,  as  in  this  case,  the  stone  produces  an 
empyema  and  surgery  must  be  instituted. 

This  paper  by  Drs.  McKay  and  Baird  reminds  us 
all  to  be  a  little  more  careful  in  our  urologic  diag- 
nosis and  to  be  sure  that  the  ureter  is  not  the  seat 
of  the  trouble,  particularly  in  tumors  of  the  renal 
pelvis  and  bladder.  Where  there  is  any  doubt,  a 
complete  ureterectomy  should  be  done. 

I  agree  with  the  authors  that  nephro-urecterec- 
tomy  is  preferable  to  ureteronephrectomy.  If,  after 
the  ureter  has  been  cut  in  the  latter  operation,  we 
find  some  anatomic  or  other  reason  that  the  kidney 
cannot  be  removed  at  this  stage,  the  ureter  is  left 
to  drain  somewhere  from  a  kidney  that  is  still 
functioning.  Consequently  there  is  no  question  in 
my  mind  but  that  nephro-ureterectomy  is  the  better 
approach  in  removing  the  kidney  and  ureter. 
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SALMONELLOSIS  DUE  TO 
SALMONELLA  OREGON 

MacDonald  Fulton,  Ph.D. 

intd 

Harold  L.  Godwin,  M.D. 

Winston-Salem 

Bacteriologic  and  serologic  studies  on  pa- 
tients infected  with  the  rarer  types  of 
Salmonella  are  still  needed.  They  hasten  the 
clinical  application  of  the  newer  facts  re- 
garding this  group  of  organisms,  and  extend 
our  knowledge  concerning  the  geographic 
distribution  of  the  various  types.  Because  of 
the  comparative  rarity  of  the  organism,  a 
case  of  human  infection  with  Salmonella 
Oregon  is  presented. 

Co.se  Report 

A  67-yeai'-old  white  male  farmer  was  admitted  to 
the  urologic  service  of  the  North  Carolina  Baptist 
Hospital  on  August  8,  1947,  with  symptoms  sug- 
gesting obstruction  of  the  vesicle  neck. 

There  was  no  history  of  nausea,  vomiting,  gase- 
ous distention,  colic,  jaundice,  hematemesis,  diar- 
rhea, constipation,  melena,  or  change  in  stool  char- 
acter.  Hemorrhoids   had  existed   since   childhood. 

Physical  examination  on  entry  revealed  a  well 
developed,  well  nourished  elderly  male.  The  only 
positive  findings  were  diffuse  prostatic  enlargement 
and  external  and  internal  hemorrhoids.  Cystoscopy 
showed  a  large,  transitional-cell  carcinoma  of  the 
bladder,  which  was  fulgurated. 

On  the  patient's  thirty-sixth  hospital  day  his 
temperature  spiked  to  102  F.  and  he  complained  of 
headache,  cramping  pain  in  the  lower  abdomen,  and 
multiple  watery  stools.  These  symptoms  continued 
until  September  30,  and  were  accompanied  by  occa- 
sional bouts  of  nausea  and  vomiting.  A  stool  culture 
on  September  14  yielded  S.  Oregon.  Urine  cultures 
contained  coliform  bacilli  and  streptococci.  At  no 
time  during  his  sixteen-day  period  of  diarrhea  did 
the  patient  pass  any  blood  per  rectum.  Occasionally 
small  amounts  of  mucus  were  observed.  The  number 
of  stools  varied  from  four  or  five  a  day  to  move- 
ments every  thirty  minutes. 

Soon  after  the  onset  of  syinptoms  a  five-day 
course  of  sulfadiazine,  totaling  30  Gm.,  was  given 
wthout  observable  clinical  effect.  The  diarrhea 
ceased  abruptly  on  September  30,  and  subsequent 
stools  were  well  formed  and  normal  in  number. 
No  pathogens  were  cultured  from  repeated  stool 
examinations  after  September  30,  1947.  Agglutina- 
tion tests  run  on  a  serum  specimen  collected  on 
October  6,  1947,  were  positive  with  typhoid-H  anti- 
gen in  a  dilution  of  1:320,  and  positive  with  para- 
typhoid-B-H  in  the  same  dilution. 

No  other  cases  or  carriers  of  Salmonella  were  de- 
tected in  the  patient's  ward.  Stool  cultures  done  on 
one  patient  who  complained  of  two  episodes  of 
diarrhea  showed  Proteus  morganii. 

Questioning  revealed  that  the  patient  had  always 
eaten  at  home,  and  that  no  other  members  of  his 
family  had   had   diarrhea   or   other   gastrointestinal 


From  tlie  Department  of  Bacteriolosv,  Bowman  Grav  School 
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disturbances.  Toilet  facilities  consisted  of  an  outside 
privy  located  approximately  one  hundred  yards  from 
his  house.  His  water  supply  came  from  a  natural 
spring  situated  on  the  crest  of  a  hill  definitely  above 
the  privy  site.  Circumstances  did  not  permit  bacteri- 
ologic or  serologic  studies  on  the  patient's  family 
or  contacts. 

Disciissivn   of  Bacteriologic  and 
Serologic  Aspects 

An  organism  having  the  characteristics  of 
Salmonella  was  isolated  from  a  stool  speci- 
men sent  to  the  clinical  laboratory.  The  or- 
ganism was  referred  to  the  enteric  labora- 
tory of  the  Department  of  Bacteriology.  It 
was  found  that  a  suspension  was  agglutin- 
ated in  polyvalent  Salmonella  serum,  in  se- 
rum for  group  C2,  and  in  serums  for  the 
flagellar  antigens  d  and  the  complex  1,  2,  3 
.  .  .  The  strain  was  identified  as  S.  oregon, 
VI.  VIII:  d-1,  2,  3.  .  . 

The  serologic  aspects  of  this  case  pre- 
sented certain  points  of  interest.  Agglutina- 
tion tests  on  a  specimen  of  serum  secured 
twenty-three  days  after  the  onset  of  the  ill- 
ness revealed  a  high  titer  of  antibodies  for 
the  patient's  own  strain  of  Salmonella  and 
also  for  standard  typhoid-H  and  paraty- 
phoid-B-H  antigens;  no  antibodies  for  ty- 
phoid-0,  paratyphoid-A-H,  or  Brucella  or 
Proteus  OX-19  were  demonstrated.  When 
the  serum  was  tested  with  suitable  antigens, 
it  was  demonstrated  that  0  agglutinins  for 
Salmonella  antigen  complex  VI,  VIII  were 
present  in  a  dilution  of  1 :40.  The  serum  did 
not  agglutinate  bacterial  suspensions  con- 
taining only  phase  1  flagellar  antigens  of 
paratyphoid-B.  It  did  agglutinate  suspen- 
sions representing  antigen  complex  1,  2, 
3  .  .  .  corresponding  to  phase  2  of  S.  Oregon. 
Control  studies  made  it  evident  that  the  ag- 
glutination of  paratyphoid-B-H  antigen  ob- 
served in  routine  tests  was  due  to  the  pres- 
ence of  phase  2  bacilli  in  the  antigen  sus- 
pension. This  finding  would  be  fully  ex- 
plained by  the  assumption  that  the  com- 
mercial paratyphoid-B-H  antigen  used  was 
prepared  from  a  diphasic  culture.  It  is  pos- 
sible that  in  other  instances  the  unexplained 
appearance  of  paratyphoid-B-H  antibodies 
in  serums  may  be  due  to  the  presence  of  this 
phase  2  component  in  the  antigen  suspen- 
sion. 

The  serologic  characteristics  of  S.  oregon 
were  elucidated  by  Edwards'",  who  demon- 
strated its  close  relationship  to  S.  muenchen 

1.  Edwards,  P.  R.  and  Bruner.  D.  W.:  Two  New  Salmonella 
T\Ties  Closeb'  Related  to  Salmonella  Muenchen.  .^m.  J. 
Hyg..    Sect.   B   3*:12I-124    (Nov.)    1941. 
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and  S.  manhattan.  The  bacteriologic  char- 
acteristics were  reported  by  Kauffmann'-', 
but  present  nothing  distinctive  from  the  ma- 
jority of  Salmonella  types.  He  found  that 
one  strain  tested  was  positive  in  the  Stern 
glycerol  test,  while  the  other  was  negative. 
There  \yeve  differences  also  in  the  rate  of 
action  on  d-  and  i-tartrates.  The  strain  iso- 
lated here  was  glycerol-negative ;  tartrate 
reactions  were  not  tested. 

Distribution  and  Occurrence  of  S.  Oregon 
Edwards'' '  described  this  type  of  Salmo- 
nella originally  on  the  basis  of  one  culture 
isolated  from  a  turkey  in  Oregon  by  Dickin- 
son and  five  cultures  isolated  by  Rubin  from 
mesenteric  lymph  glands  of  apparently  nor- 
mal hogs.  It  has  since  been  found  in  a  vari- 
ety of  sources  and  with  a  wide  geographic 
distribution.  It  is  known  to  occur  in  Mexi- 
co'-", Oregon,  Kentucky,  Uruguay,  Massa- 
chusetts, California'^',  the  Mediterranean 
area.  New  York'"",  Connecticut,  Illinois,  Pan- 
ama, Florida,  and  Maryland"".  It  has  not 
been  reported  in  Asia  or  Australia,  and  its 
occurrence  in  the  Mediterranean  area  of 
Europe  and  Africa  might  well  be  simply  evi- 
dence of  the  presence  of  carriers  among 
American  troops. 

Apparently  as  many  as  sixty  strains  have 
been  isolated  from  man.  At  no  time  has  S. 
Oregon  been  isolated  from  patients  with  ill- 
ness of  the  enteric-fever  type,  nor  with  the 
septic  type  of  disease  frequently  produced 
by  S.  kunzendorf.  The  only  instance  of 
extra-intestinal  localization  of  S.  Oregon  was 
reported  by  Varela'"',  who  found  it  in  1  of 
185  pairs  of  tonsils  excised  from  children. 
At  least  7  carriers  have  been  reported'^'. 
Cases  of  gastroenteritis  in  man  have  yielded 
more  than  fifty  strains.  No  less  than  twenty- 

2.  Kauffmann.  F.:  Ueber  nielirere  neue  Sa]rnonelIa-'r>"pen. 
Acta  path,  et  niicrobiol.   Sc-andinav.   IS i.'iiil-SiiO,    19 n. 

.1.  Varehi.  O..  Zozaya.  J.  and  Olarte.  J.:  Investiftacion  de 
Salrnonelas  en  las  Materias  fecales*  de  Ninas  eon  "Diar- 
rea."  Rev.  d.  Inst,  salub.  v  enferm.  trop.   4:313-317   (Dec.) 

1.  Kessel.  J.  F.,  ef  al.:  Shigella  and  Salmonella  Encountered 
in  Soutliern  California.  J.  Bact.    lii  :522-.52.3    (May)    194;>. 

5.  Seliirmann.  E..  Saphra.  I.  and  Wassermann.  Si.:  Salmo- 
nella Infections  in  the  l'.S..\.:  \  Second  Series  of  2.000 
Human  Infections  Recorded  by  the  New  York  Salmonella 
Center,    ,1.    Immunol.    .'>4:8n-S7    (Sept.)    lilKi. 

ft.  Hajna,  A.  .A.,  and  Perry'.  C.  A.:  Salmonella  Types  Isolated 
in  Maryland  between  1936  and  1943.  J.  Bact.  t9:5is  (May) 
194S. 

7.  \'arela.  G.  and  Olarte.  .1.:  Investisacion  de  Salmonela.s 
en  las  .Amifjdalas.  Rev.  d.  Inst,  salub.  v  enferm.  trop.  3 : 
2S9-292    (Dec.)    1942. 

8.  (a)  Edwards.  P.  R.  and  Bmner.  D.  W.:  The  Ot'currence 
and  Distribution  of  Salmonelhi  Types  in  tlie  United  States. 
J.  Infect.  Dis.  72:58-67  (Jan.-Feb.)  1943:  (Ij)  Bruner.  D.  W. 
and  Joyce.  B.  J.:  Salmonella  Types  Encountered  by  the 
l.ith  Medical  General  I.aljoraton'.  .\ni.  J.  Hvj.  4">:19-24 
(Jan.)  1947;  (c)  Bruner.  D.  W. :  Sahuonella  Types  En- 
countered in  the  Mediterranean  Theater.  Mil.  Surpeon 
97:324-327  (Oct.)  194.5;  (d)  Galton.  M.  M.  and  Quan.  M.S.: 
Salmonella  Isolated  in  Florida  during  1943  with  the  Com- 
bined Enrichment  Method  of  Kauffmann.  .\m.  J.  Pub. 
Health  34 :1071-107,'>    (Oct.)    1944. 


five  of  these  were  secured  by  Friewer**"  in 
one  typical  outbreak  of  "food  poisoning"  fol- 
lowing consumption  of  cream  pie.  Among 
the  remainder,  a  fatal  case  listed  by  Ed- 
wards''*"' is  noteworthy.  Henderson'^'"  also 
reported  a  fatal  case  of  gastroenteritis  in  a 
child,  and  found  the  same  organism  in  4 
other  cases  of  his  series.  The  number  of 
strains  isolated  from  infants  and  children  is 
at  least  sixteen'"-"'. 

Reports  of  S.  oregon  isolated  from  ani- 
mals have  been  rare,  although  Borman  and 
his  coworkers"-'  group  the  organism  with 
"Salmonellas  of  animal  origin."  Apparently 
the  original  strain  from  a  turkey  in  Ore- 
gon'", the  strain  from  the  intestine  of  a 
normal  hen  in  Mexico  City"-'!',  and  the 
strains  isolated  by  Hinshaw  from  a  single 
outbreak  in  chicks  in  California"-"  are  the 
only  known  strains  of  avian  origin.  In  ad- 
dition to  the  five  cultures  isolated  by  Ru- 
bin"-'", fi-om  lymph  glands  of  normal  hogs, 
a  single  culture  isolated  from  the  hog  intes- 
tine and  another  from  the  liver  of  a  cow 
have  been  reported  by  Varela'""'.  These  rep- 
resent the  only  reports  of  the  occurrence  of 
this  organism  in  either  normal  or  diseased 
livestock.  Felsenfeld'""  states  that  the  or- 
ganism occurs  in  rodents,  but  gives  no  refer- 
ence to  a  publication  substantiating  this 
statement.  In  view  of  these  few  reports  of 
the  isolation  of  S.  oregon  from  animals,  it 
appears  that  Felsenfeld  did  not  evaluate  the 
frequency  of  this  organism  correctly  when 
he  listed  it  as  rare  in  man  but  comparatively 
frequent  in  animals. 

S.  Oregon  has  been  isolated  rather  fre- 
quently from  spray-dried  whole  egg  powder. 
It     was     one     of     five     types     isolated     by 

9.    Friewer.    F.    et   al.:    The    Salmonella    Problem    in    Illinois- 
Distribution  of  Tj-pes  and  Their  Identification.  J,  Bact.  47: 
406    (April)    1944. 
1".    Henderson.   L.   L. :  Salmonella  Infections  in   Panama.   .\m 
J.   Trop.   Med.   27 :643-6.->.-i    (Oct.)    19  17. 

11,  (a)  .\nKrist.  A.  and  Mollov.  M. :  Bacterioloaic.  Clinical 
and  Patbolosic  Experience  with  86  Sporadic  Cases  of 
Salmonella  Infection,  .\m.  J,  M,  Sc.  212:330-346  (Sept.) 
1946;  (b)  Hormaeche.  E..  Surraco.  N.  L..  Peluffo.  C,  \ 
and  Aleppo.  P.  L, :  Causes  of  Infantile  Summer  Diarrhea.' 
Am.  J.  Dis,  Child,  66:,i39-,i51  (Nov,)  1943:  (c)  Olarte.  J.: 
La  Presencia  de  Salrnonelas  en  las  Materias  fecales  de 
Xinos  con  "Diarrea."  Ciencia  2:209-214  (March  15)  1944- 
(d)  Varela.  G. :  Bacterial  Entcriti.s'.  J.  Pediat,  25:555-562 
(Dec)    1944. 

12,  Borman.  E.  K..  Wheeler.  K,  M,,  West,  N.  E.  and  Mickle, 
F,  L,:  Salmonella  rypinj;  in  a  Public  Health  Laboratori-, 
Am,   J,    Pub,    Health   33:127-131    (Feb,)    1943, 

13,  Varela,  G,.  Zozaya.  J,  and  Olarte,  J,:  Investigacion  de 
Salmonela,s  en  Polios  normales.  Rev.  d.  Inst,  saluhi.  y 
enferm.    trop,    5:11-14    (March)    1944, 

14,  Hinshaw.  W.  R„  McNeil.  E.  and  Taylor.  T.  J.:  Avian 
Salmonellosis:  Types  of  Salmonella  Isolated  and  Their 
Relation  to  Public  Health.  .\m.  J.  Hvg.  40:264-278  (Nov.) 
1944. 

15,  Rubin.  H.  L..  Scheraso.  M.  and  Weaver.  R.  H. :  The  Oc- 
currence of  Salmonella  in  the  LMuph  Glands  of  Nonnal 
Hoss.   .\m.  J.  Hy?.   36:13-47    (July)    1942. 

16,  Felsenfeld.  O. :  -The  Salmonella  Problem:  Practical  Labora- 
tory- -Application?;  of  Recent  -Advances.  Am.  .1.  Clin.  Path. 
15:584  608    (Dec.)    1945. 
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Schneider'^"',  and  Solowey  and  his  cowork- 
gj.g(i8^  found  it  in  seventeen  samples.  Since 
this  type  is  more  frequent  in  man  than  in 
birds,  it  is  probable  that  human  carriers 
were  the  source  from  which  this  organism 
was  introduced  into  the  powdered  egg. 

There  are  undoubtedly  other  instances  of 
the  occurrence  of  this  type  of  Salmonella. 
Edwards'^"'  suggests  that  some  authors  may 
not  have  distinguished  S.  Oregon  and  S. 
manhattan  from  S.  muenchen. 

Treatment  of  Salmonella  Infections 

The  treatment  of  Salmonella  infections 
has  been  studied  by  various  investigators, 
but  their  conclusions  are  not  in  complete 
agreement.  The  sulfonamides  are  appar- 
ently not  effective"'".  Baker  and  Bragdon'-'" 
reported  6  cases  of  Salmonella  infections  in 
military  personnel,  and  were  unable  to  dem- 
onstrate any  real  therapeutic  response  to 
several  types  of  sulfonamides. 

Streptomycin  seems  to  be  a  more  promis- 
ing agent.  In  vitro  tests  reported  by  West'-^' 
showed  Salmonella  to  be  sensitive  to  strep- 
tomycin in  a  concentration  of  8  to  16  units. 
Using  a  different  test  routine,  Seligmann 
and  Wassermann'--'  found  that  either  4  or 
8  units  inhibited  most  strains.  The  National 
Research  Council'--^'  reported  a  series  of  26 
cases  of  Salmonella  infections  treated  with 
streptomycin;  10  patients  recovered,  6 
showed  no  improvement,  and  8  died.  The 
Council  called  attention  to  the  probability 
that  Salmonella  strains  vary  considerably  in 
their  sensitivity  to  streptomycin,  and  sug- 
gested localization  of  the  infection  and  com- 
plications as  possible  additional  factors  in 
the  response  to  the  drug.  The  average  dose 
of  streptomycin  employed  in  this  series  was 
3  Gm.  daily  for  seven  days.  Pulaski  and 
Amspacher"'"  used  a  combination  of  oral 
and  intramuscular  streptomycin  in  treating 
10  patients  with  bacteriologically  confirmed 
salmonellosis.      This    therapeutic     program 

IT.    Schneider.  M.  D.;  General  Survo>'  on  Occurrence  of  Species 

of  Salmonella  in  Hish-Qualitv  Effg  Powder,  Food  Research 

11:313-318    (July-Augr.)    1946. 
IS.    Solowey,    M.    tf    «/. :    Microbiolo?^'    of    Spray-Dried    Whole 

TLss:    Incidence    and    Types    of    Salmonella.    Am.    J.    Pub. 

Health  37:ti7i-!is2    (Aug.1    1947. 

19.  Pulaski.  E.  J.,  and  Amspacher.  W.  H.:  Streptomycin 
Therapy  for  Certain  Infections  of  Intestinal  Origin.  Xe\\- 
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23.  Committee  on  Chemotherapeutics  and  Other  Agents.  Na- 
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eliminated  the  organisms  from  the  blood- 
stream and  feces,  and  produced  relief  of 
symptoms.  The  dosage  employed  was  4  to  6 
Gm.  daily  for  ten  to  fourteen  days.  Paine 
and  his  coworkers'-"",  however,  concluded 
that  streptomycin  therapy  of  Salmonella  in- 
fections has  been  generally  unsuccessful. 
This  conclusion  was  based  on  various  re- 
ports, including  those  of  Anderson'-"",  Selig- 
mann'-'", Morgan'-'',  and  Keefer'-*". 

The  literature  contains  almost  no  reports 
on  the  treatment  of  S.  oregon  infections. 
Foley'-'"  referred  to  tests  of  streptomycin 
.sensitivity,  stating  that  Salmonella  strains, 
including  S.  oregon  from  cases  and  carriers, 
were  susceptible  to  the  drug  in  concentra- 
tions of  4  to  64  micrograms.  Varela'^*"' 
stated  that  sulfaguanidine  was  judged  in- 
effective in  infections  with  S.  Oregon  and 
other  types  of  Salmonella,  since  the  organ- 
isms reappeared  after  the  conclusion  of 
what  was  regarded  as  a  sufficient  course  of 
the  drug.  Seligmann  and  his  coworkers'-"' 
have  confirmed  this  conclusion. 

Several  points  seem  to  warrant  considera- 
tion in  a  discussion  of  the  treatment  of  Sal- 
monella infections.  As  Pulaski"'"  points  out, 
it  is  well  to  remember  that  salmonellosis  is 
frequently  a  self-limiting  disease  and  that 
apparent  response  to  therapy  in  any  given 
case  may  simply  represent  the  natural  course 
of  the  disease.  It  has  been  suggested  that 
further  trials  be  given  streptomycin,  with 
the  early  and  prolonged  use  of  large  parent- 
eral and  oral  doses.  The  combined  routes  of 
administration  would  logically  be  more  ef- 
fective, since  it  is  well  known  that  the  Salmo- 
nella organisms  are  not  confined  to  the 
bowel,  but  may  invade  regional  lymph  nodes 
and  the  bloodstream. 

In  any  given  case  of  salmonellosis  the 
question  may  arise :  Should  streptomycin  be 
withheld  as  long  as  the  humoral  and  cellular 
forces  are  dealing  satisfactorily  with  the  in- 
fection, or  should  it  be  given  immediately 
after  the  diagnosis  is  made?  The  mortality 

2  1.    Paine.  T.  F.,  Murray.  R..  and  Finland,  M.:  Streptomycin; 

Clinical   Uses.   New  England   J.    Med.   236:701-712    (May   8) 
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Med.    233:4M.7-l9i    (Oct.    2.i)    194,5. 

26.  Seligmann.  E..  Barash.  L..  and  Cohlan,  S.  Q. :  Streptomycin 
Treatment  of  Salmonella  Enteritis  in  Infants.  J.  Pediat. 
311:182-187    (Feb.)    1947. 

27.  Morgan.  H.  J.,  and  Hunt,  J.  S. :  Streptomycin  in  Clinical 
Practice;    Review    and    Case    Reports,    Am.    Pract.    1:73-86 

(Oct.)     1946. 

2s.  Keefer.  C.  S..  Weinstein.  L..  and  Hewitt,  W.  L. :  Clinical 
Experience  with  Streptomycin:  Study  of  50  Cases.  Tr.  -\. 
.\m.  Physicians.  59:206-22(1.  1946;  also  M.  Clin.  North 
.\merica   30:985-997    (Sept.)    1946. 
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Carriei-s  in    M,a,ss,ichu«etts.   J.   Bact.    54:90    (July)    1947. 
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rate  in  cases  of  salmonellosis  is  known  to  be 
relatively  low.  In  view  of  the  possibility  that 
the  organism  may  become  resistant  to  strep- 
tomycin, it  might  be  wise  to  hold  the  drug 
for  use  if  and  when  massive  invasion  or  sep- 
ticemia occurs.  In  this  connection,  a  search 
of  the  literature  has  failed  to  reveal  any 
specific  reports  on  the  readiness  with  which 
resistance  to  streptomycin  is  acquired  by 
Salmonella  organisms. 

Summanj 

A  report  of  the  first  case  of  SalmcmeUa 
Oregon  infection  identified  in  North  Carolina 
is  presented.  The  report  is  the  eleventh  con- 
cerning the  occurrence  of  this  organism  in 
man,  and  the  eighteenth  notation  of  its  ex- 
istence. This  type  of  Salmonella  appears  to 
be  widely  distributed,  but  nowhere  common. 


REPORT  OF  A  FOURTEEN-MONTH 

STUDY  ON  THE  USE  OF  VAGINAL  AND 

CERVICAL  SMEARS  IN  THE 

DIAGNOSIS  OF  GENITAL 

MALIGNANCY 

John  R.  Kernodle,  M.D. 

W.  Kenneth  Cuyler,  Ph.D. 

Mary  K.  Taylor 

and 

Pauline  Jones,  B.A. 

Durham 

This  study  was  made  to  determine  the 
practicability  of  using  vaginal  smears  for 
the  early  diagnosis  of  genital  malignancy. 
The  report  covers  work  done  from  January 
1,  1947,  through  February,  1948.  During  the 
fourteen-month  period,  10,112  smears  were 
processed  on  2352  patients. 

The  smear  diagnoses  were  made  with  only 
a  limited  knowledge  of  the  patient  and  with- 
out any  knowledge  of  whether  or  not  the 
patient  had  a  malignancy.  The  material  was 
derived  largely  from  the  obstetric  and  gyne- 
co]f)gic  clinics,  although  a  few  smears  taken 
from  patients  of  outside  doctors  are  included 
in  the  series.    During  the  initial  months  of 


Read  before  the  Section  on  Public  Health  and  Education. 
Medical  Society  of  the  State  of  Xorth  Carolina,  Pinehurst. 
May    (.   l!iis. 

From  the  Robert  E.  Seibels.  .Ir..  Memorial  Laboratory.  De- 
partmen-t  of  Obstetrics  and  Gynecology.  Duke  University  S:'hool 
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by  funds  from  a  grant  to  W.  Kenneth  Cuyler  by  the  Researcli 
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however,  was  defrayed  b>-  funds  fron>  a  grant  to  .John  K. 
Kernodle  by  the  North  Carolina  State  Laboratory  of  Hygiene. 
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our  study,  smears  were  obtained  only  on  pa- 
tients with  suspicious  lesions.  At  the  present 
time  smears  are  obtained  on  all  new  patients 
and  are  requested  on  all  return  patients  over 
30  years  of  age  who  visit  our  clinics. 

Methods 

The  techniques  for  obtaining  and  staining 
smears  follow  those  of  Papanicolaou  and 
Traut'".  Our  use  of  them  has  been  described 
previously  in  this  journal'-'. 

The  smears  were  classified  for  malignancy 
according  to  Papanicolaou's  method'-^',  as 
follows  : 

Table  1 
Classification  of  Smears  According  to  Malignancy 

Type  I — Normal 

Type  II — Atypical,  but  not  cancer 

Type  III — Cells  suspicious  of  cancer 

Type  IV — Cancer,  but  only  after  searching 

several  fields 
Type  V — Cancer 

An  attempt  has  also  been  made  to  classify 
the  smears  according  to  the  estrogenic  ac- 
tivity present.  Most  of  the  subtypes  used  in 
this  work  are  listed  in  table  2.  Those  in  part 
A  are  derived  from  Papanicolaou'".  Those 
in  part  B  are  our  adaptations  of  Papanico- 
laou's subtypes'^'.  It  is  felt  that  these  modi- 
fications describe  somewhat  more  specifically 
the  cytologic  variants  of  postmenopausal 
vagina!  mucosa. 

Table  2 
Classification  of  Smears   According  to 

Estrogenic  Activity 
Part  A — Papanicolaou's  Classification 

M — Menstrual 

F— Follicular 

R — Regressive 
PM — Premenstrual 
CM — Crowded  menopausal 
AM — Atrophic  menopausal 

Part   B — Suggested   Modifications   of 
Papanicolaou's  Classification 

PM — Postmenopausal — premenstrual 
PM- CM — Premenstrual    (predominant) — crowded 

menopause 
CM-PM — Crowded  menopause 

premenstrual 
CM-AM^Crowded    menopause 
atrophic  menopause 
AM-CM — Atrophic    menopause 
crowded  menopause 
AMB — Atrophic   menopause, 
AMA — Atrophic  menopause, 


(predominant)  — 
(predominant)  — 
(predominant)  — 


basophilic 
acidophilic 


Papanicolaou  G.  \.  and  Traut.  H.  F.:  Diagnosis  of 
Uterine  Cancer  by  the  Vaginal  Smear,  New  York,  Com- 
monwealth  Fund,    1943. 

Kernodle.  J.  R..  Cuvler.  W.  K.  and  Thomas,  W.  L.:  The 
Use  of  Vaginal  Smears  in  the  Diagnosis  of  Genital  Cancer, 
North  Carolina  M.  ,1.  9:11-17  (Jan.)  1948. 
Papanicolaou.  G.N'.:  Personal  communication. 
Kernodle.  J.  R..  and  Cuvler.  W.  K.:  Vaginal  Cytologj"  of 
Post-Menopausal  Women.  Study  L  Cytologic  Variations  in 
Vaginal  Smears;  Study  H.  .\cidophilic  .\trophic  Vaginal 
Epithelium.    South.    M.   ,T..    in   press. 
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Prtfiey^ts  ivith 
MaHfjnancif 

White  75 

Colored  70 

Indian  5 

Total  150 

*  Minus   129   patients 


Table  3 
Race 

Others' 

1181 

874 

18 

2073 


Total 

1256 

944 

23 

2233 


Per  Cent 
56.5 
42.5 
1.0 
100 


Results 

Data  on  race,  parity,  marital  status,  and  age 
The  data  shown  in  tables  3,  4,  5.  and  6  are 
closely  similar  to  those  found  previously  in 
our  clinic,  and  those  reported  by  others,  in- 
cluding Novak'"".  Forty-six  per  cent  of  the 
malignancies  were  present  in  colored  pa- 
tients, though  they  represent  only  42  per  cent 
of  the  total  number  of  patients  studied.  Ma- 
lignancies are  more  prevalent  in  muciparous 
and  married  women.  Ninety-seven  per  cent 
of  the  malignancies  found  were  in  married 
women,  although  only  71  per  cent  of  all  the 
patients  in  the  series  were  married. 

In  figure  1  a  close  similarity  can  be  seen 
between  the  two  curves  representing  the 
ages  of  all  patients  and  the  ages  of  patients 
with  malignancies.  The  entire  latter  curve 
begins  later  and  reaches  its  peak  later — be- 
tween 45  and  60  years.  Table  7  shows  both 
a  relative  and  an  actual  increase  in  the  in- 
cidence of  smears  classified  as  type  III,  IV, 
and  V  in  patients  over  30  years  of  age. 

Estrogenic  activity 

Classification  of  smears  according  to  es- 
trogenic activity  is  shown  in  table  8,  which 

5.    .N'ovak.  E.:  fivnecological  and  Obstetriinl  I'atlioloKV.  ed.  2. 
Pliilaclelphia.   W.  B.  Saunders  Co..   19  17. 


Patients  with 
Malifjndncfj* 

17 
85 


Nullipara 
Multipara 

(1-5) 
Grande 
Multipara 

(6  or  more) 
Total  148 


46 


Table  4 
Parity 

Others** 

360 
1169 


466 
1995 


Total 
377 

1254 


512 
2143 


Per  Cent 
17.5 
58.8 


23.7 
100.0 


*  Minus  2  patients 
**  Minus   2"!»   patients 


Table  5 
Marital   Status 


Patients  imth 
Malirnianrif^ 


Single 

Married 

Widowed 

Divorced 

Separated 

Total 

^  Minus 
Minus 


5 

102 

31 

0 

9 
147 

;j    patients 
i:ni   i)atients' 


Others* 

192 

1677 

126 

32 

48 

2075 


Total 

197 

1779 

157 

32 

57 

2222 


Per  Cent 
8.8 
80.1 
7.1 
1.4 
2.6 
100.0 


is  divided  into  two  parts.  Part  A  gives  the 
subtypes  and  classifications  of  Papanicolaou 
and  Traut'".  Part  B  shows  the  subtypes  con- 
sidered by  us  to  be  intergradations  of  those 
of  Papanicolaou  and  Traut.  The  largest 
group  of  patients  fell  into  subtype  PM, 
whereas  subtypes  CM-AM  and  AM-CM  were 
seen  least  often. 

The  smears  of  311  patients  were  subtyped 
as  representing  pregnancy,  abortion,  or  the 
postpartum  state.  Four  of  these  smears  were 
diagnosed  as  malignant.  One  of  these  diag- 
noses was  not  confirmed  by  biopsy,  although 
atypicalities  of  the  cervical  epithelium  were 
present.  In  another  patient  biopsy  showed 
intra-epithelial  carcinoma.    These  2  patients 


Table  6 
Ages   Correlated   with   Presence   of  Malignancy 


Ui 

del 

10- 

1:1- 

20- 

2."i- 

.111- 

,i.->- 

lo- 

Cl- 

,'»o- 

,'>.1- 

60- 

0.1- 

70- 

Over 

Total 

10 

1 1 

10 

21 

2!1 

31 

.39 

ll 

io 

:U 

.'lO 

lU 

00 

7  1 

7."i 

Patients  with 

malignancy 

3 

5 

14 

18 

15 

25 

19 

21 

12 

9 

5 

5 

151 

Patients  without 

malignancy 

6 

11 

108 

270 

252 

315 

315 

296 

216 

192 

104 

46 

37 

22 

11 

2201 

Total 

6 

11 

108 

273 

257 

329 

333 

311 

241 

211 

125 

58 

46 

27 

16 

2352 

Percent,  of  total 

.3 

.5 

4.6 

11.6 

10.9 

14.0 

14.2 

13.2 

10.2 

9.0 

5.2 

2.5 

2.0 

1.1 

.7 

100^. 

Percent,  of  patients 

with  malignancy 

2.0 

3.3 

9.3 

11.9 

9.9 

16.6 

12.6 

13.9 

7.9 

6.0 

3.3 

3.3 

100^ 

Tj-pes 

I 

II 

III 

IV 

V 
Not 

Diagnosed 
Totals 


Under  lO- 


26 
80 


Table  7 
Ages  Correlated  with  Diagnostic  Types 


11   108 


21 

56 

212 

1 


1 

273 


29 

33 
205 


5 

257 


.11 

46 

245 

20 

5 

9 

4 
329 


39 

42 

248 
14 
12 
12 

5 
333 


24 

250 

15 

2 

16 

4 
311 


(9 

32 

167 

13 

11 

17 

1 
241 


12 
153 
18 
13 
10 

5 
211 


13 

82 

10 

5 

15 


125 


3 

36 
5 
5 


1 
58 


2 

26 

7 

2 


1 

46 


70-  Over  Totals 


3 

16 

3 

1 

4 


27 


297 

1739 

116 

59 

112 


1    29 
16  2352 
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20 


15 


o 

Q. 


5 


•— •  All  patients  studied 

o— o  Patients  witti  malignancies 


25       30      35      40      45      50      55      6p      65      70    Over 
29       34       39      44      49       54       59       64      69      74       74 
AGE   INCIDENCE    (JAN.  1947- FEB.  1948) 


Fig.  1 

will  be  followed  closely  after  the  involutional 
period  for  the  investigation  of  i-eversible 
changes"".  .  ■  ■ 

Di(ifj)iosis  of  malignancy — comparison   with 
results  of  pathologic  examination  of  tissue 

Table  9  shows  the  percentage  of  error  by 
failure  to  diagnose  the  presence  of  malig- 
nancy to  be  8.6  per  cent.  In  the  cases  where 
a  smear  diagnosis  of  malignancy  was  not 
confirmed  by  biopsy,  the  percentage  of  error 
varies  according  to  whether  the  computa- 
tion is  based  on  the  total  number  of  patients 
with  pathologic  studies,  on   those  with  be- 

Table  8 
Smears  Classified  According  to  Estrogenic  Activity 

Part  A — 1804  Smears  Classified  under 
Papanicolaou's  Subtypes 

M    103 

F 258 

R    354 

PM   367 

CM  104 

AM 207 

Pregnancy,  postpartum,  and  abortions  ...311 

Part  B — 11.5  Smears  Classified  as  Intergradations 
of   Papanicolaou's   Subtypes 

M-F    -..-- 15 

F-R    19 

R-PM    18 

PM-M    15 

PM-CM    15 

CM-PM   15 

CM-AM  9 

AM-CM  9 

13.  Such  changes  were  discussed  at  the  Conference  on  the 
Cytologic  Method  of  Dia^osis  in  Cancer,  Boston,  .\pril  13, 
1918. 


nign   pathologic   studies,   or   on  all   patients 
in  the  series  without  malignancies. 

In  table  10  the  diagnoses  made  with  con- 
comitant pathologic  study  of  tissue  are 
divided  into  malignant  and  non-malignant 
conditions.  The  malignancies  do  not  appear 
in  the  usual  proportions,  since  adenocarci- 
nomas of  the  endometrium  are  few  in  com- 
parison to  squamous-celled  carcinomas  of 
the  cervix.  Likewise,  the  proportion  of 
adenocarcinomas  of  the  cervix  and  sarcomas 
of  the  uterus  is  unusually  large.  In  5  pa- 
tients pathologic  examination  showed  atypi- 
cal cervical  epithelial  changes.  By  smears, 
3  of  these  cases  were  initially  diagnosed  as 

Table  9 
Percentages  of  Error 

Total  number  of  smears 10,112 

Total   number  of  patients 2,352 

Total  number  of  patients  with  concomitant 

pathologic  studies    803 

Total  number  of  malignancies  diagnosed 

by  pathologic  studies  151 

Total  number  of  malignancies  diagnosed 

by  smears 138 

Percentage  of  error  by  failure  to 

diagnose  the  presence  of  malignancy  8.6 

Total  number  of  patients  without 

malignancies 2,201 

Smear  diagnosis  of  malignancy  not 

confirmed  by  biopsy 33 

Percentage  of  error  by  unconfirmed 
smear  diagnosis  of  malignancy 
Based  on  total  number  of  patients 

without  malignancies   1.5 

Based  on  652  patients  with  con- 
comitant non-malignant  patho- 
logic  studies 5.1 

Based  on  803  patients  with  con- 
comitant  pathologic   studies 4.1 
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Table  10 

Diapnoses   Made    by    Concomitant    Pathologic 
Examination  of  Tissue  in  803  Patients 

A.    Malignancies 

Squamous-celled  carcinoma  of  the  cervix 117 

Squamous-celled  carcinoma  of  the  vulva 5 

3.  Squamous-celled   carcinoma  of  the   vagina 1 

4.  Adenocarcinoma  of  the  endometrium 12 

5.  Adenocarcinoma  of  the   cervix 7 

6.  Adenocarcinoma  of  the  oviduct 1 

7.  Metastatic  adenocarcinoma  of  the  vaginal  wall  3 

Sarcoma  of  the  uterus --  3 

Undifferentiated  carcinoma   involving  the 

oviduct,  peritoneum  and  ovary 1 

10.    Chorionepithelioma     . 1 

Total   number  of  malignancies   151 

B.  Nonmalignant  Conditions 

1.  Chronic  cervicitis 283 

2.  Atypicalities   of  the  cervical   epithelium -.-     5 

3.  Polyp 

a.  Endocervical   56 

b.  Endometrial      6 

4.  Normal    cervix    10 

5.  Myoma    68 

6.  Chronic  endometritis  2 

7.  Normal    endometrium    120 

Hyperplastic  endometrium 5 

Others   _ 97 

Total   number   of   non-malignant  conditions 652 


malignancy,  a  fourth  was  placed  in  the  sus- 
picious group,  and  the  fifth  was  thought  to 
be  chronic  cervicitis  with  metaplasia  of  the 
cervical  epithelium. 

Table  11  shows  an  analysis  of  malig- 
nancies according  to  kind  and  month  of  diag- 
nosis. The  monthly  totals  show  nothing  re- 
markable. During  the  first  seven  months 
there  were  79  malignancies.  Eight  were 
missed,  making  an  error  of  10.1  per  cent. 
During  the  last  seven  months  there  were  72 
malignancies.  Five  were  missed,  making  an 
error  of  7  per  cent.  These  figures  indicate  an 
increased  efficiency  during  the  last  seven 
months. 

Squamous-celled  carcinoma  of  the  cervix 
was  diagnosed  with  greater  accuracy  than 
any  of  the  other  forms.  The  three  rare  ma- 
lignancies —  primary  oviducal,  squamous- 
celled  carcinoma  of  the  vagina,  and  chorion- 
epithelioma — were  diagnosed  as  cancer,  but 
the  actual  type  was  not  recognized.  Only 
after  much  experience  can  one  become  ex- 
pert enough  to  identify  such  malignancies 
correctly. 

Table  12  summarizes  the  13  cases  in  which 
malignancies  were  not  diagnosed  by  smear. 


Table  11 

MALIGNANCIES; 


1947 
JAN. 

FEB 

MAR 

APRIL 

MAY 

JUNE 

JULY 

AUG. 

SEPT 

OCT 

NOV 

DEC 

1948 
JAN, 

FEB. 

TOTAL 

Squamous  Celled 
Co  of  tbe  Cervix 

5 

13 

8 

7 

5 

14 

13 

8 

6 

10 

6 

7 

6 

9 

117 

4lr 

1 

II 

8 

4 

I* 

3 

12 

1* 

13 

5 

2* 

4 

2« 

8    2" 

6 

6 

6 

8 

98 

9* 

Squomous  Celled 
Ca^  of  the  Vulva 

1 

1 
1 

1 

2 

5 

1 

1 

1 

1* 

4 

r 

Adenoca  of  fbe 
Cervix 

2 

1 

4 
2^ 

1 

7 

1* 

3 

3* 

Adenoca  of  the 
Endometrium 

1 

1 

2 

1 

3 

2 

2 

12 

1 

1 

2 

r 

1 

2* 

1 

1 

7     3* 

Sorcoma 

2 

3 

2* 

1    * 

3* 

Ovarian  Metastas- 
is to  the  Vogino 

1 

1 

1 

4 

1    * 

1* 

1' 

r 

4* 

Miscellaneous 

1    '°' 

|tb) 

|(C) 

3 

1    * 

1* 

1* 

3* 

Totol 

7 

17 

9 

7 

8 

14 

17 

8 

12 

17 

9 

7 

7 

12 

15! 

Missed 

3 

2 

2 

1 

1 

1 

1 

2 

13 

%  Error 

176 

28.6 

25 

7  1 

12.5 

II. 1 

14.3 

167 

8.6 

*  Malignancy  diagnosed  by  smeor  bul  of  different  kind 
(o)  Chorionepitheliomo 

(b)  Oviducol  adenocarcinomo 

(c)  Squomous  celled  carcinoma  of  the  vagina 


Pathology  Diagnosis     (over  line) 
Smear  Diagnosis      (under  line) 
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Distortiati'  of  cancer  cells 
by  irradiation — ft  caacs 


Table  12 
Reasons   for   Failures   to  Diagnose    Malignancy    by    Smear 

Cliiiicnl  Sfotir 


Case 

1 

Case 

o 

Case 

3 

Case 

4 

Cancer  cells  present  but 

not 

recoffuize 

d— i 

rases 

Case 

1 

Case 

2 

Case 

3 

Case 

4 

In. 

nffici^'nt 

epitli 

eli'il 

ele 

wents  or 

poor 

fij-tt- 

tion — .»  causes- 

Case 

1 

Case 

2 

Case 

3 

Case 

4 

Case 

5 

Preliniiiiat-f/ 
Oifujnosis 

Type  III 

Type  III 

Type  II 

Type  II 


Type  III 

Type  III 

Type  II 

Type  II 


Type  III 
Type  III 
Type  II 
Type  II 
Type  II 


It  includes  6  patients  whose  smears  were 
classified  as  suggestive  of  cancer  (type  III), 
but  who  actually  had  far-advanced  malig- 
nancies. When  the  smears  on  these  6  pa- 
tients were  reviewed,  4  were  reclassified  as 
definitely  malignant,  but  2  were  still  placed 
in  the  suspicious  category. 

In  7  of  the  cases  reviewed  in  table  12,  the 
smears  were  classified  as  type  II — atypical 
but  not  suggestive  of  cancer.  The  review 
diagnosis  on  the  smears  affected  by  irradia- 
tion was  positive  in  the  patient  with  stage- 
II  carcinoma,  but  was  not  changed  in  the 
patient  with  stage-IV  cancer ;  smears  from 
the  latter  were  masked  with  much  debris, 
blood,  and  leukocytes.  Smears  from  the  2 
patients  with  stage-I  cancer  were  reviewed 
and  rediagnosed  as  type  V  and  IV  respect- 
ively ;  the  anaplasia  was  first  interpreted  as 
hyperplastic  endometrium. 

The  most  important  group  is  that  made 
up  of  the  smears  which  were  missed  and 
which,  even  upon  review,  could  not  be  placed 
in  a  positive  category.  The  endometrial  car- 
cinoma was  not  recognized  as  such,  even  in 
smears  taken  directly  from  the  tumor's  sur- 
face after  hysterectomy.  Fortunately  all  pa- 
tients in  whom  the  diagnosis  could  not  be 
made  by  smear  had  clinical  symptoms 
strongly  suggestive  of  malignancy.  It  is  our 
impression  that  smear  diagnoses  are  more 
accurate  in  the  early  stages  of  malignancy. 

The  33  cases  in  which  a  smear  diagnosis 
of  malignancy  was  not  confirmed  by  biopsy 
(table  13)  are  divided  into  two  groups.  Only 
21  of  these   33  patients    have   had    biopsies 


(Lcnf/iic  of  Xationa 
Classification) 

III 
III 

IV 

II 


Adenocarcinoma  of 
endometrium 
III 
I 
I 


III 
III 
III 

II 

Adenocarcinoma  of 
endometrium 


Reine^w 
Diagnosis 

Type  IV 
Type  IV 
Type  II 
Type  IV 


Type  V 

Type  V 
Type  V 
Type  IV 


Type  III 
Type  III 
Type  III 
Type  II 
Type  II 


Table  13 

Summary    of   Cases    on    Which    the    Diagnosis   of 

Malignancy    by    Smear   Has   Not    Been 

Confirmed    by    Biopsy 

Patients  who  had  had  irradiation  for  carcinoma. ...14 

Clinical  evidence  of  carcinoma;  negative  biopsy..   1 

Clinical  evidence  of  carcinoma;   no  biopsies 3 

Clinical  evidence  of  carcinoma;  biopsy  doubtful..  1 
No  clinical  evidence  of  carcinoma; 

negative   biopsies   5 

No  clinical  evidence  of  carcinoma;  no  biopsies 4 

Other    patients      19 

Negative  biopsies 9 

No  biopsies  or  follow-up  examinations 4 

Suspicious  biopsies;  no  follow-up  examinations..  6 

Total 33 

made.  The  patients  in  the  first  group  had 
been  treated  for  malignancy  by  irradiation 
before  the  smears  were  obtained.  The  second 
group  contains  19  patients,  9  of  whom  had 
negative  biopsies.  Four  have  not  responded 
to  several  requests  to  return  to  the  clinic 
for  examination  and  biopsy.  Six  others  are 
being  followed  closely  because  of  suspicious 
biopsies,  similar  to  those  seen  in  in-situ  car- 
cinoma. 

In  10  patients  malignancies  were  diag- 
nosed by  smear  prior  to  diagnosis  by  path- 
ologic examination  of  tissue  (table  14).  Two 
had  suspicious  clinical  symptoms,  but  a  posi- 
tive diagnosis  was  not  made  for  several 
months,  and  then  only  after  repeated  biop- 
sies. Two  patients  were  not  suspected  clin- 
ically of  having  a  malignancy. 

In  the  group  of  151  patients  with  malig- 
nancies, the  first  smears  in  16  cases  were 
obtained  after  the  patients  had  started  or 
completed  their  irradiation  therapy.    In  the 
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Table  14 

Malignancies   Diagnosed   by   Smears   Prior   to 

Diagnosis  by  Pathologic  Examination  of  Tissue 

A.  Cases  diagnosed   by   smears  and   then 
followed  with  several  biopsies  prior  to 
positive  pathologic  diagnosis. 

Squanious-celled  carcinoma  of  the  cervix 2 

B.  Malignancies  diagnosed  by  smears;  first 
biopsy  negative 

1.  Squamous-celled  carcinoma  of  the  cervix..  2 

2.  Adenocarcinoma   of   the   oviduct 1 

C.  Carcinomas    recurring    after    irradiation 
and  diagnosed  by  smears  prior  to  the 
appearance  of  clinical  symptoms 

1.  Squamous-celled  carcinoma  of  the  cervix..  2 

2.  Ovarian  carcinoma,   metastatic  to 

the  vagina  1 

D.  Completely  unsuspected  cancers 

Squamous-celled  carcinoma  of  the  cervix 2 

Total  10 

group  of  33  patients  in  whom  a  smear  diag- 
nosis of  malignancy  was  not  confirmed  by 
biopsy,  14  had  received  irradiation  therapy 
before  the  first  smears  were  obtained. 
Repeat  s)nears 

Repeat  smears  were  made  on  428  of  the 
2352  patients.  Forty-seven  of  these  patients 
were  followed  with  daily  smears  during  their 
Coutard  series  of  deep  roentgen  therapy.  A 
total  of  2157  smears  were  obtained  on  this 
group  of  patients  during  their  series  of  x-ray 
treatments.  These  patients,  and  89  others 
with  malignancies,  were  followed  with  ad- 
ditional smears  after  treatment. 

Follow-up  smears  were  made  on  19  of  the 
patients  in  whom  a  smear  diagnosis  of  ma- 
lignancy was  not  confirmed  by  biopsy.  An 
effort  is  being  made  to  follow  up  the  other 
14  patients  in  this  group  also. 

There  were  643  follow-up  smears  on  the 
remaining  273  patients.  One  hundred  and 
sixty-seven  patients  were  requested  to  return 
for  follow-up  smears,  but  only  65  have  done 
so.  Routine  repeat  smears  were  obtained  on 
208  patients. 

Summaiij 

Smears  numbering  10,112  were  made  on 
2352  patients  at  Duke  Hospital  from  Janu- 
ary, 1947.  through  February,  1948.  The 
smears  were  classified  according  to  malig- 
nancy and  estrogenic  activity,  and  the  pa- 
tients were  catalogued  according  to  age, 
race,  parity,  and  marital  status.  Our  data 
on  patients  are  closely  similar  to  those  re- 
ported by  other  workers. 

The  smears  of  116  patients  were  suggest- 
ive of  malignancy.  Smears  positive  for  ma- 
lignancy were  found  in  171  patients.    In  33 


cases  of  the  latter  group,  the  smear  diag- 
nosis has  not  been  confirmed  by  pathologic 
examination  of  tissue. 

Pregnancy,  abortion,  or  postpartum  state 
was  present  in  311  patients.  In  4  of  these  a 
diagnosis  of  malignancy  was  also  made  by 
smear. 

There  were  13  failures  to  diagnose  the 
presence  of  a  malignancy — an  error  of  8.6 
per  cent.  In  33  cases  a  smear  diagnosis  of 
malignancy  was  not  confirmed  by  biopsy — 
an  error  of  1.5  to  5.1  per  cent,  depending 
upon  the  group  considered  for  computation. 

In  10  patients  malignancies  were  diag- 
nosed by  smear  prior  to  the  diagnosis  by 
biopsy.  Pathologic  studies  were  made  on  803 
of  the  2352  patients. 

Daily  smears  were  obtained  on  patients 
who  were  receiving  deep  roentgen  therapy. 
Two  hundred  and  seventy-three  other  pa- 
tients have  been  followed  by  repeat  smears. 

Conclusion 

Vaginal  smears  are  recognized  as  an  ad- 
.iunct  to  biopsy  and  clinical  observations  in 
the  early  diagnosis  of  genital  cancer.  It  is 
our  impression  that  smear  diagnoses  are 
most  accurate  in  the  early  stages  of  malig- 
nancy. The  most  important  use  of  this  tech- 
nique would  probably  be  a  closely  super- 
vised screening  program  for  all  women  of 
cancer  age.  At  present,  trained  personnel 
are  limited.  Such  a  program  will  have  to 
be  planned  and  built  slowly.  Other  uses  of 
the  technique  consist  in  following  patients 
with  smears  during  and  after  therapeutic 
measures.  In  endocrine  gynecology,  estro- 
genic activity  can  be  ascertained  with  a  high 
degree  of  accuracy  by  means  of  vaginal 
smears. 


Tlie  couterstain.*  used  in  this  study  have  heeii  made  avail- 
al)le  through  the  fourtesy  of  Dr.  C.  E.  Fols'ome  of  the  Ortho 
IMiarniaceutical   Corporation.   Linden.   New  Jersey. 

Discussion 

Dr.  Ivan  M.  Procter  (Director.  Bureau  of  Cancer 
Control,  Raleigh):  While  the  diagnosis  of  cancer 
by  the  study  of  exfoliated  cells  is  not  entirely  new. 
it  has  only  recently  been  popularized  by  Dr.  George 
N.  Papanicolaou,  of  New  York,  who  applied  it  most- 
ly to  vaginal  smears  and  endometrium.  Because 
cancer  cells  are  exfoliated  faster  than  normal  cells, 
they  can  be  found  in  the  various  secretions  of  the 
body.  Sometimes  the  endometrium  throws  off  cells 
for  a  long  while  before  a  cancer  attacks  deeper 
sections  of  the  tissue,  and  before  a  pathologist  can 
place  a  section  of  the  involved  organ  under  the 
microscope  and  make  a  satisfactory  diagnosis.  Can- 
cer cells  can  be  found  not  only  in  the  vagina  and 
the  uterus,  but  in  the  bronchus,  the  mouth,  the 
bladder,  the  prostate,  and  other  organs. 
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In  contrast  to  a  biopsy,  cytologic  examination  of 
a  smeai'  cannot  locate  the  carcinoma;  it  merely  tells 
us  that  there  is  cancer  in  that  body  cavity  or  organ. 

Diagnosis  by  smears  is  relatively  new,  and  we 
must  necessarily  exercise  great  care  in  its  use.  As 
Dr.  Kernodle  has  pointed  out,  we  must  not  think 
that  we  can  take  a  vaginal  smear  and  tell  every 
woman  whether  or  not  she  has  cancer,  or  will  have 
cancer  within  the  next  year.  Our  success  or  failure 
in  this  new  field  will  be  directly  related  to  the  prep- 
aration, training,  ability,  and  thoroughness  of  those 
who  enter  it. 


THE   EFFECT   OF   ANTI-RETICULAR 
CYTOTOXIC   SERUM 

Observations  on  Cases  of  Hodgkin's  Disease 

Joseph  W.  Abernethy,  M.D. 

George  T.  Harrell,  M.D. 

Leslie  M.  Morris,  M.D. 

Henry  L.  Valk,  M.D. 

and 

Kenneth  M.  Cheek,  M.D. 

Winston-Salem 

The  reticulo-endothelial  system  remains 
an  enigma  in  spite  of  extensive  research 
over  a  period  of  years.  The  diseases  in- 
volving this  system — the  lymphomas — pre- 
sent unsolved  problems  in  etiology  and  class- 
ification, and  hence  therapy  is  still  unsatis- 
factory. Russian  investigators  over  a  long 
period  of  years  have  studied  the  reticulo- 
endothelial system  from  the  standpoint  of 
the  physiology  of  the  cells  as  well  as  their 
anatomy.  They  believe  that  the  connective 
tissue  has  definite  physiologic  functions:  (1) 
trophic — maintenance  of  cellular  nutrition 
and  of  the  hemato-parenchymal  barrier,  and 
cellular  metabolism  of  proteins,  lipoids,  bile, 
and  iron;  (2)  plastic — healing  of  wounds 
and  fractures;  (3)  protective — phagocytosis 
of  bacteria,  formation  of  antibodies,  reaction 
to  neoplasms;  (4)  autoregulative — the  in- 
'  ternal  secretion  of  stimulating  substances 
found  in  the  spleen;  (5)  mechanical — main- 
tenance of  osseous  and  elastic  tissue.  Contin- 
uing the  work  of  Mechnikov,  Bogomolets  has 
proposed  the  use  of  a  serum  antagonistic  to 
reticulo-endothelial  cells  as  an  adjunct  to  ac- 
cepted types  of  therapy  in  a  wide  variety  of 
diseases'^'.  The  serum  is  prepared  by  the  in- 
jection into  horses  of  cells  derived  from  the 


From  the  Department  of  Internal  Medicine.  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  and  tlie  Xortli 
Carolina    Baptist   Hospital.   Winston  Salem,    North   Carolina. 

Read,    in    part.    Ijefore    the    Section    on    Radiolo2:y.    Southern 
Medical    A^ociation,    ^'ictory    Meeting,    Cincinnati.    Ohio,    No- 
vember 12-15.   194.5. 
1.    Bogomolets.    A.    A.:    .\nti-Reticular   Cytotoxic   Serum    a,s    a 
Means    of    Pathogenetic    Therap\".    .\m.    Rev.    Soviet    Med. 
1:101-112    (Dec.)    1!I4:!. 


spleen  and  bone  marrow  of  uninfected  hu- 
man cadavers.  The  rationale  of  its  use  is 
based  on  a  general  biologic  principle  that 
material  which  is  toxic  to  cells  in  large  doses 
may  stimulate  them  when  given  in  small 
amounts. 

The  fascinating  theories  proposed  and  the 
striking  results  reported  by  Russian  work- 
.  ers  have  led  to  investigation  of  the  serum  in 
this  country.  No  record  of  its  use  by  the 
Russian  workers  in  the  therapy  of  Hodgkin's 
disease  is  available. 

Hodgkin's  disease  presents  many  unsolved 
problems.  There  is  still  disagreement  as  to 
whether  the  process  is  a  new  growth  or  an 
infection.  If  Hodgkin's  disease  is  a  neoplasm 
of  the  reticulo-endothelial  system,  the  ad- 
ministration of  a  substance  which  would 
stimulate  these  cells  would  be  harmful  rather 
than  beneficial.  The  isolation  of  Brucella  or- 
ganisms from  the  lesions  of  Hodgkin's  dis- 
ease has  been  reported,  and  attempts  have 
been  made  to  reproduce  the  condition  by 
inoculating  Brucella  into  experimental  ani- 
mals'-'. The  results  of  the  extensive  studies 
on  the  role  of  infection  in  the  etiology  of 
Hodgkin's  disease  are  not  yet  widely  ac- 
cepted. The  present  mode  of  treatment  is 
the  administration  of  roentgen  therapy, 
which  in  itself  is  chiefly  palliative. 

Experimental  Study 
Plan  of  study 

This  investigation  was  undertaken  to  con- 
firm or  disprove  the  Russian  reports  that 
the  plastic,  protective,  and  trophic  functions 
of  the  reticulo-endothelial  system  are  stim- 
ulated by  the  serum.  Decrease  in  the  sedi- 
mentation rate  and  increase  in  the  opsonic 
index,  in  the  percentage  of  segmented  neu- 
trophils and  monocytes,  in  the  complement 
of  the  blood,  and  in  the  area  of  spread  of 
trypan  blue  through  the  skin  had  been  re- 
ported. Data  on  other  objective  tests  to 
measure  the  plastic,  protective,  and  trophic 
functions  of  the  reticulo-endothelial  system 
had  not  been  recorded. 

Our  investigation  of  the  Russian  theories 
concerning  the  action  of  the  serum  on  the 
reticulo-endothelial  system  is  divided  into 
four  parts:  the  study  of  its  effect  on  (1) 
blood  cells,  (2)  tissue  destruction,  (3)  capil- 

2.  fa)  Forbus,  W.  D.,  Goddard.  D.  W.,  Margolis.  G..  Brown, 
I.  W..  and  Kerby.  G.  P.:  Studies  on  Hodgkin's  Disease 
and  Its  Relation  to  Infection  bv  Brucella.  .Am.  .1.  Path. 
lS:71.->-Tls  (July)  UI12:  (In  Margolis.  G..  Forbus.  W.  D.. 
and  Kerby,  (;.  P.:  Tlie  Reaction  of  the  Reticulo Endo- 
thelial System  in  Experimental  Brucellosis  of  Dogs.  .\in. 
J.   Path.   21  :T.i3-77H    (.luly)    1943, 
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lary  permeability,  and  (4)  possible  infection 
with  Brucella.  Cases  were  selected  to  de- 
termine the  value  of  anti-reticular  cytotoxic 
serum  as  an  adjunct  to  roentgen  therapy  in 
Hodgkin's  disease. 

Ca^es 

During  1945,  4  patients  with  Hodgkin's 
disease  received  both  irradiation  therapy 
and  anti-reticular  cytotoxic  serum.  Before 
serum  therapy  was  begun,  all  were  admitted 
to  the  hospital  for  a  period  of  observation 
in  order  to  evaluate  their  condition  and  com- 
pare it  with  previous  studies.  Rectal  temper- 
atures were  recorded.  Any  dehydration  was 
corrected  by  parenteral  administration  of 
fluids.    The  patients  were  kept  on  a  house 


diet  with  adequate  proteins,  minerals,  vita- 
mins, and  fluids.  Films  of  the  chest  and 
other  indicated  diagnostic  x-ray  studies  were 
made.  Before  serum  therapy  was  started, 
each  case  was  proved  by  biopsy. 

The  duration  of  the  disease,  the  anatomic 
distribution,  the  microscopic  type,  and  the 
time  relation  between  roentgen  therapy  and 
the  administration  of  the  serum  are  shown 
in  table  1.  One  patient  (case  1)  received  the 
serum  immediately  before  irradiation  ther- 
apy, one  (case  2)  received  serum  one  month 
after  irradiation  therapy,  and  2  patients 
(cases  3  and  4)  received  serum  alone,  having 
had  their  last  x-ray  treatments  the  preced- 
ing year. 


Table  1 


OlltlS 

1940 
194.5 

Anaftynw 
Dixtribution 
Cervical 
Inguinal, 
liver,  spleen 

Microscopic 
Type 
Paragranuloma 
Granuloma, 
proliferative 

X-Raii   Thvrapy 

ACS 

Case 

1 

32  WF 

Dose                    Result 
?  r         Disappearance 
912  r         No  change 

Dose 
8.5  cc. 

Result 
Dead 

2 

1943 

Mediastinal 

— 

1165  r 

Improved 

— 

28  WF 

1945 
1945 

Inguinal,  lung, 
liver,  spleen 

Granuloma, 
proliferative 

3744  r 

Relief  of  pain 

8.5  cc. 

Decrease 

in  nodes 
Dead 

3  1944         Cervical,  Granuloma, 

axillary,  proliferative 

28  WF  mediastinal 

1945  Inguinal 

1946  Inguinal, 
abdominal 

1947  Inguinal, 
abdomiinal 

1948  Ascites,  cer- 
vical, axillary 


3306  r         Decrease  in  nodes 


2470  r         Decrease  in  nodes 


(Nitrogen     Loss  of  ascites 
mustard ) 


8.5  cc. 
4.8  cc. 
3.0  cc. 


Subjective 
improvement 
Subjective 
improvement 
Serum 
sickness 


4 

1944 

Cervical 

Lymphadenitis, 

many 
eosinophils 

1140  r 

Decrease  in  nodes 

— 

54 

WM 

1945 
1947 

Mediastinal 

Granuloma, 
necrotic,  flbrotic 

8.5  cc. 

No  change 
Dead 

5 

1947 

Cervical, 
axillary 

Malignant 
lymphoma 

— 

3.0  cc. 

Subjective 
improvement 

38 

WF 

1947 
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Since  this  paper  was  presented  in  1945, 
we  have  had  an  opportunity  to  treat  addi- 
tional cases  with  a  second  lot  of  the  serum. 
One  patient  (case  3)  received  a  second 
course  before  irradiation  therapy,  and  later 
a  third  course;  she  subsequently  has  received 
nitrogen  mustard  therapy.  Two  patients 
(cases  5  and  7)  received  only  serum  ther- 
apy; one  patient  (case  6)  received  irradia- 
tion therapy  both  before  and  after  the  ad- 
ministration of  serum.  One  patient  (case  5) 
received  two  courses  of  serum  within  three 
months.  The  data  on  these  patients  have 
been  added  to  table  1. 

Methods 

1.  The  effect  of  the  serum  on  circulating 
blood  cells  was  studied  with  daily  total  and 
differential  white  blood  cell  counts.  Red 
blood  cell  counts  and  hemoglobin  determina- 
tions by  the  Haden-Hausser  method  were 
done  three  times  weekly.  Duplicate  blood 
determinations  were  always  done  by  a  sec- 
ond observer. 

2.  Tissue  destruction  was  measured  by 

(a)  corrected  sedimentation  rates  of  the  red 
blood  cells  performed  by  the  Wintrobe  meth- 
od and  (b)  the  Weltmann  serum  coagulation 
band.  Each  test  was  performed  three  times 
weekly.  Duplicate  sedimentation  rates  were 
done  by  a  second  observer. 

3.  The  effect  of  the  serum  on  capillary 
permeability  was  studied  in  the  skin  and  in 
the  circulating  blood.  Alterations  in  the  skin 
were  measured  by  (a)  the  exudation  of  fluid 
into  histamine  wheals,  (b)  the  absorption  of 
injected  saline,  (c)  the  spread  of  particulate 
matter  through  tissue,  (a)  Wheals  were  pro- 
duced daily  by  the  intradermal  injection  of 
0.1  cc.  of  a  1 :1,000  aqueous  solution  of  hista- 
mine phosphate.  The  size  and  arrangement 
of  pseudopods  occurring  ten  minutes  after 
injection  were  traced  on  transparent  plastic. 

(b)  The  ability  to  absorb  fluid  was  measured 
daily  by  the  time  required  for  the  disappear- 
ance of  0.1  cc.  of  an  0.8  per  cent  solution  of 
sodium  chloride  injected  intradermally. 
Since  the  exact  time  of  disappearance  could 
not  always  be  determined,  this  procedure 
was  discontinued  and  data  on  it  are  not 
available  for  all  cases,  (c)  The  spread  of 
particulate  matter  was  measured  by  tracing 
on  plastic  the  area  of  stain  twenty-four 
hours  after  the  intradermal  injection  of  0.05 
cc.  of  a  1.0  per  cent  aqueous  suspension  of 
trypan  blue.  This  colloidal  dye  is  phagocy- 
tosed  by  macrophages,  which  carry  it  centri- 


fugally.  All  three  dermal  tests  were  done 
adjacent  to  one  another  on  the  antero-medial 
aspect  of  the  thigh.  Sufficient  space  was  al- 
lowed to  avoid  overlapping,  and  the  site  of 
injection  was  changed  each  time. 

Alterations  in  the  circulating  blood  were 
measured  by  determinations  of  blood  and 
plasma  specific  gravities,  made  three  times 
weekly  by  the  copper-sulfate  technique.  The 
values  for  total  serum  proteins,  hematocrit, 
and  hemoglobin  were  calculated.  The  Kjel- 
dahl  method  was  used  to  determine  the 
albumin-globulin  ratios  and  in  some  in- 
stances to  check  the  values  for  total  serum 
proteins.  The  calculated  hemoglobin  values 
were  compared  with  those  determined  by  the 
Haden-Hausser  method,  and  the  hematocrit 
values  were  compared  with  those  obtained 
by  the  Wintrobe  method. 

It  had  been  planned  to  collect  tissue  fluid 
for  study,  but  no  edema  developed  and  the 
samples  could  not  be  obtained. 

4.  The  possible  effect  on  an  infection  with 
Brucella  was  investigated  by  serial  tests 
done  three  times  weekly.  Blood  cultures  for 
Brucella  were  done  on  individuals  who  had 
fever.  The  agglutination  titer  of  each  pa- 
tient's serum  against  three  strains  of  stock 
Brucella  cultures  was  determined  by  the  test- 
tube  method.  Opsonocytophagic  indices,  us- 
ing live  organisms  of  Brucella  abortus,  were 
done  in  duplicate  by  tw^o  observers.  To  avoid 
discrepancy  resulting  from  possible  sensiti- 
zation of  the  patient's  cells,  the  patient's  se- 
rum— W'hich  should  contain  opsonins — and 
white  cells  obtained  from  a  normal  individ- 
ual known  to  be  non-reactive  to  Brucellergen 
were  used.  The  patient's  serum  was  also 
tested  with  his  own  white  cells.  In  2  patients 
the  complement  titer  of  the  blood  was  de- 
termined before,  during,  and  after  the  ad- 
ministration of  serum. 

Treatment 

Serum  :  The  lyophilized  anti-reticular  cy- 
totoxic serum'^'  used  was  prepared  in  this 
country.  Ten  cubic  centimeters  of  sterile 
normal  saline  was  added  to  each  vial  just  be- 
fore use.  The  serum  dissolved  readily  when 
the  vial  was  shaken  by  hand  at  room  temper- 
ature; the  solution  was  stored  in  a  refriger- 
ator at  10  C.  between  injections.  Before  the 
administration  of  serum  was  begun,  an  in- 
tradermal skin  test  using  0.1  cc.  of  a  1 :10 

.'i.  The  anti-reticular  cytotoxic  serum  \yas  furnished  tlirou^li 
the  courtesy  of  Dr.  Harry  Goldblatt  and  Dr.  Robert 
Heinle,    Western    Reserve   University   Medical    School. 
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dilution  was  given  and  read  at  twenty  min- 
utes; this  was  negative  in  all  patients.  The 
first  lot  of  serum  (1945)  was  injected  sub- 
cutaneously  in  four  doses  of  1.0,  2.0,  2.5,  and 
3.0  cc,  given  every  other  day  in  alternate 
arms.  The  second  lot  of  serum  (1946-47) 
was  injected  in  three  doses  of  0.5,  1.0  and 
1.5  cc.  Courses  were  not  repeated  in  less 
than  six  weeks.  No  systemic  reactions  were 
observed,  and  only  rarely  were  minimal  lo- 
cal reactions  seen.  In  one  patient  (case  3) 
serum  sickness  developed  after  the  third 
course.  During  the  administration  of  serum, 
phenobarbital  was  given  for  sedation  when 
necessary ;  aspirin  was  used  very  sparingly 
because  of  its  known  effects  on  the  sedimen- 
tation rate.  No  other  drugs  were  given. 

Irrudiatiun  :  Roentgen  therapy  was  deliv- 
ered to  all  clinicallv  involved  foci  with  a  200- 


kilovolt,  constant-potential  x-ray  apparatus. 
The  technical  factors  were  200  kilovolts,  18 
milliamperes,  50  cm.  target-skin  distance, 
and  0.5  mm.  of  copper  plus  1.0  mm.  of  alum- 
inum filtration;  the  half  value  layer  was  1.25 
mm.  of  copper.  The  portals  were  usually  100 
to  225  square  centimeters  in  area,  but  occa- 
sionally fields  as  large  as  400  square  centi- 
meters were  used,  depending  on  the  site  and 
size  of  the  lesion.  Treatments  of  150  to  250 
r  in  air  per  field  were  given  through  one  or 
two  fields  daily.  Cervical,  axillary,  inguinal 
and  other  adenopathies  were  usually  treated 
through  a  single  field ;  mediastinal  and  retro- 
peritoneal masses  and  enlarged  spleens  were 
treated  with  converging  beams  through  two 
fields.  The  involved  regions  were  treated 
successively,  and  each  field  was  irradiated 
at  intervals  of  two  to  four  days,  depending 
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on  the  reaction  of  the  patient.  The  number 
of  treatments,  and  hence  the  total  dose, 
varied  considerably  and  were  determined  by 
the  clinical  response  of  each  patient.  The  re- 
lation of  each  series  of  irradiation  therapy 
to  the  administration  of  anti-reticular  cyto- 
toxic serum  has  been  mentioned  above. 

Results 

Of  the  4  patients  originally  treated,  one 
(case  1)  died  within  three  months.  Another 
(case  2)  showed  objective  improvement  but 
died  suddenly  three  months  after  discharge ; 
death  resulted  from  a  massive  hemorrhage 
following  rupture  into  the  stomach  of  a 
softened  mesenteric  lymph  node.  One  (case 
3)  showed  temporary  subjective  improve- 
ment, but  has  subsequently  required  a  vari- 
ety of  therapy.  The  fourth  (case  4)  was  un- 
changed at  discharge,  and  died  at  home  ap- 
proximately eighteen  months  later. 

In  the  second  series  of  patients,  one  (case 
5)  has  shown  subjective  improvement.  An- 
other (case  6)  noted  enlargement  of  the  in- 
guinal nodes  and  edema  of  the  leg,  but  sub- 
jective general  improvement.  The  third 
(case  7)  noted  subjective  improvement,  but 
died  of  miliary  tuberculosis  five  months 
later. 

A  reduction  in  the  size  of  nodes  was  noted 
in  only  one  patient  (case  2),  two  months 
after  administration  of  the  serum  and  three 
months  after  the  cessation  of  x-ray  therapy. 
It  would  be  difficult  to  determine  how  much 
improvement  should  be  attributed  to  the 
serum. 

The  objective  findings  in  each  case  are 
summarized  in  figures  1  to  4.  An  alteration 
of  the  temperature  curve  was  observed  in 
2  patients;  in  one  (case  3)  the  temperature 
was  lowered  slightly  by  the  first  course  of 
serum,  and  in  the  other  (case  1)  a  widely 
swinging  curve  was  converted  to  a  high 
plateau  type.  Subsequent  courses  of  serum 
did  not  materially  affect  the  temperature  in 
case  3.  In  the  remaining  cases  the  tempera- 
ture was  unchanged. 

1.  Blood  cells:  No  significant  alteration 
was  observed  in  the  hemoglobin  or  red  blood 
cell  count.  Most  of  the  variations  in  the 
white  blood  cell  counts  were  considered  to 
be  within  the  normal  range  of  daily  fluctua- 
tion. A  slight  rise  in  the  percentage  of  mono- 
cytes was  observed  during  the  administra- 
tion of  serum,  but  only  in  case  1  was  the 
increase  maintained  longer  than  one  day.  A 
slight  increase  in  lymphocytes  was  observed 
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in  case  4,  with  a  corresponding  drop  in  seg- 
mented polymorphonuclears;  the  similar 
change  occurring  terminally  in  case  1  was 
attributed  to  secondary  infection  of  a  decu- 
bitus ulcer.  No  significant  alteration  in  the 
nonsegmented  polymorphonuclear  cells  was 
observed. 

2.  Tissue  destruction  :  A  drop  in  the  sedi- 
mentation rate  occurred  in  cases  1  and  3. 
The  Weltmann  coagulation  band  was  re- 
duced in  cases  2  and  4,  but  elevated  in  case 
3.  The  terminal  elevation  in  case  1  followed 
x-ray  therapy.  None  of  these  changes  were 
impressive. 

3.  Capillanj  permeability:  No  significant 
alteration  in  blood  or  plasma  specific  gravi- 
ties or  in  the  calculated  total  serum  proteins, 
hematocrit,  or  hemoglobin  was  observed. 
The  data  on  3  patients  in  whom  specific 
gravities  were  determined  are  given  in  table 
2.  In  cases  2  and  4  a  transient  rise  in  the 
total  serum  proteins  was  noted  in  the  first 
reading  after  the  conclusion  of  serum  ther- 
apy, but  there  was  no  comparable  change  in 
hemoglobin  or  hematocrit  values.  The  cal- 
culated values  for  the  hemoglobin  and  hema- 
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tocrit  checked  reasonably  well  with  those 
observed  in  the  blood  study.  No  significant 
alteration  in  the  area  of  histamine  wheal  or 
in  the  spread  of  ti'ypan  blue  through  tissue 
was  observed ;  serial  tracings  are  shown  in 
figures  5  and  6. 

4.  Infection :  Agglutination  of  all  strains 
of  Brucella  was  negative  in  every  patient 
both  before  and  after  the  administration  of 
the  serum.  No  phagocytosis  was  observed  in 
the  opsonocytophagic  indices  either  before 
or  after  the  administration  of  the  serum. 
The  complement  titer  was  not  significantly 
altered  in  the  2  patients  tested.  All  blood 
cultures  were  sterile. 

Subsequent  studies  on  case  3,  and  the  data 
on  cases  5,  6,  and  7  follow  the  same  pattern 
of  results  as  described  above  and  hence  are 
not  reported  in  detail. 

Unfortunately,  permission  was  not  granted 
to  remove  lymph  nodes  for  microscopic  ex- 
amination  after   patients   had   received   the 


serum.    The   patients  who   expired   died   at 
home. 

Discussio)! 

Alteratio)!  in  functions  of  the  reticulo- 
endothelial system 

Some  objective  evidence  of  transient  mini- 
mal alteration  in  some  functions  of  the  body 
was  observed.  We  were  able  to  confirm  alter- 
ations in  the  differential  white  blood  cell 
count  and  in  the  sedimentation  rate  as  re- 
ported by  Bogomolets.  We  were  not  im- 
pressed, however,  by  the  degree  or  duration 
of  the  change.  The  alterations  in  the  Welt- 
mann  serum  coagulation  band  are  not  im- 
pressive, but  tend  to  follow  the  changes  in 
the  sedimentation  rate. 

The  Russians  interpret  alteration  in  the 
sedimentation  rate  as  evidence  of  change  in 
capillary  permeability.  We  prefer  to  con- 
sider it  as  evidence  of  tissue  destruction.  It 
is  true  that  changes  in  the  sedimentation 
rate  and  probably  in  the  Weltmann  serum 
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coagulation  band  are  dependent  on  qualita- 
tive alterations  in  the  .serum  protein.s,  but 
in  the  Russian  literature  available  to  us 
there  is  no  experimental  evidence  to  support 
their  thesis  that  the  sedimentation  rate  is  a 
measure  of  the  porosity  of  the  hemato- 
parenchymal  barrier.  Our  studies  of  plasma 
and  blood  specific  gravities,  hematocrit,  and 
total  serum  proteins  do  not  offer  evidence  to 
show  that  fluid  or  protein  is  lost  from  the 
vascular  system  following  administration  of 
the  serum.  The  Russians  have  reported  an 
increase  in  the  rate  of  spread  of  trypan  blue 
as  evidence  of  increased  activity  of  macro- 
phages. The  speed  of  migration  might  be 
accelerated  by  an  increase  in  interstitial 
fluid,  but  we  are  unable  to  demonstrate  such 
an  acceleration,  whatever  the  mechanism 
may  be.  The  histamine  wheal  and  saline 
absorption  studies  demonstrated  no  change 
in  the  circulation  of  extrava.scular  fluid.  By 


1 — I — 1 1 1 — r 

CENTIMETERS 

none  of  our  studies  were  we  able  to  demon- 
strate alteration  in  the  hemato-parenchymal 
barrier. 

No  change  in  the  immune  status  in  rela- 
tion to  Brucella  was  demonstrated,  though 
it  should  be  pointed  out  that  no  positive  cul- 
tures, agglutinations,  or  opsonocytophagic 
indices  were  observed  in  these  patients. 
With  this  test  organism,  which  was  chosen 
because  of  the  possible  relationship  of  Bru- 
cella infection  to  the  etiology  of  Hodgkin's 
disease,  we  were  unable  to  confirm  the  Rus- 
sian observation  that  phagocytosis  of  bac- 
teria is  increased  following  the  administra- 
tion of  serum.  No  increase  in  complement 
titer  was  demonstrated. 

Use  of  the  serum  in  Hodgkin's  disease'^'' 

The  results  from  the  use  of  anti-reticular 
cytotoxic  serum  as  an  adjunct  to  therapy  in 

I.  Since  tliis  paper  was  prepared  for  publication  the  follow- 
in?  studv  luis  been  publisbed:  Skapier,  J.:  Tberapeutic  I'se 
of  Anti-Reticular  Cytotoxic  Senim  (A.C.S.)  in  Hodskin's 
Disea.-ie,   Cancer   Researcb    7  :.'lli!)-;ni     (.Tune)    19-1". 
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Fig.    B 


Hodgkin's  disease  have  so  far  been  disap- 
pointing. Little  benefit  was  observed  in 
most  patients.  No  harm  resulted  directly 
from  the  use  of  the  serum,  though  one  pa- 
tient (case  3)  was  uncomfortable  as  a  result 
of  serum  sickness.  The  patient  (case  1)  who 
died  promptly  was  critically  ill  from  the 
time  therapy  was  begun.  What  role  the  se- 
rum may  have  played  in  softening  the  nodes 
and  precipitating  the  fatal  hemorrhage  in 
case  2  is  difficult  to  say. 

It  apparently  made  little  difference 
whether  the  serum  was  given  before  or  after 
irradiation  therapy.  Definite  subjective  im- 
provement was  observed  in  case  3 — one  of 
the  patients  who  did  not  receive  any  irradi- 
ation therapy  immediately  before  or  after 
the  first  administration  of  serum.  The  ob- 
jective improvement  noted  in  case  2  follow- 
ing irradiation  and  serum  had  been  observed 
in  a  previous  year  from  x-ray  therapy  alone. 
In  case  4 — the  patient  whose  condition  was 
unchanged  after  serum  therapy  alone — ir- 
radiation therapy  had  proven  very  effica- 
cious when  given  alone  the  preceding  year. 
The  results  in  the  other  cases  follow  the 
same  patterns.  In  our  opinion,  anti-reticular 
cytotoxic  serum  will  not  supplant  irradia- 
tion therapy  as  the  treatment  of  choice.    It 


ofi'ers  some  hope  in  the  temporary  subjective 
relief  of  symptoms  in  certain  patients. 

The  failure  of  anti-reticular  cytotoxic  se- 
rum to  increase  the  speed  of  progression  of 
the  disease  ofi'ers  no  support  to  the  conten- 
tion that  Hodgkin's  disease  is  a  neoplasm. 

Critique  of  experimetif 

It  is  possible  that  we  have  not  duplicated 
the  exact  conditions  of  the  Russian  experi- 
ments. Bogomolets  stresses  the  fact  that 
only  small  amounts  of  the  serum — 0.03  to 
0.1  cc.  of  1:100  titer — should  be  used.  Our 
doses  were  much  greater.  Bogomolets  recom- 
mends dilution  of  the  serum  ten  times  before 
injection;  our  serum  was  administered  un- 
diluted, but  this  should  be  of  little  conse- 
quence. Since  we  do  not  know  the  titer  of 
the  serum  by  the  Russian  method  of  titra- 
tion, the  validity  of  our  experiment  may  be 
questioned. 

The  Russians  report  a  relative  lymphocy- 
tosis at  three  to  four  hours  and  changes  in 
the  hemato-parenchymal  barrier  after  the 
second  dose  of  serum,  but  the  objective  cri- 
teria to  substantiate  these  reports  are  not 
given.  Our  patients  were  followed  in  the 
hospital  for  several  days  after  the  conclu- 
sion of  serum  therapy,  and  were  observed 
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at  monthly  intervals  thereafter.  It  might  be 
wise  to  make  observations  once  or  twice 
weekly,  rather  than  at  monthly  intervals. 

Alterations  in  the  amount  of  interstitial 
fluid  could  be  further  studied  by  determina- 
tion of  the  extravascular  thiocyanate  space. 
Qualitative  alterations  in  serum  proteins, 
suggested  by  the  slight  alteration  in  the 
sedimentation  rate  and  Weltmann  coagula- 
tion band,  could  be  further  investigated  by 
following  the  blood  fibrinogen  and  the  elec- 
trophoretic  pattern. 

Are  the  changes  reported  by  the  Russians 
due  to  anti-human  rather  than  anti-reticular 
cytotoxic  effect?  It  is  difficult  to  believe  that 
a  serum  could  be  made  against  a  specific 
strain  of  cells,  but  this  might  be  done  by 
taking  cells  from  one  animal,  injecting  them 
into  a  second  species,  and  using  the  serum 
in  a  third  species.  If  guinea-pig  cells  were 
injected  into  rabbits  and  the  rabbit  serum 
injected  into  human  beings,  the  anti-human 
effect  would  be  ruled  out. 

In  a  disease  which  may  run  as  chronic  a 
course  as  Hodgkin's  disease,  results  may  not 
occur  in  a  matter  of  days;  however,  some  of 
these  patients  did  respond  to  irradiation 
therapy  within  a  few  days.  It  might  be  wise 
to  lengthen  the  course  of  therapy,  especially 
if  a  more  dilute  serum  is  used. 

Sumniarji 

1.  Anti-reticular  cytotoxic  serum  has  been 
administered  as  an  adjunct  to  irradiation 
therapy  in  7  patients  with  Hodgkin's  dis- 
ease; no  conclusive  evidence  of  benefit  was 
observed. 

2.  The  effect  of  the  serum  on  the  circulat- 
ing blood  cells,  on  the  rate  of  tissue  destruc- 
tion, on  capillary  permeability,  and  on  a  pos- 
sible infection  with  Brucella  was  studied. 

3.  Minimal  evidence  suggestive  of  tran- 
sient alteration  in  the  reticulo-endothelial 
system  was  noted;  observed  changes  in  the 
differential  white  blood  cell  count  and  in  the 
sedimentation  rate  confirmed  the  Russian 
reports. 

4.  Other  alterations  in  function  reported 
by  the  Russians  were  not  confirmed,  and 
additional  objective  tests  to  supplement  the 
ones  which  they  recorded  failed  to  support 
their  theories. 


CONTINUOUS  CAUDAL  ANALGESIA  IN 

POOR-RISK   OBSTETRIC    PATIENTS, 

ESPECIALLY  THOSE  WITH  MARGINAL 

PLACENTA  PRAEVIA 

Adam  T.  Thorp,  M.D. 

Rocky  Mount 

The  choice  of  anesthetic  is  extremely  im- 
portant in  patients  who  are  already  a  poor 
obstetric  risk.  A  normal,  healthy  woman  and 
a  full-term  baby  may  tolerate  an  anesthetic 
that  might  be  a  great  disadvantage  to  the 
poor-risk  patient  and  to  the  premature  baby. 
An  anesthetic  which  might  increase  the  al- 
ready exi.sting  handicap  is  definitely  contra- 
indicated  ;  if,  however,  the  relief  of  pain  can 
be  afforded  by  some  means  which  does  not 
increase  the  risk  to  mother  or  baby,  that 
form  of  anesthesia  or  analgesia  is  just  as 
definitely  indicated.  Among  the  conditions 
which  demand  extraordinary  care  in  the 
choice  of  obstetric  anesthesia  are  toxemia, 
respiratory  infection,  heart  disease,  prema- 
turity, and  possibly  marginal  placenta  prae- 
via. 

Eclampsia 

In  my  hands,  no  anesthetic  agent  has 
proven  more  satisfactory  in  eclampsia  than 
continuous  caudal  analgesia.  In  1943.  Dr. 
Hingson'^'  made  the  following  observations 
on  its  use  in  this  condition: 

"1.  A  slow  progressive  blood  pressure  fall,  fre- 
quently amounting  to  100  mm.  of  mercury  within 
one  hour  .  .  . 

"2.  There  was  an  increase  in  the  urinary  output 
with  a  reduction  in  the  concentration  of  the  urine  . .  . 

"3.  Convulsions  were  controlled  without  resort  to 
other  forms  of  sedation.  .  . 

"4.  The  mental  cloudiness  of  these  patients 
cleared  remarkably  .  .  . 

"5.  There  was  no  appreciable  change  in  the  heart 
rate  of  the  fetus  .  .  ." 

Recently  Dr.  Hingson  has  reported  on  the 
use  of  this  analgesic  method  in  70  eclamptic 
patients,  with  only  2  maternal  deaths. 

Respiratory  Infection 

The  fact  that  the  drug  used  has  no  effect 
upon  the  mucous  membranes  makes  continu- 
ous caudal  analgesia  especially  desirable  in 
the    patient    with    any    respiratory    disease. 


Tuberculosis  must  unquestionably  be  recognized  as 
the  most  serious  public  health  problem  among  non- 
white  races. — Marv  Dempsev,  Am.  Rev.  Tbc.  Aug., 
1947. 


Read  before  the  North  CaroMna  Obstetrical  and   Gynecologri- 
cal   Society,   Mid   Pines.   April    18.    1948. 

I.    Hingson.    R.   A.   and  Edwards.    W.   B.:   Continuous   Caudal 
Analgesia.    J..\.M..\.    123:538-546    (Oct.    30)    1943. 
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During-  the  winter  months  the  incidence  of 
upper  respiratory  infections  is  noticeably 
lower  in  patients  who  have  had  continuous 
caudal  analgesia  than  in  those  who  were 
given  inhalation  anesthesia.  In  patients  with 
tuberculosis  and  pneumonia  the  advantages 
of  continuous  caudal  analgesia  are  too  ob- 
vious even  to  mention. 

Heart  Disease 

According  to  Dr.  Hingson, 

"There  are  certain  physiologic  phenomena  which 
add  to  the  burden  of  a  diseased  heart  during;  the 
process  of  natural  labor:  (1)  the  emotional  strain 
of  the  patient,  often  associated   with  cries  of  pain, 

(2)  fear  of  what  the  next  few  hours  will  bring  forth, 

(3)  tachycardia,  (4)  voluntary  straining.  All  of 
these  increase  the  demand  on  a  diseased  heart  .  .  . 
The  stress  and  strain  of  labor  has  been  known  to 
account  for  an  anoxemia  which  would  coiitraindicate 
a  general  anesthetic. 

"The  patient  under  continuous  caudal  analgesia, 
however,  is  at  ease  and  does  not  need  her  voluntary 
expulsive  efforts.  The  rhythmic  contractions  of  tTie 
uterus  will  expel  the  presenting  part  into  the  birth 
canal  and  will  usually  deliver  it  to  the  point  of 
perineal  bulging.  From  this  point,  outlet  forceps  or 
episiotomy  will  deliver  the  baby  without  adding  to 
an  ah-eady  taxed  circulatory  system." 

Prematuritij 

The  pediatrician  bases  his  prognosis  for 
a  premature  baby  largely  on  the  type  of 
anesthetic  the  mother  has  received.  Con- 
tinuous caudal  analgesia  causes  no  depres- 
sion of  fetal  respiration.  This  statement  is 
not  true  of  any  other  method,  except  spinal 
anesthesia,  that  relieves  the  pain  of  labor. 
The  premature  infant's  chances  of  survival 
are  poor  enough  without  the  handicap  of 
narcotic  and  anesthetic  effects  on  his  unde- 
veloped respiratory  mechanism. 

The  sacral  motor  paralysis  produced  by 
continuous  caudal  analgesia  decreases  the 
cervical  resistance — a  definite  advantage  to 
the  premature  baby. 

Marginal  Placenta  Pruevia 

Has  placenta  praevia  been  listed  as  one  of 
the  contraindications  for  caudal  analgesia 
because  of  actual  experience  and  observa- 
tion, or  because  theoretically  it  was  consid- 
ered unsafe? 

The  relaxation  and  rapid  dilatation  of  the 
congested  friable  cervix  present  in  placenta 
praevia  would  certainly  cause  one  to  expect 
an  increased  amount  of  hemorrhage.  But  has 
experience  proven   this  theory  to  be  true? 


Among  the  thousands  of  women  delivered 
under  continuous  caudal  analgesia  and 
spinal  anesthesia,  it  is  reasonable  to  sup- 
pose that  there  have  been  some  undiagnosed 
cases  of  marginal  placenta  praevia  and  low 
implantation  of  the  placenta ;  yet  no  one  has 
reported  excessive  bleeding  when  these 
methods  were  employed. 

Two  years  ago,  I  used  continuous  caudal 
analgesia  for  a  case  in  which  the  diagnosis 
of  marginal  placenta  praevia  was  not  made 
until  after  the  placenta  was  delivered.  The 
estimated  blood  loss  during  the  delivery  was 
less  than  100  cc.  Shortly  after  that  time,  a 
pre-eclamptic  mother  with  a  premature  baby 
showed  evidences  of  placenta  praevia.  X-ray 
findings  were  consistent  with  low  implanta- 
tion of  the  placenta.  Labor  was  induced  by 
rupturing  the  membranes,  and  Willett's  for- 
ceps was  then  applied.  Labor  progressed 
under  mild  sedation  until  the  cervix  was 
completely  dilated.  Caudal  analgesia  was  in- 
stituted because  the  mother  was  not  a  good 
subject  for  inhalation  anesthesia,  and  also 
because  it  would  give  the  much  desired  baby 
a  better  chance.  Delivery  was  accomplished 
in  less  than  an  hour,  with  the  minimum 
amount  of  blood  loss.  The  premature  baby 
survived. 

After  a  favorable  opinion  had  been  ob- 
tained from  several  conservative  men  who 
were  in  a  position  to  know  the  dangers,  I 
have  subsequently  employed  caudal  analgesia 
in  10  more  cases  of  marginal  placenta  prae- 
via; in  none  was  the  blood  loss  during  de- 
livery estimated  at  more  than  125  cc,  and 
each  patient  had  an  uneventful  convales- 
cence. In  no  case  was  the  caudal  anesthetic 
begun  until  the  cervix  was  nearly  pr  fully 
dilated.  Only  one  of  these  patients  had  lost 
enough  blood  prior  to  the  spontaneous  or 
induced  labor  to  require  a  blood  transfusion. 
Of  course,  blood  was  on  hand  for  each  pa- 
tient, to  be  used  if  necessary. 

None  of  these  12  patients  had  lost  a  great 
amount  of  blood  before  labor  began,  and  they 
were  all  multiparas  with  live  babies.  Their 
labors  were  from  two  to  eight  weeks  pre- 
mature. The  weight  of  the  babies  varied 
from  21  o  to  8  pounds,  and  all  survived  and 
left  the  hospital  in  good  condition. 

Modern  treatment  has  improved  the 
mother's  chances  in  placenta  praevia,  but 
the  fetal  mortality  still  remains  high.    The 


352 


NORTH   CAROLINA   MEDICAL  JOURNAL 


July,    1948 


dangers  to  the  child  are  prematurity,  as- 
phyxiation (the  result  of  hemorrhage  and 
anesthesia),  and  an  unsuitable  method  of 
delivery.  The  mother  should  always  receive 
first  consideration,  but  any  method  which 
would  permit  more  of  these  premature 
babies  to  be  salvaged  without  danger  to  the 
mother  would  seem  worth  while. 

Continuous  caudal  analgesia  should  cer- 
tainly not  be  used  in  placenta  praevia  asso- 
ciated with  severe  hemorrhage  and  shock. 
Increasing  the  volume  of  the  vascular  bed 
of  the  lower  extremities  would  accentuate 
the  dangers  of  hypotension  and  anoxia. 

It  is  recognized  that  12  cases  are  far  too 
few  upon  which  to  base  any  definite  conclu- 
sion. The  use  of  caudal  analgesia  in  placenta 
praevia  is  not  a  procedure  to  be  experi- 
mented with,  except  in  recognized  obstetric 
clinics  by  physicians  who  are  trained  in  the 
methods  of  administering  caudal  analgesia 
and  have  had  wide  experience  with  its  use. 


Maternal  Welfare  Section* 


New  methods  of  treatment  in  peptic  ulcer.— Those 
of  us  who  have  lived  with  ulcer  through  the  last 
quarter  of  a  century,  by  our  age  and  e.xperience  and 
particularly  by  our  disappointments  m  new  forms 
of  treatment,  have  earned  the  privilege  or  the  nght 
to  be  skeptics.  We  demand  the  test  of  tune  to  prove 
whether  new  hopes  are  will-of-the-wisps  or  substan- 
tial cures.  We  have  been  led  up  too  many  bUnd 
alleys  to  want  to  go  along  wholeheartedly  untd  we 
see  the  goal  plainly  at  the  other  end.  In  this  spirit, 
the  American  Gastroenterological  Association  has 
established  two  committees  to  study  these  methods 
on  a  national  level  and  to  report  from  time  to  time 
as  fairly  as  possible  on  the  results. — Sara  M.  Jor- 
dan: An  Evaluation  of  the  Peptic  Ulcer  Problem,  M. 
Ann    District  of  Columbia  17:329   (June)   1948. 


The  problem  of  peptic  ulcer  is  still  a  very  com- 
plex one.  Its  solution  probably  requires  many  more 
years  of  patient  and  analytical  observations  and  the 
use  of  the  best  possible  clinical   judgment. 

There  are,  however,  a  few  precepts  established 
for  us  by  experience  which  merit  emphasis: 

1.  The"  disease  should  be  diagnosed  as  early  as 
possible  and  the  ulcer  and  patient  both  treated,  the 
ulcer  healed,  and  the  patient  educated  to  keep  it 
healed. 

2.  No  ulcer  should  be  regarded  as  intractable 
until  so  proven  by  meticulously  administered  medi- 
cal management. 

3.  The  intractable  patient  should  not  be  confused 
with  the  intractable  ulcer,  and  every  appeal  should 
be  made  to  the  intelligence  of  the  patient  in  man- 
aging the  disease. 

4.  No  short-cut  method  of  treatment  which  in- 
volves an  unphysiologic  procedure  should  be  used 
until  all  other  methods  have  been  tried. 

5.  The  recurrent  ulcer,  if  on  the  gastric  side, 
must  be  regarded  with  suspicion  of  malignancy  and 
resected. — Sara  M.  Jordan:  An  Evaluation  of  the 
Peptic  Ulcer  Problem,  M.  Ann.  District  of  Columbia 
17:333   (June)   1948. 


CASE  REPORTS   FROM  THE  RECORDS 

OF  THE  MATERNAL  WELFARE 

COMMITTEE 

Cri)n.i)ial  Abortion 

As  far  back  as  human  records  can  be 
traced,  there  is  evidence  that  man  has  at- 
tempted to  interrupt  pregnancy  for  other 
than  medical  reasons.  Even  today,  when  it  is 
against  the  ethics  of  the  medical  profession 
and  against  the  laws  of  the  land,  criminal 
abortion  is  still  being  carried  out  with  amaz- 
ing frequency.  Taussig'",  in  a  complete  re- 
view of  the  entire  subject,  came  to  the  con- 
clusion that  more  than  600,000  abortions 
occur  annually  in  the  United  States.  Of  this 
number,  65  per  cent  are  illegally  induced. 
Since  the  mortality  rate  associated  with 
abortion  is  1.2  per  cent,  approximately  10,- 
000  women  annually  die  as  a  result  of  this 
procedure.  Taussig  also  concluded  that  over 
half  of  the  illegal  abortions  are  carried  out 
by  physicians,  the  remainder  being  done  by 
midwives  and  the  patients  themselves.  The 
vast  majority  of  abortions  occur  in  married 
women.  Only  10  per  cent  are  performed  in 
the  unmarried  group. 

Most  physicians  have  at  one  time  or  an- 
other been  requested  to  interrupt  a  preg- 
nancy for  reasons  of  a  social  or  economic 
nature.  The  reasons  that  are  responsible  for 
the  alarming  number  of  abortions  may  be 
divided  into  the  following  categories:  (1) 
economic  distress,  (2)  occupational  change, 
(3)  illegitimacy,  (4)  domestic  relations, 
(5)  fear  of  confinement.  The  attempt  of 
women  to  solve  their  problems  by  the  inter- 
ruption of  pregnancy  leads  to  a  tremendous 
number  of  unnecessary  deaths.  The  follow- 
ing case  records  accurately  illustrate  this 
problem. 

Cose  1  —  N.  C.  M.  W.  C.  9 

A  white  woman,  37  years  of  age,  was  found  dead 
in  a  hotel  room.  She  was  a  divorcee  who  had  be- 
come illegitimately  pregnant,  and  her  home  was  in 
a   community   one   hundred   miles   distant.   Arrange- 
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the  Medical  Society  of  the  State  of  North  Carolina: 


Fank  R.  Lock,  M.D., 

Chairman 
J.  Street  Brewer,  M.D. 
G.  M.  Cooper,  M.D. 
E.  W.  Franklin,  M.D. 


T.  L.  Lee,  M.D. 
G.  O.  Moss,  M.D. 
C.  J.  Powell,  M.D. 
Ivan  Procter,  M.D. 
R.  A.  Ross,  M.D. 
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MATERNAL    DEATHS  IN 
NORTH   CAROLINA 
SINCE   AUGUST  I,  1947 

ments  had  been  made  by  her  companion — a  man 
about  her  own  age — for  a  criminal  abortion.  This 
operation  was  performed  without  anesthesia  on  the 
morning  of  her  death.  She  was  given  medication 
for  the  relief  of  pain  and  sent  away  by  the  abortion- 
ist. During  the  night,  the  patient  began  to  have  free 
vaginal  bleeding.  Neither  she  nor  the  man  who 
accompanied  her  dared  to  call  a  physician,  because 
they  feared  e.xposure.  When  her  condition  became 
obviously  serious,  a  reputable  physician  was  called, 
but  she  expired  before  he  arrived. 


Case  2 


N.  C.  M.  W.  C.  87 


A  17-year-old  unmarried  colored  girl  was  ad- 
mitted to  a  small  urban  hospital  on  November  30, 
1946.  She  was  in  profound  coma,  and  generalized 
anasarca  was  present.  She  had  not  passed  any  urine 
in  six  days,  and  none  was  obtained  by  catheteriza- 
tion on  admission.  A  fetus  of  3%  to  4  months'  devel- 
opment was  delivered  spontaneously  a  few  minutes 
after  her  admission  to  the  hospital.  The  patient's 
course  was  progressively  downhill,  and  she  died 
three  hours  after  admission. 

After  her  death  it  was  learned  that  she  had  taken 
a  large  quantity  of  turpentine  by  mouth  in  an  at- 
tempt to  induce  an  abortion.  An  autopsy  showed 
extensive  acute  hemorrhagic  nephritis  caused  by 
this  toxic  agent. 

Discussion 

These  two  deaths  were  classified  by  the 
Maternal  Welfare  Committee  as  preventable 
maternal  deaths  resulting  primarily  from 
ignorance  on  the  part  of  the  patient.  In  each 
instance,  an  illegitimate  pregnancy  was 
present.  In  an  effort  to  avoid  the  social  dis- 
grace of  having  a  child  out  of  wedlock,  both 
individuals  chose  to  take  the  chance  of  il- 
legal abortion. 

Performance  of  abortion,  whether  legal  or 
illegal,  is  potentially  a  dangerous  procedure. 
In  the  Committee's  files  there  are  8  cases  of 
death  resulting  from  therapeutic  abortion. 
With  the  exception  of  2  of  these  cases,  which 
were  done  for  pernicious  vomiting,  the  in- 
dications for  the  abortion  seemed  adequate. 
Three  of  these  patients  died  of  pulmonary 
embolism,  2  of  pneumonia,  2  of  peritonitis. 


and  one  of  the  illness  which  was  the  indica- 
tion for  abortion. 

Illegal  abortion  is  not  primarily  a  medical 
problem,  but  rather  a  social  and  economic 
one.  If  we  are  to  eliminate  it,  it  will  be 
necessary  to  do  more  than  simply  warn 
women  concerning  its  dangers,  because  in 
their  desperation  they  are  willing  to  accept 
considerable  risk.  It  is  not  the  purpose  of 
this  paper  to  discuss  the  social  and  economic 
factors  involved,  but  to  point  out  the  risk  of 
abortion,  whether  illegally  or  legally  in- 
duced. However,  the  medical  profession,  by 
providing  contraceptive  care,  can  reduce  the 
number  of  illegal  abortions.  There  are  alto- 
gether too  many  cases  in  the  files  of  the 
Maternal  Welfare  Committee  in  which  the 
patient  was  advised  not  to  become  pregnant 
again,  but  was  never  told  how  to  avoid  preg- 
nancy. 


SrCURITYi 

lOAN. 


BUY  BONDS  TODAY! 
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CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


Editor— JosiAH  C.  TRENT,  M.D.,  F.A.C.S. 

VII 

THE  DEVELOPMENT  OF  ENDOSCOPY 

The  need  for  direct  examination  of  the 
trachea  and  bronchial  tree  was  recognized 
long  before  the  technique  for  such  an  exami- 
nation was  perfected.  Formidable  barriers 
seemed  to  exist — the  larynx,  the  supposed  in- 
tolerance of  the  respiratory  passages  to  the 
introduction  of  a  foreign  body,  and  the  ob- 
lique position  of  the  main  bronchi. 

Since  these  factors  were  not  of  major  con- 
sideration in  examination  of  the  esophagus, 
it  is  not  surprising  that  esophagoscopy  re- 
ceived prior  consideration.  Halting  progress 
in  the  development  of  esophagoscopy,  begun 
by  Bozini  in  1807  and  furthered  by  Boltolini 
and  Wandenberg  in  1860  and  Stoerk  in  1866. 
culminated  in  the  first  direct  esophagoscopy 
by  Kussmaul  in  1868. 

In  1828,  Green  made  an  important  dis- 
covery, although  its  significance  was  not  ap- 
preciated at  the  time.  He  conceived  the  idea 
of  medicating  the  larynx  and  introducing 
catheters  into  the  main  bronchi  for  purposes 
of  examining  these  structures,  thus  demon- 
strating the  toleranceof  the  respiratory  tract 
to  a  foreign  body.  When,  in  1885,  O'Dwyer 
developed  and  demonstrated  his  intubation 
tube,  it  was  made  clear  that  the  larynx  could 
tolerate  the  continued  presence  of  a  foreign 
body.  It  was  then  possible  to  utilize  the  prin- 
ciples learned  in  esophagoscopy  in  the  exam- 
ination of  the  trachea. 

In  1897  Killian  showed  that  it  was  feasible 
to  introduce  straight  tubes  into  the  main 
bronchi  and  that  the  bronchi  were  suflficient- 
ly  mobile  and  strong  to  permit  displacement 
and  straightening.  He  termed  his  method 
"direct  bronchoscopy,"  and  stressed  the  need 
for  an  opening  in  the  side  of  the  tube  to 
permit  respiration  by  the  contralateral  lung 
when  the  tube  was  in  one  of  the  bronchi. 
Ingals  improved  the  instrument  in  1904, 
when  he  first  used  a  light  carrier  in  the  Kil- 
lian tube  and  modified  the  single  opening  in 
the  side  by  making  a  number  of  small  per- 
forations. 

Einhorn,  meanwhile,  in  1902  had  devised 
an  esophagoscope  possessing  an  auxiliary 
tube  contained  in  the  wall  of  the  visualizing 


tube,  through  which  a  light  carrier  and  elec- 
tric bulb  could  be  introduced.  Chevalier 
Jackson,  in  1904,  used  the  light  carrier  prin- 
ciple of  the  Einhorn  instrument  and  com- 
bined it  with  the  Killian  bronchoscope,  add- 
ing the  further  refinement  of  an  auxiliary 
drainage  tube.  Thus  he  developed  the  bron- 
choscope essentially  as  we  know  it  today. 

That  the  laryngeal  barrier  had  not  been 
entirely  overcome  is  evidenced  by  the  fact 
that  as  late  as  1905  "lower  bronchoscopy" — 
the  introduction  of  the  bronchoscope  through 
a  tracheotomy  wound — was  frequently  used. 
The  superiority  of  the  "upper  bronchoscopy" 
method — introduction  by  the  oral  route — 
was  recognized,  but  considerable  practice 
was  needed  to  master  this  route  and  lower 
bronchoscopy  continued  to  be  employed 
sporadically. 

To  Jackson  must  go  the  major  credit  for 
the  applicability  of  the  bronchoscope  in  diag- 
nosis and  treatment,  since  he  not  only  per- 
fected the  technique  but  also  trained  the 
men  to  carry  out  the  procedure.  The  amaz- 
ing mortality  rate  (approximately  25  per 
cent)  during  the  early  days  of  bronchoscopy 
was  reduced  to  a  negligible  morbidity  by  his 
insistence  on  careful  manipulation  and  speed 
of  execution  of  the  maneuver.  Jackson's  co- 
workers, notably  Ellen  Patterson,  Gabriel 
Tucker,  Louis  Clerf,  Robert  Lukens  and 
William  Moore,  have  also  played  a  great  pftrt 
in  perfecting  the  technique  of  bronchoscopy. 

It  was  in  the  removal  of  foreign  bodies 
that  bronchoscopy  was  first  employed.  Prior- 
ity in  this  field  probably  belongs  to  Killian, 
who,  in  1897,  succeeded  in  removing  a  bone 
from  the  right  main  bronchus  by  means  of 
his  tube,  introduced  by  the  oral  route.  In 
the  succeeding  years  foreign  bodies  of  all 
descriptions  have  been  removed,  and  from 
the  Jackson  clinic  has  come  an  impressive 
array  of  cleverly  contrived  instruments 
ranging  from  nail  cutters  to  safety-pin 
closers. 

As,  with  increasing  experience,  the  oper- 
ation of  bronchoscopy  became  less  formid- 
able, its  use  was  rather  haltingly  extended 
from  such  life-saving  measures  as  foreign 
body  extraction  to  the  treatment  of  pulmo- 
nary suppuration.  It  was  found  that  lung 
abscess  as  well  as  bronchiectasis  was  often 
benefited  by  improving  internal  drainage, 
and,  as  a  result  of  the  reports  of  Jackson, 
Tucker,  Clerf,  Ballon,  Miller,  Myerson  and 
others.  broncho.scopic  aspiration  in  the.se  dis- 
eases was  well  established  bv  1923. 
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After  the  safety  of  the  procedure  had  been 
established  by  its  increasing  'use  as  a  thera- 
peutic measure,  bronchoscopy  was  employed 
more  and  more  for  diagnostic  purposes.  Its 
value  in  the  recognition  of  bronchial  neo- 
plasms was  evidenced  by  the  reports  of  Vin- 
son, Moersch,  Jackson  and  others.  In  1928 
Vinson  reported  that  he  had  made  a  diagno- 
sis of  bronchial  carcinoma,  during  life,  on 
twenty-nine  occasions. 

As  a  diagnostic  and  therapeutic  aid,  bron- 
choscopic  examination  began  to  assume 
much  the  same  role  for  the  internist  and 
thoracic  surgeon  that  cystoscopic  examina- 
tion and  pyelography  played  for  the  urolo- 
gist. There  was  this  difference,  however : 
that  while  the  urologist  was  usually  in  a 
position  to  undertake  curative  surgery  once 
his  diagnosis  was  made,  the  thoracic  surgeon 
was  handicapped  by  being  unable  to  repair 
or  remove  the  diseased  lung  with  any  degree 
of  safety.  As  a  result,  the  treatment  of  sup- 
puration and  neoplasms  of  the  bronchial  tree 
was  assumed  by  the  bronchoscopist.  When, 
however,  thoracic  surgery  had  advanced  to 
the  degree  that  the  surgeon  was  able  to  in- 
vade the  thoracic  cage  with  impunity,  he 
began  to  use  the  bronchoscope  to  an  increas- 
ing extent.  The  quite  logical  I'esult  is  that 
most  thoracic  surgeons  now  perform  their 
own  bronchoscopic  examinations,  just  as  the 
urologist  performs  his  own  cystoscopies. 
With  this  \veapon  in  his  hand  the  thoracic 
surgeon  began  to  share  the  internist's  bur- 
den in  matters  of  diagnosis  and  in  the  treat- 
ment of  postoperative  complications  and 
non-surgical  pulmonary  disease.  This  devel- 
opment has  had  the  salutary  effect  of  facili- 
tating surgical  intervention  at  a  stage  of 
the  disease  when  cure  is  still  possible. 

Largely  as  a  result  of  this  collaboration 
between  thoracic  surgeon  and  internist  has 
come  the  recognition  of  the  part  played  by 
tracheobronchial  tuberculosis  in  pulmonary 
tuberculosis.  Although  the  importance  of 
this  complication  was  appreciated  by  Alex- 
ander prior  to  1937,  it  is  only  during  the 
past  five  or  six  years  that  there  has  been 
widespread  recognition  of  the  fact  that  the 
course  of  pulmonary  tuberculosis  is  largely 
dependent  on  the  presence  or  absence  of  this 
phase  of  the  disease.  Now  that  its  role  is 
appreciated,  the  scope  of  bronchoscopy, 
formerly  used  hesitantly  in  this  disease,  has 
been  potentially  extended  to  all  cases  of 
pulmonary  tuberculosis,  since  the  method  of 
treatment  is,  in  many  cases,  dictated  bv  the 


bronchoscopic  findings. 

A  collateral  result  of  this  vastly  increased 
use  of  the  bronchoscope  has  been  the  perfec- 
tion of  technique  to  the  point  where  the  dis- 
comfort formerly  associated  with  the  pro- 
cedure has  largely  been  removed,  the  mor- 
bidity has  been  made  negligible,  and  the  con- 
traindications made  almost  non-existent.  As 
Samson  has  stated,  the  patient  with  pulmo- 
nary disease  can  no  longer  be  said  to  be  "too 
sick  to  be  bronchoscoped,  rather  he  is  too 
sick  not  to  be  bronchoscoped." 

The  reader  is  referred  to  the  excellent 
bibliographies  appended  to  the  article  "His- 
tory of  Bronchoscopy  and  Esophagoscopy 
for  Foreign  Body"  by  Ellen  J.  Patterson 
(The  Laryngoscope,  36:157-175,  March, 
1926)  and  to  the  textbook  Peroral  Endo- 
scopy AND  Laryngeal  Surgery  by  Chev- 
alier Jackson  (W.  B.  Saunders  Co.,  Phila- 
delphia, 1914). 

Francis  X.  Byron,  M.D. 
Wadsworth  General  Hospital 
Los  Angeles,  California 


The  records  in  the  chest  diagnostic  clinics  prove 
that  the  physicians  of  the  state,  if  they  are  de- 
termined to  do  so.  can  perform  a  better  job  of 
suspectin,f>-  and  discovering  active  tuberculosis  cases, 
year  in  and  year  out,  than  any  other  agency.  It  is 
noteworthy  that  in  the  past  year,  as  in  other  years, 
more  cases  of  active  pulmonary  tuberculosis  were 
found  among  the  referrals  by  physicians  to  the  chest 
diagnostic  clinics  than  in  any  other  groups  of  people 
examined. — Comm.  on  Tbc,  N.  H.  Med.  Soc,  New 
England  J.  Med.,  Oct.  23,  1947. 


Characteristics  of  functional  disease.  —  What 
briefly  are  the  positive  features  which  characterize 
functional  as  opposed  to  organic  disease  ?  The  facial 
expression  and  general  attitude  and  bearing  of  the 
patient  may  betray  the  underlying  worry  and  anx- 
iety. A  nervous  blush  is  often  present  on  the  neck 
and  uppor  part  of  the  chest.  Tremor  of  the  lightly 
closed  eyelids  and  bitten  linger  nails  betoken  a  state 
of  nervous  tension.  There  may  be  profuse  perspira- 
tion in  the  axillae,  even  on  a  cold  day.  Not  infre- 
quently the  patient  brings  a  carefully  compiled 
written  list  of  symptoms  or  is  accompanied  by  an 
anxious  husband  or  wife  to  assist  in  giving  the  his- 
tory. 

A  specimen  of  urine,  which  often  contains  phos- 
phates, is  often  produced  in  order  to  make  sure  that 
the  doctor  makes,  as  he  should  do,  a  very  full  exam- 
ination. 

The  symptoms  are  often  dramatized  and  exag- 
gerated, or  described  in  some  bizarre  fashion.  A 
headache  is  not  just  an  ordinary  headache,  but  is 
terrific,  a  feeling  that  something  is  being  driven 
into  the  head,  that  the  head  is  being  held  in  a  vice 
or  that  a  piece  of  elastic  is  being  stretched  inside 
the  head.— Leslie  Hurley:  The  General  Practitioner 
and  the  Specialist,  M.  J.  Australia  l:(i8  (Jan.  17) 
1948. 
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DEWEY   ON   SOCIALIZED   MEDICINE 

It  i.s  generally  recognized  that  the  turning 
point  in  the  race  between  Dewey  and  Stassen 
came  in  the  Oregon  primary  last  May.  Al- 
though Governor  Dewey  came  into  Oregon 
with  the  odds  three  to  one  against  him,  he 
won  such  a  clear-cut  victory  in  the  primary 
that  Mr.  Stassen  was  virtuallv  eliminated  as 
a  serious  contender  for  the  Republican  presi- 
dential nomination.  A  letter  from  a  group 
of  Oregon  physicians — all  past  presidents  of 
the  Oregon  State  Medical  Societv — explains 
the  sudden  change  in  sentiment  from  Dewey 
to  Stassen. 

Soon  after  his  arrival  in  Oregon,  Governor 
Dewey  said  he  would  be  "delighted"  to  talk 
to  the  House  of  Delegates  of  the  Oregon 
State  Medical  Society  and  give  his  views  on 
compulsory  sickness  insurance.  In  this  im- 
promptu talk  he  said : 

"This  is  a  subject  .  .  .  with  which  I  have  had  a 
rare  and  unique  experience.  I  had  the  idea  a  few 
years  ago  that  the  widespread  movement  to  broaden 
the  base  of  medical  care  could  be   met  by  govern- 


ment action  if  the  doctors  were  put  in  charge.  In 
fact,  ...  I  thought  I  would  try  it  out  in  New  York 
...  I  appointed  a  commission  of  19  people  .  .  .  They 
hired  a  research  staff  and  then  went  to  work. 

"Finally,  after  ...  18  months  the  research  came 
through  ...  I  was  thoroughly  convinced,  lieyond  a 
shadow  of  any  possible  doulit,  that  compulsory  medi- 
cal care  was  unworkable,  that  it  would  bankrupt  our 
society  and  destroy  the  standard  of  medical  care  in 
our  nation,  and  it  would  be  the  greatest  catastrophe 
in  the  United  States. 

"...  I  had  felt  all  along  that  if  there  was  any 
merit  to  this  thing  it  .  .  .  should  be  done  on  a  state 
level  and  kept  close  to  the  people  and  we  ought  not 
to  use  one  hundred  and  forty-five  million  people  as 
guinea  pigs.  We  ought  to  use  it  on  a  small  level, 
and  if  it  failed  abandon  it  .  .  .  We  got  the  Saskatche- 
wan program,  the  New  Zealand  program  and  the 
.Australian  program  and  it  was  absolutely  clear  on 
the  record  that  every  time  they  tried  to  compel 
people  to  pay  a  certain  sum  to  government  for 
medical  care  they  destroyed  the  medical  care  they 
"ere  to  receive. 

"Comoulsory,  socialized  medicine  is  no  good.  It 
cannot  be  done.  Accordingly  I  have  spent  the  last 
two  years  of  my  life  knocking  down  every  proposal 
that  anybody  has  made  to  regiment  the  medical  pro- 
fession and  the  people  of  America  through  any  pro- 
gram of  socialized  medicine.  By  making  speeches 
nublicly  at  every  meeting  of  people  that  would  listen 
to  me  on  the  suliject.  I  have  made  clear  that  we 
have  actually  been  through  this  thing,  this  thing 
which  cost  the  people  of  my  state  $200,000  to  find 
out  about.  I  don't  want  the  money  wasted.  I  don't 
want  to  run  the  risk  of  happening  to  the  health  of 
our  peonle  what  has  happened  to  the  health  of  every 
grouD  of  people  which  has  tried  to  drag  the  medical 
profession  down  to  the  Socialists'  level.  You  won't 
drag  anything  up.  You  will  enlarge  the  volume  of 
medical  care  but  utterly  destroy  the  qualitv  of  med- 
ical care  the  minute  you  try  that   process." 

In  contrast.  i\Ir.  Stassen's  stand  on  so- 
cialized medicine  left  the  door  open  for 
federal  interference  with  medical  practice. 
The  doctors  of  Oregon  rallied  behind  Cover-  , 
nor  Dewey  in  a  whirlwind  campaign  which 
undoubtedly  turned  the  tide  in  his  favor. 
The  state  victory  was  followed  by  a  letter 
sent  to  physicians  and  dentists  all  over  the 
United  States,  urging  the  nomination  of 
Dewey  in  Philadelphia.  Certainly  this  did 
not  hurt  his  chances  in  the  National  Republi- 
can Convention. 

It  required  courage  for  Governor  Dewey 
to  make  his  unequivocal  statement  in  opposi- 
tion to  political  medicine,  knowing  that  his 
words  would  be  broadcast  over  the  state  and 
nation  and  that  he  could  not  afford  honor- 
ably to  retreat  from  his  position.  Let  us  hope 
that  he  will  not  be  influenced  by  his  running 
mate.  Governor  Warren,  who  has  twice  at- 
tempted to  force  a  state  version  of  the  Wag- 
ner-Murray-Dingell  Bill  upon  California. 
This  Journal  has  faith  enough  in  his  integ- 
rity to  believe  that  he  will  not  double-cross 
the  doctors  of  Oregon — and  of  the  United 
States. 
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THE  CHICAGO  SESSION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 

The  ninety-seventh  annual  session  of  the 
American  Medical  Association,  held  in  Chi- 
cago June  14-18,  was  the  first  meeting  in 
the  second  century  of  the  organization.  The 
registration  was  surpassed  only  by  that  re- 
corded at  the  centennial  meeting  in  Atlantic 
City  last  year.  The  final  score  showed  11,- 
963  Fellows  registered,  with  a  total  attend- 
ance of  almost  twice  that  number — including 
exhibitors.  Auxiliary  members,  and  guests. 

The  Navy  Pier  was  used  to  house  the  com- 
mercial and  scientific  exhibits,  as  well  as  for 
the  scientific  sessions.  The  pier  is  quite  a 
distance  from  the  hotels  of  the  city,  and  the 
temporary  partitions  separating  the  rooms 
in  which  the  section  meetings  were  held  were 
so  thin  that  those  in  the  audiences  were 
often  confused  by  hearing  two  or  more 
speakers  at  once.  The  hot  weather  made  the 
Coca-Cola  and  Pepsi-Cola  booths  the  most 
popular  of  the  technical  exhibits. 

The  House  of  Delegates  was  in  session 
at  the  Palmer  House  eveiy  day  from  Mon- 
day through  Thursday.  Last  year,  at  the 
Centennial  Session,  the  work  of  the  House 
was  greatly  delayed  by  the  unprecedented 
number  of  visitors  who  had  to  be  introduced 
and  many  of  w'hom  felt  duty  bound  to  speak. 
This  year  the  reading  and  adoption  of  the 
revised  constitution  and  by-laws  consumed  a 
great  deal  of  time.  In  addition,  an  unusually 
large  number  of  resolutions  were  introduced 
and  many  were  discussed  at  some  length. 
Since  these  will  all  be  printed  in  the  Joiniutl 
of  the  American  Medical  Association,  it  is 
not  necessary  to  enumerate  them  here.  One 
that  was  of  particular  interest  to  the  South- 
ern delegates  was  introduced  by  Nev>-  York : 
to  amend  the  constitution  of  the  American 
Medical  Association  so  as  to  prohibit  the 
exclusion  of  physicians  from  county  societies 
— and  hence  from  the  American  Medical 
Association — because  of  color.  This  resolu- 
tion was  referred  to  the  Reference  Commit- 
tee on  Executive  Session,  which  wisely  con- 
cluded that  "The  component  medical  society 
is  the  sole  judge  as  to  whom  it  elects  to 
membership  provided  the  applicant  shall 
meet  the  medical  requirements  for  member- 
ship." 

The  inaugural  address  of  President  R.  L. 
Sensenich  was  published  in  the  Journal  of 
the  America)i  Medical  Association  for  June 
19.    It  can  truly  be  said  that  it  measured  up 


to  the  standard  expected  by  those  who  know 
Dr.  Sensenich — and  that  is  praise  enough. 
After  this  address,  he  presented  the  Distin- 
guished Service  Award  to  the  veteran  pedia- 
trician. Dr.  Isaac  Abt. 

The  choice  of  Dr.  Ernest  Irons  for  presi- 
dent-elect was  a  happy  one.  Dr.  Irons  is  a 
Chicago  internist  who  has  long  been  a  leader 
in  American  medicine.  For  ten  years  he  has 
served  on  the  Board  of  Trustees,  and  since 
1940  he  has  been  its  secretary. 

Other  officers  elected  are  as  follows : 

Vice  president — Roy  W.  Fonts,  Omaha. 

Secretary — George  F.  Lull,  Chicago. 

Treasurer — Josiah  J.  Moore,  Chicago. 

Speaker — Francis  F.  Borzell,  Philadelphia 

Vice  speakei" — James  R.  Reuling,  Bayside, 
N.  Y. 

Trustees — Gunnar  Gundersen,  La  Crosse, 
Wis.  (1953);  Edward  S.  Hamilton,  Kanka- 
kee, 111.  (1953)  ;  and  Walter  B.  Martin,  Nor- 
folk, Va.  (1951). 

Judicial  council — John  H.  O'Shea,  Spo- 
kane, Wash. 

Council  on  scientific  assembly — Alphonse 
McMahon,  St.  Louis. 

Council  on  medical  education  and  hospi- 
tals— Harvey  B.  Stone,  Baltimore,  and  Wil- 
liam L.  Pressley,  Due  West,  S.  C. 

Council  on  medical  service  —  Henry  B. 
Mulholland,  Charlottesville,  Va.,  and  Joseph 
D.  McCarthy,  Omaha. 

DR.  ROY  NORTON- 
STATE  HEALTH  OFFICER 
On  Thursday,  July  1,  Dr.  John  William 
Roy  Norton  was  inaugurated  as  North  Caro- 
lina's State  Health  Ofiicer,  succeeding  Dr. 
Carl  Reynolds.  Dr.  Norton  is  eminently 
fitted  by  training  and  by  temperament  for 
this  important  position.  He  is  a  native  of 
Scotland  County  and  obtained  his  A.B.  de- 
gree from  Trinity  College — now  Duke  Uni- 
versity. After  three  years  as  a  school  prin- 
cipal and  one  year  in  the  Trinity  Law  School, 
he  began  the  study  of  medicine  at  the  Uni- 
versity of  North  Carolina  and  graduated 
from  Vanderbilt  in  1928.  He  spent  three 
years  in  hospital  work  and  four  years  as 
superintendent  of  health  in  Rocky  Mount. 
Then  he  took  the  public  health  course  at 
Harvard,  and  in  June,  1936,  received  the  de- 
gree of  Master  of  Public  Health.  After  serv- 
ing two  years  on  the  North  Carolina  State 
Board  of  Health,  he  became  professor  of 
public  health  administration  in  the  Univers- 
itv    of    North    Carolina    School    of    Public 
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Health  in  September,  1938.  In  November, 
1940,  he  entered  the  United  States  Army  as 
a  captain.  He  was  overseas  three  years,  in 
Africa,  Italy,  and  England,  then  was 
brought  back  to  this  country  with  the  rank 
of  lieutenant  colonel  and  put  in  charge  of 
sanitation  facilities  in  seven  of  the  North- 
western states.  He  was  given  terminal  leave 
in  September,  1945.  and  from  then  until 
called  back  home  as  state  health  officer  he 
was  in  Chattanooga  as  a  staff  officer  with 
the  TVA. 

In  his  brief  inaugural  address  Dr.  Norton 
showed  a  remarkable  comprehension  of  the 
functions  of  a  public  health  department.  It 
is  pai'ticularly  gratifying  that  he  recognizes 
the  importance  of  shifting  the  emphasis 
from  the  control  of  communicable  diseases 
to  the  problem  of  the'  degenerative  diseases, 
four  of  which — heart  disease,  apoplexy,  ne- 
phritis, and  cancer — "are  responsible  for 
more  than  half  the  deaths  which  are  occur- 
ring in  North  Carolina  at  the  present  time." 

It  is  hardly  necessary  to  say  that  the  doc- 
tors of  North  Carolina,  in  common  with  the 
whole  population,  are  glad  to  welcome  Dr. 
Norton  back  home.  The  editorial  board  of 
the  North  Carolina  Medical  Journal 
pledges  him  hearty  cooperation  in  the  years 
to  come. 

WELCOME  TO  DR.  GRAHAM  AND 
DR.   HARRELL 

Unusually  observant  readers  of  the  Jour- 
nal may  have  noticed  that  the  masthead 
this  month  carries  two  new  names  in  the 
editorial  board — Dr.  John  Borden  Graham 
of  Chapel  Hill  and  Dr.  George  T.  Harrell, 
Jr.,  of  Winston-Salem.  These  two  men  were 
elected  by  the  editorial  board  to  serve  out 
the  unexpired  term  of  Dr.  W.  Reece  Berry- 
hill  and  Dr.  C.  C.  Carpenter,  who  submitted 
their  resignations  at  a  meeting  of  the  Board 
held  in  Raleigh  on  July  8. 

Since  the  editorial  board  w'as  organized  in 
1939,  Deans  Berryhill  and  Carpenter  have 
served  on  it  as  the  representatives  of  their 
respective  schools — the  Medical  School  of  the 
University  of  North  Carolina  and  the  Bow- 
man Gray  School  of  Medicine  of  Wake 
Forest  College.  Their  sound  judgment  and 
loyal  support  have  been  invaluable,  but  the 
board  did  not  feel  that  it  could  continue  to 
demand  their  services  in  the  face  of  the 
many  other  obligations  which  deanship  car- 
ries with  it. 


Dr.  Graham,  who  was  recommended  by 
Dr.  Berryhill  as  his  successor,  is  instructor 
in  pathology  at  the  University  of  North 
Carolina  School  of  Medicine.  He  is  a  native 
of  Goldsboro  and  a  graduate  of  Davidson 
College.  After  taking  his  first  two  years  in 
medicine  at  the  University,  he  received  his 
M.D.  degree  from  Cornell.  He  was  in  the 
medical  corps  of  the  army  and  served  over- 
seas for  two  years,  returning  to  the  Univers- 
ity as  instructor  in  pathology  a  year  ago. 

Dr.  Harrell,  professor  of  medicine  at  the 
Bowman  Gray  School  of  Medicine,  has  been 
of  great  service  to  the  Journal  in  an  un- 
official capacity  for  many  years.  In  addition 
to  contributing  scientific  articles  and  prepar- 
ing clinicopathologic  conferences,  he  has 
given  valuable  technical  and  editorial  advice 
on  numerous  occasions.  His  election  by  the 
board,  upon  Dr.  Carpenter's  recommenda- 
tion, is  a  well  deserved  recognition  of  his 
services. 

The  staff  of  the  North  Carolina  Medical 
Journal  welcomes  these  two  new  members 
to  the  editorial  board,  and  looks  forward  to 
having  their  cooperation  in  making  the 
Journal  one  of  the  best  in  the  country. 


THANKS   TO   DR.   OWEN 

Since  March,  1941,  Dr.  J.  F.  Owen  of 
Raleigh  has  prepared  for  each  month's  issue 
of  the  North  Carolina  Medical  Journal 
a  "Medicolegal  Abstract."  Dr.  Owen's 
unique  training  in  both  law^  and  medicine 
has  eminently  fitted  him  for  writing  these 
contributions.  They  have  always  been  time- 
ly and  interesting,  and  many  of  our  readers 
have  expressed  their  appreciation  of  this 
feature  of  the  Journal. 

It  was  with  genuine  regret  that  a  note 
from  Dr.  Owen,  dated  June  7,  was  received 
by  the  assistant  editor. 

"For  the  past  few  years  I  have  enjoyed  preparing 
the  ;\Iedicolegal  Abstracts  for  publication.  At  this 
time  my  practice  has  grown  considerably,  and  I 
feel  I  do  not  have  the  time  to  write  the  abstracts 
as  they  should  be  written. 

"I  regret  very  much  that  I  am  unable  to  continue 
with  them.  Thanking  you  for  your  kindness  and  co- 
operation over  the  years,  I  am 

"Very  truly   yours, 

"J.   F.   Owen,   M.D." 

On  behalf  of  our  readers,  the  North 
Carolina  Medical  Journal  thanks  Dr. 
Owen  for  his  faithful  services  in  the  past, 
and  invites  him  to  submit  any  contributions 
that  he  will  in  the  future. 
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THE  first  step  in  the  ei'adication  of  tuberculosis 
is  to  find  the  persons  who  already  have  active 
pulmonary  tuberculosis.  If  case  finding  is  not  carried 
on  constantly  it  does  little  good  for  the  community 
to  provide  hospital  beds  and  other  services,  neces- 
sary as  they  are.  For  the  persons  who  should  use 
them  will  still  be  engaged  in  the  ordinary  activities 
of  life  in  the  community.  When  symptoms  of  tuber- 
culosis appear  it  is  usually  too  late  to  have  pre- 
vented the  spread  of  the  disease  and  the  best  op- 
portunity for  efi'ective  therapy  is  gone. 


I 


TUBERCULOSIS  CASE  FINDING 

Selective  Service  boards  after  mass  X-ray  study 
of  all  inductees  showed  that  90  per  cent  of  the  men 
rejected  for  tuberculosis  had  minimal  disease, 
whereas  almost  90  per  cent  of  the  patients  admitted 
to  the  sanatoriums  in  this  country  have  advanced 
disease. 

Adults,  rather  than  children,  are  chiefly  respon- 
sible for  the  spread  of  tuberculosis.  Public  health 
laws  should  insist  on  the  mass  X-ray  examination 
of  all  school  teachers,  food  handlers  and  domestics 
— a  surprising  number  of  whom  are  admitted  to 
sanatoriums.  Tuberculosis  is  found  more  frequently 
in  certain  occupations  than  in  others.  The  danger 
of  silicosis  and  tuberculosis  is  well  known,  and  much 
has  been  done  to  control  the  hazard  of  silica  dust. 

Student  nurses  and  physicians  are  often  exposed 
to  infection  in  their  daily  duties.  Every  patient 
admitted  to  a  general  hospital  should  have  an  X-ray 
examination  of  the  chest.  If  this  were  done,  it  is 
believed  that  the  prevalence  of  tuberculosis  among 
medical  students  and  nurses  would  be  reduced. 

Reports  have  shown  a  high  incidence  of  tuber- 
culosis among  inmates  of  mental  hospitals.  These 
patients  are  a  source  of  danger  not  only  for  other 
inmates  but  also  for  the  attendants.  Tuberculosis 
is  also  prevalent  among  the  inmates  of  prisons.  The 
confinement  and  frequent  overcrowding  of  these 
institutions  gives  an  opportunity  for  the  disease  to 
spread.  Since  many  prisoners  are  later  discharged 
to  their  homes  and  communities  the  danger  is 
obvious. 

It  is  an  accepted  fact  that  decent  housing,  an 
adequate  diet  and  an  acceptable  standard  of  living 
are  necessary  to  keep  down  the  tuberculosis  rate. 
If  the  disease  is  to  he  eradicated,  greater  effort  will 
have  to  be  made  to  abolish  slum  areas  and  crowded 
tenement  districts. 

Industry  must  play  its  part  in  the  reduction  in 
the  morbidity  and  mortality  of  tuberculosis.  A  pre- 
employment  examination,  including  an  X-ray  film 
of  the  chest,  should  be  required.  Well  established 
standards  for  ventilation,  sanitation,  health  educa- 
tion  and  personal   hygiene   should   be   enforced. 

The  heavy  economic  and  financial  burden  on  the 
taxpayer  of  a  long  hospitalization  is  not  fully  real- 
ized by  the  general  puljlic.  Case  finding  is  a  sound 
investment  for  any  community.  The  earlier  the 
case  is  diagnosed,  the  shorter  the  period  of  hospital- 
ization. In  addition,  the  number  of  cases  will  be 
definitely  reduced,  for  the  earlier  segregation  of  the 
patient  prevents  spread  of  the  disease  to  the 
family  and  the  community. 

The  opportunity   of  practicing  physicians   to   find 


cases  of  tuberculosis  is  unquestionably  greater  than 
that  of  any  agency.  It  is  regrettable  when  patients 
are  admitted  to  sanatoriums  with  far  advanced 
tulierculosis  after  having  been  under  treatment  for 
months  for  chronic  bronchitis.  It  is  a  safe  policy 
lor  tne  physician  to  insist  on  an  X-ray  film  of  the 
ciicst  whenever  a  patient's  cough  persists  for  more 
man  two  weeks.  Any  physician  who  waits  to  make 
a  diagnosis  of  tuberculosis  by  auscultation  imposes 
a  grave  responsibility  on  himself — nine  out  of  every 
10  eases  by  that  time  are  in  the  advanced  stage. 
It  is  no  credit  to  a  physician  when  an  X-ray  film 
of  the  chest  shows  existing  tuberculosis  after  nu- 
merous cough  mixtures  have  failed. 

Again,  the  physician  will  find  it  advantageous  to 
insist  on  an  X-ray  e.xamination  of  the  chest  every 
six  months  on  all  diabetic  patients.  The  high  inci- 
cence  and  rapid  spread  of  tuberculosis  in  diabetic 
patients  are  well  known.  It  is  further  recommended 
tnat  a  chest  X-ray  film  be  taken  in  all  cases  of 
pneumonia  approximately  three  months  after  the 
patient  has  fully  recovered  from  the  illness,  since 
it  has  been  shown  on  numerous  occasions  that  an 
attack  of  pneumonia  has  been  the  responsible  agent 
111  lignting  up  an  old  inactive  tuberculous  lesion. 

The  board  of  health  has  a  responsibility  for  those 
unable  to  obtain  the  services  of  a  physician  and 
also  a  responsibility  to  the  physician  to  provide 
diagnostic  facilities.  The  physician  should  report  all 
cases  of  tuberculosis  to  his  boaid  of  health  as  soon 
as  the  diagnosis  is  established. 

The  medical  graduate  is  often  told  that  tuber- 
culosis is  a  waning  disease  that  will  completely  dis- 
appear in  a  few  years;  medical  students  25  years 
ago  heard  the  same  story.  Tuberculosis  is  still  the 
most  serious  health  problem  confronting  any  state 
or  community.  One  cannot  overlook  the  fact  that 
there  are  still  about  500,000  cases  in  the  LTnited 
States,  that  tuberculosis  is  the  leading  cause  of 
death  between  the  ages  of  20  and  40  and  that  on 
the  average  nearly  60,000  persons  die  of  tuberculosis 
every  year. 

It  is  obvious  that  the  crux  of  any  program  of 
tuberculosis  control  is  early  case  finding  by  mass 
X-ray  study  and  immediate  segregation  of  the  pa- 
tient until  he  is  well  enough  to  return  to  his  family 
and  community.  If  a  reduction  in  the  mortality  and 
morbidity  from  tuberculosis  is  to  be  achieved,  the 
full  support  and  cooperation  of  the  general  practi- 
tioner, the  public,  industry  and  public-health 
agencies  are  absolutely  essential. 

Tuberculosis  Case  Finding,  .John  A.  Foley.  M.D. 
and  .lohn  B.  Andosca,  iM.D.,  The  New  England  .Jour- 
nal of  Medicine,   December  5,   1946. 


Are  chapped  bottoms  a  luxury? — Congressman 
Chad  wick  of  Pennsylvania  received  the  following: 

Sir:  I  want  to  thank  you  for  the  booklet  "Infant 
Care"  that  you  recently  sent  my  wife.  However,  if 
you  really  desire  to  be  of  service,  there  are  several 
tilings  that  would  certainly  help  me  and  millions 
of  other  families. 

My  wife  recently  sent  me  to  the  drug  store  to  buy 
some  things  for  the  twins,  namely,  baby  oil  and 
baby  powder.  I  found  to  my  immense  surprise  and 
disgust  that  the  Federal  Government  levied  an  eight 
cent  tax  on  a  bottle  of  baby  oil  for  a  total  expense 
of  fifty  cents!  Questioning  the  druggist,  he  stated 
it  was  a  "luxury  tax!"  In  other  words,  my  babies' 
chapped  bottoms  are  a  luxury!  I  hope  sincerely  that 
every  member  of  Congress  has  a  luxurious  bottom! 
— Tlie  Pennsylvania  Pharmacist,  ilay,  1948;  re- 
printed in  Pennsylvania  jNIedical  Journal  51:1034 
(.June)-  1948. 
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PUBLIC  RELATIONS 


The  practice  of  medicine  is  set  aside  by 
custom  and  certain  ethical  considerations, 
but  the  fact  remains  that  physicians  are 
engaged  in  the  business  of  selling  their  serv- 
ices to  the  public. 

Particularly  since  1932  certain  lay  groups 
have  undertaken  to  sell  their  services  by  the 
power  of  organization  and  by  force,  and 
have  ignored  the  desirability  of  selling  by 
increasing  excellence  and  efficiency.  Many 
American  citizens  feel  that  their  doctors  are 
following  the  same  trend  and  are  using  legal 
monopoly,  organization,  and  a  scarcity  of 
physicians  to  force  higher  fees  for  less  sym- 
pathetic service.  If  any  doctor  doubts  that 
there  is  a  rapidly  growing  feeling  of  resent- 
ment toward  the  medical  profession  in  North 
Carolina,  he  should  ask  a  few  discreet  ques- 
tions of  some  of  his  more  intelligent  pa- 
tients. 

One  of  the  greatest  obstacles  met  in  a  long 
continued  effort  to  improve  the  methods  of 
administration  of  the  Workmen's  Compensa- 
tion Act  has  been  the  rapidly  waning  respect 
which  the  courts,  the  legal  profession,  and 
the  employers  of  labor  have  for  physicians, 
particularly  the  specialists.  It  would  be  stu- 
pid indeed  to  imagine  that  our  system  of 
practice  can  continue  to  survive  in  an  at- 
mosphere of  general  public  hostility.  The 
fact  that  a  governmental  bureau  is  using 
taxpayers'  money  in  a  vigorous  campaign 
to  discredit  the  profession  and  to  stimulate 
a  clamor  for  state  medicine  is  responsible 
for  much,  but  not  all,  of  this  public  dissatis- 
faction. 

Since  our  system  of  medical  practice  can 
continue  to  exist  only  by  public  favor,  se- 
curity fi'om  disaster  rests  in  the  pi'ovision 
of  better,  more  considerate,  and  more  eco- 
nomical medical  service. 

The  Medical  Society  of  the  State  of  North 
Carolina  has  an  excellent  Public  Relations 
Committee  which  is  responsible  for  this 
most  important  of  its  activities.  Funds 
should  be  provided  now  for  the  committee 
to  employ  a  trained  counselor  and  to  begin 
an  active  campaign  with  two  general  ob- 
jectives: 

(1)  To  educate  the  public  in  the  knowledge 
that,  with  all  its  imperfections,  our  sys- 
tem of  private  medical  practice,  in  the 
American  way,  is  infinitely  superior  to 
compulsory  insurance  or  any  other  sys- 


tem of  federal  control  which  may  ever_ 
be  devised. 

(2)    To    show    North    Carolina    physicians 
that    the   danger   to   our    profession    is 
grave   and   immediate   and   to   impress 
them    with   the   fact   that   every   state 
official,  judge,  or  lawyer  who  finds  ai 
doctor   unmaimerly,    that   every   insur- 
ance adjuster  or  other  agent  of  legiti- 
mate business  who  finds  a  doctor  unco-  { 
operative,  that  every  representative  of  ' 
a  community  enterprise  who  finds  a  doc- 
tor disdainful,  that  every  member  of  a 
patient's  family  who  thinks  the  doctor 
unkind,  that  every  patient  who  is  kept 
waiting  unduly,  and  that  every  patient 
who  thinks  he  has  been  charged  beyond 
reason   for  the   service   rendered,   adds 
one  more  to  the  group   of  dissatisfied 
buyers  who  purchase  medical  service. 
The  physicians  of  North  Carolina  should 
seek  for  security  in  self  discipline  and  in  the 
expenditure   of   sufficient   effort   and   money 
to  convert  several  hundred  thousand  North 
Carolinians  from  critics  into  "boosters"  of 
the  private  practice  of  medicine. 

G.  W.  Murphy,  M.D. 
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Public  Relations 

Plymouth.  N.  C. 
June  25,  1948 
To  the  Editor: 

In  these  days  of  tribulation,  with  labor 
frequently  against  management  and  nation 
against  nation,  it  becomes  the  solemn  obli- 
gation of  each  physician  throughout  our 
state  to  see  that  the  doctor-patient  relation- 
ship is  not  jeopardized.  It  therefore  becomes 
apparent  that  a  more  widespread  interest  in 
this  matter  should  be  taken  by  all  physicians. 
With  a  realization  of  the  revolutionary 
changes  now  taking  place  in  the  practice  of 
medicine  throughout  our  country,  the  follow- 
ing constructive  criticism  is  offered  in  the 
hope  that  it  will  stimulate  more  thought  and 
comment  from  physicians  generally,  so  that 
the  public  relations  program  of  our  Medical 
Society  may  receive  the  wholehearted  sup- 
port of  each  physician. 

It  would  seem  to  me  that  our  best  method 
of  tackling  the  job  of  public  relations  is  to 
incorporate  a   program   which  would  work 
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in  a  silent  manner  insofar  as  the  public  is 
concerned.  Inasmuch  as  the  term  "public 
relations"  has  become  more  or  less  synony- 
mous with  the  word  "propaganda,"  this 
method  of  working  in  a  quiet  manner  would 
certainly  seem  to  be  more  advisable.  When- 
ever we  bring  our  faults  to  the  attention  of 
the  general  public,  they  immediately  become 
magnified  and  distorted.  One  is  reminded 
of  going  into  a  home  where  the  housewife 
begins  to  apologize  for  the  cobwebs  in  the 
lefthand  corner  of  the  room  and  the  dirt 
under  the  bed.  Had  she  not  called  attention 
to  these  things,  in  all  probability  they  would 
have  been  entirely  overlooked.  For  this 
reason,  it  seems  to  me  that  giving  prizes  for 
essays  in  high  schools  is  not  alone  of  no  real 
benefit,  but  actually  becomes  a  destructive 
force  in  our  public  relations  program.  This 
certainly  was  exemplified  by  the  letters  of 
criticism  received  in  these  contests,  which 
brought  to  the  attention  of  the  students 
many  of  the  faults  their  parents  had  ob- 
served in  physicians. 

When  doctors  assume  their  full  responsi- 
bilities for  night  calls  and  prove  to  the  pa- 
tient that  the  personal  interest  of  the  patient 
himself  is  the  doctor's  first  consideration, 
then  we  shall  have  small  need  for  any  com- 
mittees on  public  relations  in  our  North 
Carolina  Medical  Society. 

Yours  very  truly, 

Ernest  W.  Furgurson.  M.D. 
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Medical  Care  in  the  European  Theater 

Raleigh,  N.  C. 
July  10,  1948 
To  the  Editor : 

For  five  weeks  in  April  and  May  I  made 
a  tour  of  the  European  Theater  as  a  Con- 
sultant in  Surgery  for  the  Surgeon  General 
of  the  Army.  I  was  impressed  with  the  train- 
ing program  being  aflforded  the  medical  offi- 
cers and  with  the  high  level  of  medical  care 
accorded  the  military  personnel  and  their 
dependents  and  the  military  government  and 
its  dependents. 

Respectfully  yours, 
Warner  Lee  Wells,  M.D. 


Preventive  medicine  requires  the  cooperation  of 
the  patient,  and  this  in  turn  predicates  the  existence 
of  a  personal  and  confidential  relationship  between 
the  physician,  who  serves  as  Health  advisor,  and  the 
iitl|  family. — Medicine  in  the  Changing  Order,  Rep.  N.Y, 
Acad.  Med.  Comm.,  The  Commonwealth  Fund.  1947. 


New  Hanover  County  Medical  Symposium 

The  New  Hanover  County  Medical  Society  is  com- 
pleting plans  for  the  second  annual  medical  sym- 
posium, to  be  held  at  Wrightsville  Beach,  August 
20,  1948.  The  following  speakers  will  form  the  nu- 
cleus of  the  symposium: 

Dr.  George  Crile,  Jr.,  Cleveland  Clinic,  Cleveland, 
Ohio — surgical   paper. 

Dr.  Edward  G.  Waters,  associate  professor  of  ob- 
stetrics and  gynecology,  Columbia  University,  and 
chief  of  obstetrics  of  the  Margaret  Hague  Maternity 
Hospital — paper  on  obstetrics. 

Dr.  John  S.  L.  Browne,  professor  of  medicine, 
McGill  University — paper  on  medicine. 

Dr.  Harry  Walker,  associate  professor  of  medi- 
cine, Virginia  Medical  College,  will  conduct  a  clini- 
cal-pathological conference. 

All  physicians  in  Noi'th  Carolina  are  invited  to 
attend  this  year's  symposium,  and  enjoy  a  week-end 
at  Wrightsville  Beach. 


News  Notes  from  the  State  Board 
OF  Health 

Dr.  John  William  Roy  Norton,  a  native  of  Scot- 
land County,  was  inaugurated  State  Health  Officer 
during  ceremonies  held  in  the  auditorium  of  the 
State  Laboratory  of  Hygiene  on  July  1. 

The  ceremonies  were  presided  over  by  Dr.  George 
M.  Cooper  in  the  capacity  of  Acting  State  Health 
Officer,  and  the  oath  of  office  was  administered  by 
Chief  Justice  W.  P.  Stacy  of  the  North  Carolina 
Supreme  Court.  Dr.  Norton  was  presented  for  in- 
auguration by  Dr.  Hubert  B.  Haywood,  of  Raleigh, 
representing  the  State  Board  of  Health,  which 
elected  Dr.  Norton  at  a  called  meeting,  March  31, 
to  succeed  Dr.  Carl  V.  Reynolds,  whose  resignation 
became  effective  June  30. 

Following  his  induction  into  office,  Dr.  Norton 
addressed  the  large  gathering  of  public  health  work- 
ers from  Raleigh  and  all  parts  of  the  state  present 
for  his  induction. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

At  the  annual  dinner  meeting  of  the  Board  of 
Directors  of  the  North  Carolina  Tuberculosis  Asso- 
ciation, Dr.  M.  D.  Bonner  of  Jamestown,  super- 
intendent of  the  Guilford  County  Tuberculosis  Sana- 
torium, was  elected  president  of  the  Association. 
Kemp  D.  Battle,  of  Rocky  Mount,  N.  C,  was  elected 
vice  president;  and  Miss  Elizabeth  Smith,  of  Golds- 
boro,  and  T.  W.  Steed,  of  Raleigh,  were  re-elected 
secretary  and  treasurer,  respectively.  The  following 
persons  were  elected  to  the  Executive  Committee: 
Dr.  H.  L.  Seay,  Huntersville;  Dr.  H.  F.  Easom,  Wil- 
son; Dr.  Clyde  A.  Erwin,  Raleigh;  Roland  L.  Gar- 
rett, Elizabeth  City;  and  Dr.  David  T.  Smith,  Dur- 
ham. 

The  North  Carolina  Trudeau  Society,  medical  sec- 
tion of  the  North  Carolina  Tuberculosis  Association, 
was  formed  on  the  afternoon  of  May  17  at  the 
meeting  of  the  medical  group  attending  the  annual 
meeting  of  the  association.  The  following  officers 
were  elected  for  the  1948-49  year:  Dr.  J.  S.  Hiatt, 
Jr.,  McCain,  president;  Dr.  W.  E.  Cook,  Mebane, 
vice  president;  and  Dr.  P.  A.  Yoder,  Winston-Salem, 
secretary-treasurer. 
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The  National  Tuberculosis  Association  has  in- 
cluded in  its  program  funds  for  the  establishment 
of  a  small  number  of  teaching  and  research  fellow- 
ships. The  association's  medical  section,  The  Ameri- 
can Trudeau  Society,  has  appointed  a  fellowship 
board  to  consider  applications  in  the  fields  of  pa- 
thology and  bacteriology,  chemical  medicine,  epi- 
demiology, social  and  statistical  research.  The  pur- 
pose of  the  fellowship  is  to  promote  the  training 
and  development  of  investigators  in  tuberculosis  re- 
search. 

The  fellowship  will  be  limited  to  graduates  of 
American  schools  for  teaching  and  investigating  in 
the  United  States.  While  preference  will  be  given 
to  applicants  with  a  Doctor  of  Medicine  or  Doctor 
of  Philosophy  Degree,  the  fellowships  will  not  be 
restricted   to  the   holders   of  these  degrees. 

Annual  stipends  were  arranged  from  $2400  to 
$3200. 

Further  information  pertaining  to  these  fellow- 
ships may  be  obtained  from  the  North  Carolina 
Tuberculosis  Association,  Raleigh. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Felda  Hightower,  who  has  been  affiliated  with 
the  North  Carolina  Baptist  Hospital  and  the  Bow- 
man Gray  School  of  Medicine  since  July,  1042,  ha^; 
been  promoted  from  the  position  of  instructor  to 
that  of  assistant  professor  of  surgery  in  charge 
of  general  surgery. 

Dr.  Ernest  H.  Yount,  Jr.,  of  Newton  has  bee)i 
appointed  to  the  position  of  instructor  in  internal 
medicine. 

Dr.  John  Carroll  Wiggins  of  Winston-Salem  has 
been  appointed  to  the  position  of  assistant  in  clinical 
medicine. 

Dr.  Leslie  M.  Morris  of  Rutherfordton  has  been 
appointed  to  the  position  of  instructor  in  radiology. 

Di-.  Winston  Roberts  has  recently  become  affili- 
ated with  the  Private  Diagnostic  Clinic  of  the  Bow- 
man Gray  School  of  Medicine  and  has  been  ap- 
pointed instructor  in  ophthalmology  and  director  of 
the  ophthalmologic  service  of  the  North  Carolina 
Baptist  Hospital.  Dui'ing  the  past  year  Dr.  Roberts 
was  resident  in  ophthalmology  at  the  North  Carolina 
Baptist  Hospital. 

Dr.  J.  Richard  R.  Bobb,  instructor  in  physiology 
and  pharmacology,  resigned  June  11.  He  "will  en- 
roll at  the  University  of  Minnesota  to  complete 
the  requirements  for  the  degree  of  Doctor  of  Phil- 
osophy. 

Dr.  Robert  L.  McMillan,  associate  professor  of 
clinical  medicine,  was  recently  elected  to  active 
membership  in  the  Inter-American  Cardiology  Con- 
gress, which  held  its  third  meeting  at  the  Michael 
Reese    Hospital   in   Chicago,   June    13   to    17. 

Dr.  David  M.  Cayer,  assistant  professor  of  medi- 
cine, presented  an  exhibit  on  "Vitamin  Requirements 
in  Health  and  Disease"  at  the  annual  meeting  of 
the  American  Medical  Association  in  Chicago,  June 
21   to   25. 

The  division  of  research  grants  and  fellowships 
of  the  Federal  Security  Agency,  U.  S.  Public  Health 
Service,  has  announced: 

A  grant  of  $4,2(i6  to  Dr.  George  T.  Harrell,  Jr., 
head  of  the  department  of  medicine,  for  continua- 
tion of  a  study  started  on  a  Markle  grant  on  the 
effect  of  various  drugs  on  the  permeability  of  mem- 


branes in  infectious  diseases. 

A  grant  of  $5,940  jointly  to  Dr.  David  Cayer  of 
the  department  of  medicine  and  Dr.  W.  E.  Cornatzer 
of  the  department  of  biochemistry  for  a  continua- 
tion on  human  beings  of  fundamental  animal  studies 
with  the  use  of  radioactive  phosphorus  as  tracers 
for  study  of  disease  processes. 

A  third  grant  for  $8,100  for  continuation  of  a 
study  of  factors  concerned  with  the  development  of 
resistance  by  bacteria  to  chemotherapy.  Dr.  Harrell 
directed  this  study  last  year,  and  Dr.  Manson  Meads 
has  been  appointed  as  co-director  of  the  project 
for  this  year. 

The  department  of  pediatrics  and  the  department 
of  physiology  and  pharmacology  have  received  re- 
cently a  grant  totaling  $11,430  from  the  National 
Foundation  for  Infantile  Paralysis,  for  continuance 
and  broadening  of  a  study  which  employs  the  use 
of  emljryonated  chick  eggs  in  the  growth  of  viral 
and  rickettsial  agents. 

Dr.  Robert  B.  Lawson,  associate  professor  of 
pediatrics.  Dr.  W.  M.  Kelsey,  assistant  professor  of 
pediatrics,  and  Dr.  James  F.  Donnelly,  instructor  in 
obstetrics  and  gynecology,  took  part  in  the  Southern 
Pediatric  Seminar  conducted  at  Saluda,  July  5  to  17. 

An  exhibit  on  egg  embryo  techniques  used  for 
growing  viruses  was  prepared  by  Dr.  Lawson,  as- 
sociate professor  of  pediatrics,  and  Ruth  Raymond, 
research  assistant,  for  presentation  at  the  First 
International  Poliomyelitis  Conference  in  New  York 
City,  July  12  to  17. 


Eighth   District  Medical  Society 

The  Eighth  District  Medical  Society  met  on  June 
30  in  Greensboro.  Speakers  at  the  scientific  program 
held  in  the  afternoon  were  Drs.  J.  T.  Davis,  Ralph 
Lake,  and  Sherwood  Barefoot  of  Greensboro,  and' 
Drs.  Angus  Randolph  and  Robert  B.  Lawson  of 
Winston-Salem.  Papers  were  discussed  by  Drs.  Clif- 
ford W.  Lewis  and  A.  R.  Cross  of  High  Point,  Drs. 
L.  L.  Beal,  Ralph  Ellis,  R.  E.  Perry,  Robert  Garrard, 
J.  G.  Thomas,  and  Jean  C.  McAllister  of  Greens- 
boro, and  Dr.  William  Hester  of  Reidsville.  A  dinner 
for  the  members  of  the  society  and  their  wives  was 
held  after  the  program. 

Officers  of  the  society  are  Dr.  Joseph  B.  Stevens, 
president;  Dr.  R.  B.  Davis,  vice  president;  and  Dr 
M.  D.  Bonner,  secretary-treasurer. 


Tenth  District  Medical  Society 

Ninety  members  attended  the  spring  meeting  of 
the  Tenth  District  Medical  Society,  held  in  Waynes- 
ville  on  June  l(i.  The  afternoon  program  consisted  of 
papers  by  Dr.  John  Z.  Preston  of  Tryon,  Drs.  Nelson 
L.  Bell,  E.  J.  Chapman,  and  J.  LaBruce  Ward  of 
Asheville,  and  Dr.  T.  H.  Weaver  of  Swannanoa. 
Discussants  were  Drs.  John  T.  Codnere,  E.  D.  Peas- 
ley,  James  H.  Cherry,  and  Julian  Moore  of  Ashe- 
ville, and  Dr.  George  W.  Plonk  of  Murphy.  Dr. 
James  Hendrix  of  the  Duke  University  School  of 
:Medicine  was  guest  speaker  at  the  dinner  meeting. 
His  subject  was  "The  New  Sympatholytic  Drugs 
and   Their   Therapeutic    Uses." 

Officers  of  the  society  are  Dr.  V.  H.  Duckett, 
president;  Dr.  Joe  Osborne,  first  vice  president;  Dr. 
W.  N.  Fortescue,  second  vice  president;  Dr.  Candler 
A.  Willis,  third  vice  president;  Dr.  B.  W.  Whitfield, 
fourth  vice  president;  and  Dr.  Joseph  T.  Sullivan, 
secretary  and  treasurer.  Dr.  D.  M.  Mcintosh  is 
councilor  of  the  Tenth  District. 
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Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its 
regular  monthly  dinner  meeting-  at  the  Morehead 
City  Hospital  on  June  14,  with  the  hospital  as  host. 
The  scientific  program  consisted  of  a  moving 
picture  presented  by  Mr.  Richard  Vaden,  representa- 
tive of  Abbott,  Inc.,  entitled  "Modern  Trends  in 
Intravenous  Therapy."  The  technique  demonstrated 
in  the  picture  was  unusually  good  and  was  well  re- 
ceived. 

Dr.  J.  W.  Morris,  Morehead  City, 
president  of  the  society,  Dr.  Frank  E. 
as  secretary. 

Reported   by 

N.   Thomas"  Ennett, 

Publicitv  Chairman 


presided    as 
Hyde  acting 


M.D, 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  W.  L.  Thomas,  associate  professor  of  ob- 
stetrics and  gynecology  at  the  Duke  University 
School  of  Medicine,  was  g'jest  speaker  at  the 
June  meeting  of  the  Edgecombe-Nash  Counties 
Medical  Society,  held   in  Rocky  Mount  on  June  9. 


Halifax  County   Medical  Society 

The  regular  monthly  meeting  of  the  Halifax 
County  Medical  Society  was  held  in  Roanoke  Rapids 
on  June  11.  Dr.  Arthur  L.  Daughtridge  of  Rocky 
Mount  discussed  "X-Ray  and  Radium  Therapy." 


News  Notes 

Dr.  Frank  H.  Gilreath,  formerly  of  North  Wilkes- 
boro,  died  in  Lexington,  Virginia,  on  June  19.  He 
was  an  honorary  member  of  the  State  Medical  So- 
ciety, but  retired  from  active  practice  about  ten 
years  ago. 

Dr.  J.  J.  W.  Looney  of  Rocky  Mount  died  on  May 
12,  after  having  been  in  poor  health  for  several 
years. 

Dr.  H.  W.  Stevens,  health  officer  of  Alamance 
County,  has  accepted  the  position  of  health  officer 
of  Wilson  County.  He  replaces  Dr.  R.  B.  C.  Franklin, 
who  resigned  recently  to  become  health  officer  of 
Surry  County. 

Dr.   Stuart  W.  Gibbs  has  joined  the   Boice-Willis 
.'  Clinic  at  Rocky  Mount  as  radiologist. 

Dr.  Everett  D.  Jones,  a  graduate  of  the  University 
of  Maryland,  has  announced  the  opening  of  offices 
in  High  Point  for  the  practice  of  or-thopedic  surgery. 

Dr.  J.  W.  Morris  of  Morehead  City  was  recently 
elected  president  of  the  Morehead  City  Chamber  of 
Commerce. 

The  following  doctors  from  North  Carolina  regis- 
tered at  the  meeting  of  the  American  Medical  Asso- 
ciation held  in  Chicago,  June  22-25: 

John  M.  Andrew,  Lexington 

L.  Nelson  Bell,  Asheville 

John   R.   Bender,   W^inston-Salem 

Earl  W.   Brian,  Raleigh 

A.  C.  Bulla,  Raleigh 

John    C.    Burwell.   Jr.,   Greensboro 

Julian  Busby,  Kannapolis 

J.  Lamar  Callaway.  Durham 

S.  M.  Carrington,  Oxford 


Francis   Bayard  Carter,   Durham 

David   Cayer,  Winston-Salem 

John  E.  Dees,  Durham 

G.  G.  Dixon,  Ayden 

Aithur  J.  Draper,  Charlotte 

Charles   S.   Drummond,   Winston-Salem 

Watt  W.   Eagle,  Durham 

B.  O.   Edwards,  Asheville 

Elias  S.  Faison,  Charlotte 

J.  C.  P.  Fearrington,   Winston-Salem 

Leon  H.   Feldman,  Asheville 

John  H.  Foster,  Sanford 

Dennis  Bryan  Fox,  Albemarle 

M.  A.  Griffin,  Asheville 

Keith   S.  Crimson,  Durham 

George  T.  Harrell.  Jr.,   Winston-Salem 

J.  Roy  Hege,  Concord 

James  P.  Hendrix,  Durham 

J.   O.   Henson,   Greensboro 

Thomas  A.  Henson,  Greensboro 

E.   H.   Herring,  Raleigh 

Hans   Heymann,  Oteen 

Ralph    B.   Hogan,   Durham 

John  W.   Huston,  Asheville 

H.  B.  Ivey,  Goldsboro 

Arthur  A.  James,  Jr.,  Sanford 

Wingate   M.   Johnson,   Winston-Salem 

R.  H.   Kaplan,  Swannanoa 

Ben   H.   Kendall,   Shelby 

W.   H.   Kibler,   Morganton 

David  Kleiman,  Raleigh 

George  M.  Koseruba,   Wilmington 

R.  F.  Leinbach,  Charlotte 

Kingsley  MacDonald,  Charlotte 

Thomas  T.  Mackie,  Winston-Salem 

Harold  J.  Magnuson,  Chapel  Hill 

James  T.  Marr,  Winston-Salem 

Charles  C.   Massey,  Charlotte 

J.  Gaddy  Matheson,  Ahoskie 

W.  C.  Parks,  High  Point 

Elbert  L.  Persons,  Durham 

Irving  Pine,  Asheville 

Pierre  P.  Poole,  Rocky  Mount 

R.   W.   Postlethwait,   Winston-Salem 

Charles  H.  Pugh,  Gastonia 

R.  Z.  Query,  Charlotte 

Theodore  S.   Raiford,  Asheville 

S.   M.   Rauchwerger,   Oteen 

Charles  W.   Reavis,   Greensboro 

Robert  J.  Reeves,  Durham 

R.   W.   Rundles,   Durham 

Julius   Sader,  Brevard 

William  E.   Selby,  Charlotte 

Joseph  Selman,  Winston-Salem 

Oliver  L.  Sharp.  Greensboro 

Palmer  A.  Shelburne,  Greensboro 

Charles  F.  Strosnider,  Goldsboro 

Charles   W.   Styron,   Raleigh 

Josiah   C.   Trent,   Durham 

Wen-Yi  Wang,  Durham 

W.   Wyan   Washburn,    Boiling   Springs 

Carlton    G.    Watkins,    Charlotte 

Ayer  Whitley,  Matthews 

Roeby   B.  Wilson,   Asheville 

Barnes  Woodhall,   Durham 

John  J.  Zannini,  Fort  Biagg 


Southern  Medical  Association  Meeting 

The  Southern  Medical  Association  has  accepted 
the  invitation  of  the  Dade  County  Medical  Asso- 
ciation to  meet  in  Miami,  Florida,  October  25-28. 
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BOOK  REVIEWS 


The   Pathology   of   Nutritional   Disease.    By 

Richard  H.  Follis,  Jr.,  M.D.,  .Associate  Pro- 
fessor of  Pathology,  Duke  University 
School  of  Medicine,  Durham,  North  Caro- 
lina. Price:  $6.75.  310  pages.  Springfield, 
Illinois:  Charles  C.  Thomas,  1948. 

In  this  hook  the  author  attempts  to  describe  the 
physiologic  and  morphologic  changes  resulting  from 
deficiencies  of  dietary  essentials.  The  material  is 
divided  into  five  headings,  which  include  dietary 
deficiencies  in  general,  and  deficiencies  of  essential 
elements,  of  amino  acids,  of  fat-  and  water-soluble 
vitamins,  and  of  fatty  acids.  A  summary  of  the 
pathology  of  specific  tissues  and  an  extensive  bibli- 
ography  and   subject   index   complete   the   volume. 

Clinical  application  of  much  of  the  information 
will  be  difficult,  since  it  deals  largely  with  experi- 
mentally produced  deficiencies  and  with  the  physio- 
logic and  biochemical  changes  which  precede  the 
anatomic  and  clinical  changes  that  are  still  the 
primary  basis  for  clinical  diagnosis  and  therapy. 
The  author  wisely  points  out  that  most  of  the  data 
previously  accumulated  have  been  analyzed  on  the 
basis  of  dietary  observations  which  are  inadequate 
by  present-day  standards.  Dr.  Follis  has  managed 
to  maintain  a  good  balance  between  what  he  de- 
scribes as  "nutritional  nihilism"  and  "vitamin  in- 
flation." The  tremendous  amount  of  literature  on 
the  subject  permits  only  a  brief  introduction  to  each 
section  and  a  presentation  of  the  high  lights  of  the 
problem. 

The  book  illustrates  well  the  necessity  for  com- 
bining the  efforts  of  the  histologist,  biologist,  chem- 
ist, pathologist  and  internist  in  the  investigation  of 
metabolic  disorders  and  diseases.  It  will  be  of  in- 
terest to  pathologists  and  to  workers  in  nutrition, 
biochemistry,   and   physiology. 


The  Spleen  and  Hypersplenism.  By  William 
Dameshek,  M.D.,  and  Solomon  Estren, 
M.D.,  J.  H.  Pratt  Diagnostic  Hospital,  Tufts 
College  Medical  School,  Boston,  Massachu- 
setts. 55  plates  in  plastic  binder.  Price, 
$4.75.   New  York:   Grune  &   Stratton,  1947. 

To  those  familiar  with  the  previous  outline  mono- 
graph on  Hemolytic  Syndromes  published  by  the 
senior  author,  this  new  and  similar  work  will  need 
no  added  recommendation.  It  presents  in  book  form 
an  exhibit  shown  at  the  centennial  meeting  of  the 
American  Medical  Association  held  in  June  of  1947. 

This  subject  is  presented  in  diagrammatic,  outline 
foi'm,  with  excellent  illustrations  covering  the  anat- 
omy, physiology,  and  histology  of  the  spleen.  The 
clinical  disorders  producing  splenomegaly  and  "hy- 
persplenism"  are  listed,  with  illustrative  historical 
notes,  case  reports,  and  laboratory  data.  In  clear, 
concise  fashion  the  theoretical  mechanisms  are  elab- 
orated, conclusions  drawn,  and  the  end  results  of 
medical  and  surgical  therapy  noted.  Taking  a  diffi- 
cult, poorly  understood  and  controversial  subject, 
the  authors  have  clarified  and  simplified  the  clinical 
approach  to  diagnosis  and  the  use  of  laboratory 
studies,  and  have  noted  the  pathologic  physiology 
and  rationale  for  treatment. 

This  book  is  a  "must"  for  all  medical  students, 
internists,  and  surgeons  who  are  interested  in  the 
treatment  of  hematologic  disorders. 


Psychobiology  and   Psychiatry.  By  Wendell 
Muncie,      M.  D.,      practicing      psychiatrist; 
Chairman,   Medical   Advisory    Board,   Seton 
Institute,    Baltimore;    Associate    Professor 
of   Psychiatrv,   Johns    Hopkins    University; 
Consultant    in   Psychiatry,   U.S.V.A.    Ed.    2. 
620    pages,    with     70     illustrations.     Price, 
$9.00.     St.   Louis:     C.   V.    Mosby   Company, 
1948. 
The  first  edition  of  this  book  was  written  in  re- 
sponse to  a  request  fiom  the  publishers  for  a  text 
of  psychiatry  presenting  the  concepts  developed  in 
the  Phipps  Psychiatric  Clinic  of  the  Johns  Hopkins 
Univei'sity.   Dr.    Muncie   was   selected   by   Dr.   Adolf 
Meyer    as    the    one    best    fitted    for    the    task.    The 
second  edition  was,  in  Dr.   Muncie's  words,  "exten- 
sively  edited   in   the   light  of   my   recent   years   de- 
voted   largely    to    private    practice."    It   is    logically 
divided   into  three  parts.   Part   I  is  devoted  largely 
to    psychobiology — the    study    of    normal    behavior. 
Part    II    deals    with    abnormal    behavior — pathology 
and  psychiatry.   Part   III   outlines   the   treatment   of 
vai'ious    psychiatric    conditions,    ranging    from    the 
psychoneuroses  to  paranoia. 

The  amateur  psychiatrist  will  be  somewhat  con- 
fuse<l  by  the  use  of  such  terms  as  merergasias  in- 
stead of  psychoneuroses,  oligergasia  instead  of  men- 
tal deficiency,  and  thymergasia  instead  of  manic- 
depressive  psychosis.  The  author  explains  the  rea- 
sons for  the  less  familar  terminology,  but  one  can 
not  help  wondering  if  the  love  of  so  many  psychia- 
trists for  sonorous  and  polysyllabic  words  does  not 
discourage  many  capable  family  doctors  from  learn- 
ing more  about  the  workings  of  the  human  mind. 

The  case  reports  are  most  illuminating;  but,  even 
though  the  author  states  that  this  edition  was  ex- 
tensively edited  in  the  light  of  his  recent  experi- 
ence, nearly  all  these  reports  deal  with  patients 
treated  years  before  shock  therapy  was  used.  The 
impression  left  on  the  reader  would  have  been  less 
depressing  had  the  author  included  a  goodly  pro- 
portion of  cases  cured  or  helped  by  more  modern 
methods.  The  section  on  treatment  is  more  up  to 
date  and  should  help  to  counteract  the  depressing 
effect  of  the  case  histories  given  in  Part  II. 

The  book  is  a  valuable  contribution  to  the  psychi- 
atric literature,  since  it  reflects  the  influence  of  Dr. 
Meyer  and  his  associates  upon  the  care  of  the  men- 
tally sick.  It  is  doubtful,  however,  that  the  average 
physician  not  versed  in  the  language  of  the  profes- 
sional psychiatrist  would  be  greatly  interested  in  it. 


Science    and    Sanity:     An     Introduction    to 
Non-.Vristotelian      Systems      and      General 
Semantics.  By  Alfred  Korzybski.  Ed.  3.  806 
pages.   Price,  $8.00.  Lakeville,  Connecticut: 
The  International  Non-Aristotelian  Library 
Publishing  Company.  The  Institute  of  Gen- 
eral   Semantics,   Distributers,   1948. 
As  is  indicated  by  its  subtitle,  this  book  purports 
to  supersede  Aristotelian  logic  and  its  unconsciously 
implied  metaphysic  by  initiating  the  empiric   study 
of   the    psycho-physiologic   processes   of   abstraction 
and  evaluation,  especially  in  so  far  as  they  deter- 
mine  the   sanity    (adjustment   to   the   total   environ- 
ment)  or  "un-sanity"  of  the  human  organism-as-a- 
whole.    Thus    Korzybski's    work    is    as    pertinent   to 
psychosomatic  medicine  as   to   epistemology,  and  is 
apt    to    find    more    enthusiastic    acceptance    among 
physicians   than   among   philosophers. 

In  this  one  volume  the  author  attempts  a  system 
as  comprehensive  as  those  of  the  classical  philos- 
ophers by  seeking  the  methodologic  common  denom- 
inator of  the  most  recent  and  rapid  advances  in  such 
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varied  sciences  as  relativity  physics,  quantum  me- 
chanics, colloid  chemistry,  physiology,  and  neurol- 
ogy— a  system,  moreover,  whose  adoption  will  have 
oliservalile  survival-value  for  individual  and  society. 
Ill  the  fifteen  years  since  the  first  edition  of  Science 
and  Sanity  was  published,  general  semantics  has 
been  further  developed  through  an  Institute  hold- 
ing semiannual  seminars,  promoted  by  an  Inter- 
national Society  publishing  a  quarterly  review, 
taught  at  Northwestern,  Iowa,  and  other  universi- 
ties, and  therapeuticallv  applied  to  some  psychiatric 
cases  by  Drs.  D.  M.  Kelley,  D.  G.  Campbell,  P.  S. 
Graven,  and  others. 

A  book  whose  author  has  been  put  in  the  class 
of  contemporary  intellectual  revolutionaries  with 
Einstein  and  .J.  M.  Keynes  should  not  be  dismissed 
casually;  luit  a  liook  wi-itten  in  such  a  repetitious, 
legalistic  style  can  not  be  read  casually.  The  in- 
terested novice  would  do  well  to  l)egin  his  study  of 
general  semantics  with  a  more  readable  exposition 
— such  as  People  in  Quandaries  by  Wendell  .Johnson. 
One  important  reminder:  General  semantics  is  not 
a  study  of  the  meanings  of  words.  It  is  an  empiric 
study  of  ( 1 )  the  "structure"  of  languages  (national, 
technical,  and  mathematical)  and  (2)  their  suit- 
ability to  (a)  the  human  being  using  them  and 
(b)  the  non-linguistic  phenomena  for  which  they 
are  used. 
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American    Heart  Association 

Plans  for  the  formation  of  new  local  heart  asso- 
ciations and  the  broadening  of  research  to  acceler- 
ate the  nationwide  campaign  against  diseases  of  the 
heart  and  circulation  were  discussed  at  the  Twenty- 
Fourth  Annual  Meeting  of  the  American  Heart 
Association,  held  in  Chicago,  June  16-21.  The  five- 
day  schedule  included  the  Twenty-First  Scientific 
Sessions  of  the  Association  on  Friday  and  Saturday. 


The  American  College  of  Physicians 

Research   Fellowships 

The  American  College  of  Physicians  announces 
that  a  limited  number  of  fellowships  in  medicine 
will  be  available  from  July  1,  1949  to  June  30,  1950. 
These  Fellowships  are  designed  to  provide  an  oppor- 
tunity for  research  training  either  in  the  basic  medi- 
cal sciences  or  in  the  application  of  these  sciences 
to  clinical  investigation.  They  are  for  the  benefit 
of  physicians  who  are  in  the  early  stages  of  their 
preparation  for  a  teaching  and  investigative  career 
in  internal  medicine.  Assurance  must  be  provided 
that  the  applicant  will  be  acceptable  in  the  labora- 
tory or  clinic  of  his  choice  and  that  he  will  be  pro- 
vided with  the  facilities  necessary  for  the  proper 
pursuit  of  his  work. 

The  stipend  will  be  from  $2,200  to  .$3,200. 

Application  forms  will  be  supplied  on  request  to 
The  American  College  of  Physicians.  4200  Pine 
Street.  Philadelphia  4,  Pa.,  and  must  be  submitted 
in  duplicate  not  later  than  November  1,  1948.  An- 
nouncement of  the  awards  will  be  made  as  promptly 
as  is  possible. 

Annual    Session 

The  American  College  of  Physicians  will  conduct 
its  Thirtieth  Annual  Session  at  New  York,  March 
28  through  April   1,   1949. 

Secretaries  of  medical  societies  are  especially 
asked  to  note  these  dates  and,  in  arranging  meeting 
dates  of  their  societies,  to  avoid  conflicts  with  the 
College   meeting,  for  obvious   mutual   benefits. 


American   College  of  Surgeons 

The  thirty-fourth  Clinical  Congress  of  the  Amer- 
ican College  of  Surgeons  will  lie  held  in  Los  Angeles, 
with  headquarters  at  the  Biltmore  Hotel,  October 
18  to  22,  1948. 


Life  Insurance  Medical  Research  Fund 

An  additional  $103,000  in  research  funds  for  heart 
disease  has  been  announced  by  the  Life  Insurance 
Medical  Research  Fund,  laising  to  nearly  two  mil- 
lion dollars  the  amount  provided  l)y  the  Fund  since 
it  was  organized  in  December,  1945.  The  awards, 
announced  by  M.  Albert  Linton,  chairman  of  the 
Fund,  include  twelve  student  fellowships,  three  post- 
graduate fellowships,  and  nine  grants-in-aid  to  hos- 
pitals and  universities. 

Two  grants-in-aid  went  to  Duke  University,  one 
for  research  by  Dr.  Phili])  Handler  and  Dr.  Fred- 
erick Bernheini  on  dietary  protein  levels  and  renal 
hypertension,  and  one  for  research  by  Dr.  Walter 
Kempner  on  the  effect  of  diet  on  mineral  metabo- 
lism in  renal  and  hypertensive  disease.  One  student 
research  fellowship  went  to  Lewis  Franklin  of 
Chillicothe,  Ohio,  to  work  under  the  supervision  of 
Dr.  Harold  D.  Green  at  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College. 


The  John  and  Mary  R.  Markle 
Foundation 

Nearly  $460,000  was  appropriate<l  by  the  John 
and  Mary  R.  Markle  Foundation  last  year,  chiefly 
to  medical  colleges  and  universities  for  research. 
This  sum  brings  the  total  grants  of  the  Foundation 
in  the  twenty  vears  since  its  founding  to  approxi- 
mately $11,000,000,  John  M.  Russell,  executive  direc- 
tor, stated  in  the  fund's  annual  report. 

These  appropriations  made  during  the  year  for 
medical  research  are  on  a  terminal  basis,  because 
of  a  change  in  the  Foundation's  program.  The  new 
program,  already  in  operation,  will  aid  selected 
young  scientists  seeking  careers  in  teaching  and  re- 
search in  medical  schools.  Grants  of  $25,000,  pay- 
able at  the  rate  of  $5,000  annually,  will  be  made  to 
cooperating  medical  schools  where  the  Scholars  will 
hold  faculty  appointments.  Sixteen  Scholars  in  the 
United  States  and  Canada  were  appointed  in  the 
spring  of  1948.  If  the  program  proves  successful, 
a  total  of  $1,250,000  will  be  appropriated  for  the 
support  of  Scholars  during  a  five-year  period. 


Twenty-First  Anniversary  Year  of 
Harofe  Haivri 

The   Hebrew    Medical   .Journal 
Volume  1—1948 

The  appearance  of  Volume  1—1948  of  the  Harofe 
Haivri,  The  Hebrew  Medical  Journal,  inaugurates 
the  twenty-first  successful  year  of  its  publication 
under  the  editorship  of  Moses  Einhorn,  M.D.  'The 
Journal's  contents  are  not  confined  to  technical 
medical  topics  but  are  divided  into  several  sections 
covering  a  variety  of  related  subjects  of  interest 
to   the   medical   profession. 

The  original  articles  arc  summarized  in  English 
to  make  them  available  to  those  who  are  unable  to 
read  Hebrew.  For  further  information,  communicate 
with  the  editorial  office  of  the  Hebrew  Medical  Jour- 
nal, 893  Park  Avenue,  New  Y'ork  28,  N.  Y. 
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Navy's  New  Medical  Training  Program 

The  Surgeon  General  of  the  Navy  has  announced 
the  expansion  of  the  Bureau's  professional  training 
program  for  reserve  and  regular  medical  officers, 
which  is  similar  to  the  recently  expanded  Army 
medical  training  program.  The  object  is  to  permit 
more  Navy  doctors  to  meet  the  requirements  for 
certification  by  the  various  American  specialty 
boards,  and  to  encourage  the  young  doctor  to  in- 
tern under  the  auspices  of  the  Navy.  The  following 
are  the  important  points  in  this  program: 

Graduates  of  Class  A  medical  schools  who  have 
been  accepted  for  internship  by  a  hospital  approved 
foi'  such  training  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  A.M. A.  may  be  com- 
missioned as  lieutenants  (junior  grade),  MC,  USNR, 
and  permitted  to  continue  their  intern  ti'aining.  They 
will  receive  all  the  pay  and  allowance  of  the  rank 
while  so  serving.  After  completing  theii-  internships. 
the  medical  officers  must  remain  on  active  duty  for 
a  period  of  one  year.  If  they  meet  the  professional, 
physical  and  moral  i-equirements,  they  will  be  given 
every  encouragement  to  transfer  to  the  regulai' 
Navy. 

Interns  who  have  completed  the  one  year  of 
obligated  service,  and  who  have  transfei-red  to  the 
regular  Navy,  may  be  considered  for  residency 
training  on  a  competitive  basis  with  other  officer 
personnel  of  the  regular  Medical  Corps. 

Resident  physicians  now  in  civilian  hospitals,  or 
those  accepted  for  approved  residency  training, 
are  eligible  for  commissions  in  the  regular  Navy. 
Those  so  commissioned  will  be  assigned  to  duty, 
with  full  pay  and  allowances,  in  the  hospital  iii 
which  they  are  already  a  resident,  or  to  which  they 
have  been  accepted  for  residency  tiaining.  Every 
attempt  will  be  made  to  permit  residents  holding- 
commissions  in  the  regular  Navy  to  complete  their 
training  in  event  of  an  emergency. 

The  Navy  has  at  the  present  time  400  approved 
residencies  and  fellowships  in  the  various  specialties 
recognized  by  the  American  Specialty  Boards  in 
Naval  and  civilian  hospitals. 

Information  concerning  any  part  of  the  program 
may  be  obtained  by  writing  to  the  Chief  of  the 
Bureau  of  Medicine  and  Surgery,  Navy  Department, 
Washington  25,  D.  C. 


Veterans  Administration 

Improved  techniques  in  the  care  of  mentally-ill 
veterans  are  enabling  Veterans  Administration,  for 
the  first  time  in  many  years,  to  discharge  about  as 
many  patients  as  it  admits  to  its  neuropsychiatric 
hospitals.  During  a  recent  ten-month  period  (July 
1947  through  April  1948)  1,060  more  NP  patients 
were  discharged  from  hospitals  than  were  admitted. 
During  this  period,  a  total  of  51,210  patients  were 
admitted  for  care  and  52,270  were  discharged  as 
improved  or  cured.  This  is  an  indication  that  im- 
proved methods  of  care  and  establishment  of  more 
mental  hygiene  clinics  for  out-patient  treatment 
have  enabled  VA  to  keep  its  hospital  load  of  men- 
tally-ill from  increasing  substantially. 


Veterans  of  peace-time  service  in  the  regular 
military  or  naval  establishment,  who  served  six 
months  or  more  and  who  received  honorable  dis- 
charges, are  now  entitled  to  certain  piesumptions 
of  service-connection  for  compensation  purposes 
where  tropical  diseases  become  manifest  after  dis- 
charge.   \'eterans   Administration    has    announced. 


WANTED   BY   THE   FBI 

Hugo  Bob  Hubsch,  with  aliases  Robert  C.  Glass, 
R.  C.  Harris,  Hogo  Hobsch,  Louis  S.  Miller,  is  being 
sought  by  the  Federal  Bureau  of  Investigation.  On 
November  7,  1945,  a  Federal  Grand  Jury  at  Jackson, 
Mississippi,  returned  an  indictment  charging  this 
man  with  a  violation  of  the  National  Stolen  Prop- 
erty Act.  He  is  charged  with  another  violation  of 
the  National  Stolen  Property  Act  in  a  complaint 
filed  with  a  U.  S.  Commissioner  at  Birmingham, 
Alabama,  on  June  7,  1948.  This  individual  has  de- 
frauded numerous  physicians  and  hospitals  in  East- 
ern and  Southeastern  sections  of  the  LTnited  States 
dui-ingthe  past  few  months  through  the  medium  of 
fraudulent  checks. 

Investigation  has  levealed  that  Hubsch  has  a 
chronic  kidney  ailment  and  it  has  recently  been 
ascertained  that  he  has  a  large  kidney  stone  in  the 
right  ui-eter  about  four  inches  below  the  kidney. 
This  condition  has  caused  local  inflammation  which, 
at  varying  intervals,  results  in  almost  unbearable 
pain.  He  has  been  advised  that  it  would  be  neces- 
sary for  him  to  undergo  major  sui-gery  foi-  the  re- 
moval of  the  stone  in  the  near  future  and  until  that 
surgery  is  performed  he  will  need  frequent,  if  not 
continuous,  medical  attention.  This  fugitive  moves 
about  rapidly  in  that  section  of  the  LTnited  States 
which  is  east  of  the  Mississippi  River,  and  recently 
he  has  given  numerous  physicians  and  hospitals 
fraudulent  checks  in  return  for  treatment,  hospital- 
ization, sedatives  and  narcotic  prescriptions. 

The  followin,g  is  a  composite  description  of  Hugo 
Bob  Hubsch:  Age,  about  52,  claims  to  have  been 
born  Budapest,  Hungary,  November  4,  1895;  height, 
about  5'  6";  weight,  140  to  170  lbs.;  hair,  dark 
brown,  graying;  eyes,  brown;  build,  medium;  race, 
white;  nationality,  believed  to  be  naturalized  Amer- 
ican; occupations,  laborer,  pharmacist;  scars  and 
marks,  left  arm  jjartially  paralyzed,  needle  scars  on 
l>oth  arms,  large  scars  above  each  hip  resulting  from 
kidney  operations,  shrapnel  scars  and  two  bullet 
scars  on  abdomen,  bridge  in  upper  front  teeth; 
characteristics,  lon.g  nose,   stooped   posture. 

Anyone  having  information  concerning  the  where- 
abouts of  this  fugitive  should  immediately  notify 
the  nearest  office  of  the  Federal  Bureau  of  Investi- 
gation or  his  local  law  enforcement  agency. 


Enjoy  Your  Child — Ages  1,  2.  and  3,  by  James  L. 
Hymes,  Jr.,  is  Pamphlet  No.  141  in  the  series  of 
popular,  factual,  20-cent  pamphlets  issued  by  the 
Public  Aflfairs  Committee,  Inc.,  a  non-profit,  edu- 
cational organization  at  22  East  38th  Street,  New 
York  16,  N.  Y. 


(OiMI'LETE  1947  EQUIPMENT  FOR  SALE 

Complete  examining,  treatment,  office  and 
reception  rooms,  furni.shings  and  instruments 
lor  the  diagnostic  and  therapeutic  require- 
ments of  general  practice,  to  be  sold  imme- 
diately. Equipment  purchased  brand  new,  in 
use  less  than  one  year.  Impossible  to  duplicate 
this  lot  today  at  its  last  year's  purchase  price. 
May  be  had  in  present  location  in  beautifully 
decorated  suite  or  moved  wherever  desired. 
Total  asking  price  .$2900.00.  For  appoininienl 
to  see  offices  as  equipped,  at  49 '2  Main  Street. 
Hamlet.  North  Carolina,  telephone  or  write 
Mr.   T.   A.   Morris   or   Dr.   B.   W.    Williamson. 
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As  a  visitor  from  England  working  at 
Duke  Hospital  during  this  past  year,  I  feel 
it  a  very  great  honor  to  have  been  asked  to 
address  this  Society  here  today. 

In  the  time  available  it  will  be  possible, 
of  course,  to  touch  on  only  a  few  of  the 
recently  developed  physical  methods  of  treat- 
ment in  psychiatry.  That  these  develop- 
ments have  implications  to  general  medicine 
is  obvious,  because  the  problems  of  the  psy- 
chiatrist and  other  members  of  the  medical 
profession  constantly  overlap.  The  family 
doctor  deals  with  greater  numbers  of  psy- 
chiatric patients  than  the  psychiatrist  does. 
Forty  per  cent  of  the  hospital  beds  in  both 
England  and  America  are  now  filled  with 
patients  of  psychiatrists,  and  psychiatric 
problems  are  involved  in  around  a  third  of 
all  cases  seen  by  all  types  of  doctors. 

With  a  few  notable  exceptions,  such  as  the 
malaria  treatment  of  general  paresis,  the 
possibilities  of  specific  treatments  for  the 
psychoses  were,  until  a  few  years  ago,  re- 
garded by  psychiatry  with  cautious  pessi- 
mism. At  the  same  time  psychiatrists  were 
pei-haps  overoptimistic  about  various  forms 
of  psychotherapy  for  the  neuroses.  The  last 
ten  years  have  reversed  the  picture  to  a  con- 
siderable extent.  The  war  showed  clearly 
that  many  neuroses,  even  those  of  recent 
origin,  did  not  respond  to  theoretically  cor- 
rect psychotherapy;    at    this    meeting    last 


Read  before  the    First   General    Session.   Medical   Society    of 
the  State  of  North   Carolina,   Pinehurst.   May  4,   1948. 

*Physician.   Maudslev  Hospital,   London,   and  Actinjr  Clinical 
Director,   Sutton   Emergency   Hospital,    Surrey,   England. 


year,  for  instance.  Dr.  Hohman  drew  your 
attention  to  the  extent  of  the  present  war 
neuroses  still  persisting  in  veterans'". 

Meanwhile  physical  methods  of  treatment 
have  been  developed  which  hold  out  real 
hope  of  relief  for  many  patients  with  psy- 
choses, especially  in  their  early  stages. 
Physical  methods  have  also  helped  to  fill 
some  of  the  gaps  left  by  psychotherapy  in 
the  treatment  of  neuroses.  Combining  all 
our  therapeutic  resources,  using  physical 
and  psychologic  methods  together  where 
necessary,  we  now  have  a  much  better 
chance  to  prevent  a  patient  from  becoming 
a  lifelong  mental  invalid. 

Wartime  Experience  with 
Physical  Methods 

On  having  to  leave  the  pleasant  life  of 
America  at  the  outbreak  of  our  war  with 
Germany  in  1939,  I  was  sent,  on  my  return 
to  England,  to  work  in  an  emergency  treat- 
ment center  for  psychiatric  patients  at 
Sutton  on  the  outskirts  of  London.  Two  hun- 
dred and  fifty  beds  for  neuroses  and  psy- 
choses had  been  attached  to  a  general  emer- 
gency hospital  unit,  and  this  was  to  form 
one  of  the  evacuation  centers  of  the  Mauds- 
ley  Hospital  for  the  duration  of  the  war. 
Here  we  were  able  to  learn  how  to  treat 
psychiatric  patients  in  a  general  hospital  at- 
mosphere, with  enough  beds  available  for 
research,  and  with  facilities  for  real  cooper- 
ation with  general  physicians  and  surgeons. 

1.    Hohman.  L.  B.;  The  Emotional  Toll  of  Combat  Experience, 
North  Carolina  M.  J.  8:631    (Oct.)    1947. 
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In  the  eight  years  before  I  returned  to  this 
country  for  another  visit,  no  less  than  fifteen 
thousand  psychiatric  patients  had  passed 
through  this  unit.  One  would  be  fortunate 
to  get  this  amount  of  practical  treatment 
experience  again  in  an  ordinary  lifetime. 

From  1940  onward  it  was  obvious  that  if 
we  were  to  succeed  in  getting  the  maximum 
number  of  military  and  civilian  casualties  as 
well  as  possible  in  the  time  at  our  disposal, 
we  would  have  to  try  to  find  the  "short  cuts" 
in  therapy.  It  was  then  that  we  found  these 
new  physical  methods  so  useful.  In  the  acute 
neuroses  resulting  from  the  London  Blitz, 
the  Battle  of  Britain  and  the  Dunkirk  evacu- 
ation, we  observed  quickly  how  often  such 
treatments  as  emergency  sedation,  continu- 
ous sleep,  restoration  of  lost  weight  by  the 
use  of  modified  forms  of  insulin  therapy,  and 
the  intravenous  administration  of  barbit- 
urates added  to  the  value  of,  and  sometimes 
supplanted,  established  psychotherapeutic 
methods'-'.  Through  the  cooperation  of  Dr. 
Lloyd  Thompson,  Psychiatric  Consultant  to 
the  European  Theater  of  Operations,  Ameri- 
can hospitals  in  England  tried  out  these 
methods  on  a  large  scale.  As  a  result  they 
became  almost  universally  adopted  later  by 
both  British  and  American  armies  in 
Europe. 

Though  many  neuroses  today  lack  the 
acute  quality  that  contributed  to  the  success 
of  these  methods  of  treatment  then,  there 
are  still  many  neurotic  patients  who  benefit 
when  such  methods  are  used  in  conjunction 
with  other  types  of  treatment.  To  carry 
them  out,  however,  it  is  often  necessary  to 
have  beds  outside  mental  hospitals.  In  our 
emergency  unit  we  allowed  no  locked  doors 
or  barred  windows,  and  opportunities  for 
suicide  were  always  present.  But  the  at- 
mosphere of  the  hospital  was  more  conducive 
to  recovery  because  of  the  risks  we  ran  with 
open  eyes.  We  were  also  able,  thereby,  to 
persuade  many  patients  with  early  psycho- 
sis, who  knew  they  were  ill  but  were  not  yet 
at  the  stage  of  commitment,  to-  come  to  the 
hospital  early  for  treatment. 

Ivsjilin  Shock  Therapy 

Insulin  shock  therapy  is  the  first  physical 
method  I  want  to  talk  about  today.  Before 
the  war  it  had  been  developed  as  a  promis- 
ing method  of  treatment  for  early  schizo- 
phrenia.    At    Sutton    Emergency    Hospital 

.•2.    Phi'sicnl   Ti-eatinent   of   Acute   W;ir   Xeurose-^.   Brit.   M.    J. 
2:,17  1,    IP  12. 


we  reulhj  were  able  to  admit  patients  early 
in  the  course  of  this  disease,  and  we  found 
that  some  quite  severe  cases  could  be  handled 
in  a  general  hospital  setting  because  of  the 
rapid  mental  improvement  so  often  brought 
about  by  this  method. 

A  high  degree  of  training  and  medical 
skill  is  required  to  carry  out  insulin  shock 
therapy  well.  Numerous  problems  are  in- 
volved which  demand  the  help  of  physicians 
and  biochemists.  Though  it  cannot  be  con- 
sidered a  cure  of  schizophrenia,  it  is  the  best 
weapon  available  at  present  for  the  treat- 
ment of  the  early  case.  Figures  from  the 
New  York  State  Hospitals  show,  for  in- 
.stance,  that  1000  patients  had  their  illness 
shortened  by  an  average  of  three  months 
compared  to  an  untreated  control  group. 
Eighty  per  cent  of  the  patients  treated  by 
insulin  shock  and  only  59  per  cent  of  the  un- 
treated patients  were  able  to  leave  the  hos- 
pital after  treatment'-''.  English  figures  con- 
firm these  findings ;  and  though  patients 
often  have  relapses,  a  recent  survey  done 
by  another  American  hospital  shows  that 
each  of  the  patients  treated  has  been  saved 
an  average  of  422  days  of  hospitalization 
during  the  subsequent  -five-year  period. 

What  we  saw  so  clearly  at  Sutton  was  the 
supreme  importance  of  early  treatment  for 
getting  the  best  results,  and  we  had  the 
chance  to  give  it'^\ 

Electric  Shock  Therapy 

Just  before  the  war  electric  convulsion 
therapy — the  giving  of  a  series  of  electric- 
ally induced  epileptiform  convulsions — had 
been  introduced.  It  was  hoped  that  this  might 
supplant  insulin  in  the  treatment  of  schizo- 
phrenia. Published  figures,  and  the  clinical 
observations  of  those  of  us  who  have  been 
able  to  use  and  compare  both  methods  over 
some  years  now,  show  that  this  is  not  the 
case.  Electroshock  treatment,  however,  is  a 
useful  supplement  to  insulin  in  schizo- 
phrenia, and  the  best  results  are  obtained  if 
these  two  treatments  are  combined  Avhen 
patients  do  not  respond  to  either  indi- 
vidually''*'. 

Where  electroshock  has  really  revolution- 
ized the  practice  of  psychiatry  in  recent 
years  has  been  in  the  treatment  of  depres- 
sions of  middle  and  later   life.    Before  its 

.•j.  New  York  State.  Teinpornrv  Coniini*>ion  on  State  Hospital 
Pniljlenis:  Insulin  Shock  Therapy;   Study,  New  York.  1041. 

4.  Sarsant.  W.  W.  and  Slater.  E.  T.  O.:  Physical  Methods 
of  Treatment  in  Psycliiatry.  ed,  i.  Baltimore.  Williams  and 
Wilkins.    isils. 
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introduction  a  depressive  illness  might  cause 
a  year  or  two  of  incapacity  sufficient  to  de- 
stroy a  business  future  at  the  height  of 
potential  earning  power  and  domestic  re- 
sponsibility. Now  the  illness  can  often  be 
terminated  in  a  matter  of  weeks  instead  of 
months  or  years.  The  earlier  the  treatment 
is  instituted  in  suitable  cases  the  better  the 
patient  does  generally,  and  the  greater  the 
possibility  of  avoiding  commitment  and 
more  drastic  therapy  later.  We  found  that 
patients  would  come  into  our  unit  early  for 
this  treatment  instead  of  wasting  valuable 
months  at  home  before  commitment  was  ac- 
ceptable to  the  families  concerned.  They  did 
not  feel  they  were  being  "put  away."  Many 
suicides  were  also  avoided. 

An  even  greater  advance  is  the  electro- 
shock  treatment  of  many  patients  on  an  out- 
patient basis.  I  have  run  such  a  clinic  for 
depressive  patients  in  London  since  1942. 
They  may  have  to  come  for  treatment  once 
or  twice  a  week,  and  in  a  matter  of  a  month 
or  more  they  are  often  fit  to  return  to  work 
without  hospitalization  at  all. 

Depression  of  later  life,  one  of  the  most 
tragic  things  to  befall  a  man  during  well 
earned  retirement,  often  responds  just  as 
dramatically.  Despite  the  apparent  severity 
of  the  treatment,  it  seems  remarkably  well 
tolerated  by  patients  up  to  the  age  of  70  or 
more. 

Drug  Therapii 

I  wish  I  had  the  time  to  discuss  some  of 
those  other  recently  developed  physical 
methods  which  we  have  learned  from  gen- 
eral medicine,  and  which  may  mean  much 
to  the  individual  patient.  Among  these  are 
the  use  of  nicotinic  acid  for  the  psychiatric 
states  associated  with  pellagra,  the  use  of 
estrogens  for  certain  menopausal  patients, 
and  the  development  of  the  barbiturates  to 
replace  the  more  dangei'ous  bromides  in  the 
humanitarian  relief  of  symptoms  for  those 
who  can  get  it  in  no  other  way.  There  are 
also  the  various  techniques  of  using  intra- 
venous barbiturates  for  psychologic  investi- 
gation and  treatment. 

Prefrontal  Leukotoniij 

One  physical  advance,  however,  must  be 
discussed  before  we  try  to  draw  some  broad 
general  conclusions.  This  is  the  operation 
of  prefrontal  leukotomy.  With  most  of  the 
methods  I  have  mentioned  there  is  a  consid- 
erable liability  to  relapse  and  the  possibility 
of  failure  in  retreatment;  thev  only  restore 


the  "status  quo"  of  the  individual,  and  do  not 
always  succeed  even  in  doing  that.  Leuko- 
tomy often  does  much  more.  It  may  relieve 
permanently  one  of  the  main  causes  of  psy- 
chiatric breakdown  and  psychosomatic  ill- 
ness, because  it  reduces  the  brain's  ability 
to  respond  to  external  and  internal  stress 
with  pathologic  anxiety.  The  operation  con- 
sists in  severing  certain  tracts  between  the 
frontal  lobe  and  the  thalamus.  Thus,  in 
many  forms  of  illness  where  tension  and 
painful  rumination  of  thought — what 
Arnof"  has  termed  "tortured  self  concern" 
— are  the  outstanding  symptoms,  this  oper- 
ation brings  about  results  which  were  not 
even  dreamed  of  in  our  specialty  a  few  years 
ago. 

At  first  the  operation  was  subject  to  much 
theoretical  criticism  and  was  therefore  con- 
fined to  the  most  hopeless,  deteriorated,  and 
chronic  cases  of  mental  disorder.  But  we 
have  learned  that  the  better  preserved  the 
general  personality  of  the  patient  at  the 
time  of  operation,  the  better  is  likely  to  be 
the  final  result.  The  operation  does  not  affect 
intelligence  to  any  great  extent,  but  it  does 
alter  emotional  outlook. 

Working  in  a  general  hospital  atmosphere 
we  were  better  able  to  admit  patients  for 
study  and  eventual  operation  who  had 
chronic  disabling  illnesses  but  were  still  well 
enough  to  remain  at  home,  if  necessary,  as 
the  alternative  to  hospitalization  in  an  in- 
stitution for  mental  patients.  In  my  opinion, 
some  of  the  patients  best  suited  for  this  op- 
eration never  see  the  inside  of  a  psychiatric 
hospital.  Chronically  anxious,  restless,  hypo- 
chondriacal, and  frequently  preoccupied 
with  vague  bodily  complaints,  they  become 
a  misery  to  themselves  and  their  families 
for  years  on  end,  and  are  a  trial  of  endur- 
ance to  the  doctor  who  has  to  attend  them. 

In  the  past  six  years  our  results  with  leu- 
kotomy in  the  treatment  of  some  chronic 
intractable  neuroses  and  psychoses  have 
been  satisfactory.  After  every  other  form  of 
therapy  had  failed,  many  patients  have  been 
able  to  return  to  such  jobs  as  those  of  skilled 
cooks,  real  estate  agents,  calculating  machine 
operators,  secretaries  and  the  like.  Two  pa- 
tients of  an  English  colleague  of  mine,  both 
of  whom  had  intractable  states  of  persistent 
tension,  are  now  working,  one  as  a  successful 
cinema  manager  and  the  other  as  a  skilled 
draughtsman.  Furthermore,  in  the  less  se- 
vere forms  of  mental  disorder,  less  exten- 
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sive  operations  need  to  be  done,  which  do  not 
carry  with  them  some  of  the  undesirable 
personality  alterations  brought  about  by  the 
major  operations  necessary  for  the  more 
severe  chronic  psychoses. 

Even  in  mental  hospital  patients,  who  may 
have  been  coniined  in  an  institution  for  long- 
periods,  the  results  of  leukotomy  have  been 
startling.  The  British  government,  through 
its  Board  of  Control  for  Lunacy,  recently 
published  the  findings  revealed  by  an  inquiry 
into  the  results  of  the  first  1000  leukotomies 
done  in  all  mental  hospitals  in  Britain"".  A 
third  of  the  patients  who  had  had  the  oper- 
ation had  been  able  to  leave  the  hospital. 
Half  the  patients  with  chronic  depression 
treated  by  leukotomy  had  also  been  dis- 
charged according  to  the  Board  of  Control 
Report,  including  those  over  the  age  of  65. 
Most  of  these  cases  were  the  failures  or  re- 
lapses of  shock  treatment.  But  another  most 
important  finding  did  emerge.  Whereas 
only  20  per  cent  of  the  patients  with  schizo- 
phrenia of  more  than  two  years'  duration 
were  fit  to  leave  the  hospital,  50  per  cent 
operated  upon  before  that  time  were  able  to 
go  home.  The  vital  importance  of  early 
active  treatment  in  this  particular  illness 
is  again  obvious. 

Such  recent  findings,  both  in  England  and 
in  America,  confirm  the  belief  that  this 
physical  treatment  is  one  of  the  greatest 
practical  advances  of  the  century  in  psychi- 
atry. It  will  be  even  more  useful  when  neuro- 
surgeons and  neurologists  help  us  to  learn 
how  it  may  be  further  modified  so  as  to  keep 
its  benefits  and  do  away  with  the  sometimes 
deleterious  effects  on  other  aspects  of  per- 
sonality. But  even  these  effects  are  not  suffi- 
cient usually  to  contraindicate  this  method 
when  no  other  holds  out  hope  of  a  perma- 
nent relief  from  lifelong  suffering  and  in- 
capacity. 

Iniplications  for  General  Medicine 

What  then  are  the  implications  of  these 
methods  to  all  of  us  here?  There  are  many, 
and  I  shall  have  to  try  to  summarize  them. 
First,  patients  must  be  sent  for  treatment 
early,  and  it  must  be  possible  sometimes  to 
treat  them  in  general  hospital  units  such  as 
the  one  at  Duke.  Since  these  treatments  are 
introducing  numerous  problems  of  biochem- 
istry, neurosurgery,  physiology  and  the  like, 
the  help  of  specialists  in  other  fields  is  often 
needed.    Psychiatrists  are  also  learning  that 

1).    H.    M.    Board    of    Control    Report;    Prefrontal    Leucotoiiiy, 
London,   H.   M.   Stationery   Office.    19iT. 


they  have  to  become  good  all-round  doctors 
again  to  be  entrusted  with  treatment  along 
lines  that  have  been  derived  from  general 
medicine  and  surgery.  This  may  involve  re- 
learning,  in  such  an  atmosphere,  the  making 
of  good  medical  and  surgical  judgments,  in- 
cluding, when  necessary,  the  taking  of  cal- 
culated risks  in  treatment  that  are  now 
commonplace  in  ordinary  medical  practice. 

Furthermore,  I  believe  that  such  methods 
are  providing  the  best  possible  bridge  over 
which  psychiatry  can  return  to  a  general 
medical  outlook  instead  of  being  a  specialty 
apart,  talking  a  strange  language,  and  some- 
times adopting  what  may  seem  bewildering 
attitudes  to  the  ordinary  doctor.  Most  im- 
portant of  all,  we  are  gradually  learning — 
or  should  be  learning — that  some  of  the 
greatest  practical  advances  in  psychiatry 
happen  where  we  approach  both  our  prob- 
lems and  our  treatments  on  the  same  broad 
basis  of  attack  that  has  brought  about  such 
stupendous  progress  in  medicine  and  sur- 
gery in  the  last  hundred  years.  If  some  of 
our  methods  are  crude  at  present,  it  may  be 
because  psychiatry  is  still  at  the  phase  of 
development  which  characterized  medicine 
and  surgery  of  the  early  nineteenth  century. 
If  so,  we  shall  need  your  guidance  more  than 
ever  in  the  future. 

These  new  advances  have  shown  how  spe- 
cific varied  treatments  are  for  the  different 
symptoms  of  mental  disorder.  Some  can  do 
great  injury  to  the  wrongly  selected  patient. 
They  are  as  potentially  harmful  and  yet  as 
beneficial  as  the  surgeon's  knife,  and  they 
have  to  be  used  with  the  same  precision  and 
judgment.  If  those  qualities  of  careful  diag- 
nosis, skilled  handling  of  patients,  and  their 
selective  treatment  along  a  variety  of  lines 
are  to  be  fully  developed,  we  must  follow  at- 
titudes similar  to  those  of  general  medicine, 
and  stop  looking  for  the  universal  psychi- 
atric theory  or  panacea  of  treatment  still 
common  in  certain  types  of  psychiatric 
teaching  today. 

These  methods  should  also  reduce  the  bur- 
den of  work  for  us  all.  As  I  said  previously, 
family  doctors  have  to  handle  many  more 
psychiatric  patients  than  psychiatrists  do. 
Physical  treatments  produce  their  beneficial 
effects  with  greater  speed  and  certainty, 
where  they  are  specifically  indicated,  than 
do  the  psychotherapeutic  methods  in  the 
same  patient.  Often  both  can  be  combined 
as  in  general  medical  practice.  When  we  can 
really  help  a  patient,  we  lose  that  sense  of 
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irritated  frustration,  often  projected  to- 
wards the  patient  himself,  which  makes 
many  general  physicians  try  to  avoid  the 
psychiatric  patient  whenever  possible.  Dr. 
George  Sutherland'"'  suggests  that  it  was  the 
same  with  tuberculosis  before  the  tubercle 
bacillus  was  discovered  and  methods  of 
treatment  were  developed  which  held  out 
real  hope  for  the  patient  if  he  could  be 
guided  along  the  right  channels  to  special- 
ized help,  with  the  practitioner  later  cooper- 
ating in  worthwhile  after-care. 

When  you  send  your  patients  to  psychi- 
atric hospitals  and  clinics,  I  hope  you  will 
see  to  it  that  they  do  get  the  opportunity 
for  treatment  by  all  such  methods  if  neces- 
sary. Relatives  will  generally  consult  you 
and  take  your  advice  on  such  matters.  When 
you  fiiid  that  your  patients  are  not  being  so 
treated,  I  hope  you  wax  just  as  indignant 
as  when  you  send  others  to  hospitals  for 
surgical  operations,  to  find  that  there  are 
no  proper  surgical  facilities  available.  With- 
out a  vociferous  protest  from  the  whole  pro- 
fession I  do  not  believe  that  many  of  the 
psychiatric  hospitals  will  ever  get  out  of 
their  present  doldrums  and  their  unhappy 
existence  largely  as  institutions  for  confin- 
ing patients,  many  of  whom  could  be  treated 
and  discharged  if  only  proper  facilities  were 
made  available.  In  a  few  mental  hospitals  in 
England,  for  instance,  no  facilities  are  yet 
provided  for  leukotomy.  It  is  the  same  in 
the  State  Hospitals  of  North  Carolina.  The 
facts  I  have  given  you  today  about  this  treat- 
ment alone  suggest  the  consequent  and 
avoidable  suffering  involved  for  so  many 
patients  and  relatives  concerned,  and  the 
quite  unnecessary  economic  loss  to  the  com- 
munity. 

Coiichisioii 

I  hope  I  have  not  painted  too  optimistic  a 
picture  while  trying  to  present  a  hopeful 
one  based  on  facts  learned  in  the  day-to-day 
bedside  treatment  of  patients.  As  in  general 
medicine,  there  are  still  many  patients  for 
whom  we  can  do  all  too  little.  But  we  do 
now  have  some  better  tools,  and  we  need 
better  opportunities  to  use  them.  In  this 
matter  we  need  your  help  and  cooperation. 

If  these  physical  treatments,  apart  from 
any  other  contributions  they  make,  also  pro- 
vide the  common  ground  on  which  psychia- 
trists and  general  physicians  can  walk  to- 

7.    Sutherlaiitl,    G. :    Personal   communication. 


gether  again,  talk  the  same  language,  and  so 
deal  better  with  a  problem  that  looms  so 
large  in  the  present  practice  of  medicine, 
further  progress  will  not  be  far  ahead. 


THE  PATHOGENESIS,  DIAGNOSIS  AND 

TREATMENT  OF  THE  ACUTE  PHASE 

OF  POLIOMYELITIS 

William  F.  Friedewald,  M.D.* 
Atlanta,  Georgia 

Poliomyelitis  has  been  the  subject  of  in- 
tensive study,  particularly  during  the  last 
ten  years.  Although  much  has  been  learned, 
we  still  do  not  fully  understand  many  of  the 
factors  involved  in  the  complex  mechanism 
of  this  disease.  Furthermore,  we  are  greatly 
handicapped  by  the  lack  of  suitable  labora- 
tory methods  for  accurate  diagnosis.  In  this 
discussion  an  attempt  will  be  made  to  sum- 
marize and  to  evaluate  present-day  concepts 
regarding  certain  aspects  of  poliomyelitis. 

Pathogenesis 

The  virus  of  poliomyelitis  apparently  en- 
ters the  host  by  way  of  the  mouth  and  passes 
into  the  gastrointestinal  tract,  where  it  may 
establish  itself  and  multiply.  Although  the 
virus  may  be  recovered  from  the  tongue,  the 
pharyngeal  wall,  and  the  large  and  small  in- 
testine, the  greatest  quantity  of  virus  is 
found  in  the  small  intestine.  The  virus  is 
only  rarely  found  in  the  nose,  and  the  char- 
acteristic lesions  of  poliomyelitis  are  not 
seen  in  the  olfactory  bulbs  of  human  beings. 
These  findings  indicate  that  the  nose  is  not 
an  important  portal  of  entry  of  the  virus  to 
the  central  nervous  system. 

Apparently  the  virus  is  widespread  in  the 
population  during  epidemic  periods,  and  can 
be  found  in  the  feces  of  a  large  proportion 
of  individuals  without  manifest  illness.  The 
virus  persists  in  the  feces  for  periods 
varying  from  a  few  weeks  to  several 
months.  It  would  appear,  therefore,  that 
the  alimentary  tract  is  the  primary  site 
of  attack  and  invasion  of  the  virus.  There 
is  no  general  agreement,  however,  as  to 
the  manner  in  which  the  virus  is 
spread  through  a  population.  Although 
it  has  been  demonstrated  in  feces,  sew- 
age, water,  flies,  and  food,  the  importance 
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of  these  possible  modes  of  spread  has  not 
been  determined.  Another  possible  method 
of  disseminating  the  virus  is  by  coughing 
or  sneezing,  since  the  virus  may  be  present 
in  the  nasopharynx.  Emphasis  at  the  present 
time,  however,  is  on  transmission  by  feces. 

The  virus  presumably  passes  beyond 
the  alimentary  tract  by  way  of  the  nerves 
and  travels  centripetally  up  the  axons 
to  the  central  nervous  system.  The  cranial 
nerves  V,  VII  and  IX  (oropharynx)  and  X 
(intestinal  tract),  as  well  as  the  sympathetic 
or  visceral  afferents  to  the  cord,  appear  to 
be  the  usual  pathways  to  the  central  nervous 
system.  The  virus  then  spreads  along  other 
nerve  cells,  damaging  the  anterior  horn  cells 
of  the  cord  and  in  some  instances  various 
parts  of  the  brain,  including  the  pons  and 
medulla,  mesencephalon,  diencephalon,  and 
motor  cortex. 

Various  other  factors  are  involved  in  the 
pathogenesis  of  poliomyelitis.  The  highest 
incidence  of  the  disease  occurs  during  the 
summer  months.  Fatigue,  chilling,  and  preg- 
nancy appear  to  be  predisposing  factors. 
There  seems  to  be  little  doubt  that  tonsillec- 
tomy performed  during  an  epidemic  period 
enhances  the  susceptibility  to  bulbar  polio- 
myelitis. 

Although  poliomyelitis  is  world  wide  in  its 
distribution,  large  seasonal  epidemics  are 
limited  to  certain  countries — namely,  the 
United  States,  Scandinavia,  Holland,  Aus- 
tralia, and  New  Zealand.  Recent  studies 
have  brought  out  the  interesting  finding  that 
epidemics  in  these  countries  have  arisen 
within  the  last  seventy  years. 

Di(ig)tosis 

At  the  present  time  the  diagnosis  of  polio- 
myelitis is  almost  entirely  dependent  on  clin- 
ical findings.  In  considering  the  manifesta- 
tions of  acute  poliomyelitis,  it  must  be  em- 
phasized that  the  disease  is  primarily  sys- 
temic in  nature  and  that  involvement  of  the 
central  nervous  system,  although  it  is  the 
most  characteristic  feature  of  poliomyelitis, 
occurs  in  only  a  small  percentage  of  patients. 
The  onset  is  similar  to  that  of  many  acute 
illnesses:  malaise,  headache,  low-grade  fe- 
ver, a  mild  soreness  of  the  throat,  nausea, 
and  occasionally  vomiting.  After  one  to  three 
days,  the  fever  and  symptoms  subside,  to  be 
followed  in  one  to  seven  days  by  a  more  se- 
vere illness,  with  an  exacerbation  of  the  in- 
itial symptoms  and  signs  of  central  nervous 


system  involvement.  This  sequence  of  events 
gives  rise  to  the  biphasic  fever  curve.  It 
should  be  pointed  out,  however,  that  this 
biphasic  illness  is  recorded  in  only  about 
a  fifth  of  the  cases,  probably  because  the 
initial  illness  is  so  mild  and  nonspecific 
that  it  is  overlooked  by  the  patient.  Further- 
more, there  seems  to  be  little  doubt  that  in 
a  large  number  of  patients  the  disease  does 
not  progress  beyond  the  initial  mild  illness; 
such  patients  have  no  signs  of  central  nerv- 
ous system  involvement,  and  the  spinal  fluid 
findings  are  negative.  This  type  is  frequent- 
ly referred  to  as  abortive  poUoinijcUti^. 

In  the  second  phase  of  the  febrile  disease, 
the  patient  appears  acutely  ill,  is  apprehen- 
sive, hyperirritable,  and  sweats  profusely. 
Headache  is  a  prominent  symptom,  particu- 
larly in  adults,  and  is  frequently  associated 
with  vomiting.  The  temperature  is  usually  ; 
101  to  103  F..  but  may  be  higher  in  the  bul- 
bar or  encephalitic  type  of  the  disease.  Vary- 
ing degrees  of  spasm  and  pain  in  the  muscles 
of  the  neck,  back,  and  posterior  thighs  are 
observed,  with  stiffness  of  the  neck  and  back. 
Attempted  flexion  of  the  neck  or  back  is 
painful.  The  Kernig  test  is  usually  positive. 
Here  again,  the  disease  may  terminate.  This 
type  is  referred  to  as  uonparuhjtic  or  prc- 
purahjiic  poUomijeUtifi. 

Spasm,  weakness  or  paralysis  of  other 
muscles  depends  on  the  distribution  and  se- 
verity of  the  lesions  in  the  central  nervous 
system,  and  occurs  usually  between  the  sec- 
ond and  fifth  day  of  the  febrile  illness.  It  is 
characteristic  of  poliomyelitis  that  the 
muscle  involvement  is  patchy  in  its  distribu- 
tion, affecting  a  group  of  muscles,  an  indi- 
vidual muscle,  or  a  portion  of  a  particular 
muscle.  The  lower  extremities  are  most 
commonly  involved,  although  any  of  the 
muscles  of  the  thorax,  abdomen  and  extremi- 
ties may  be  affected.  Muscle  spas))i  can  be 
felt  by  palpation  and  can  be  emphasized  by 
gentle  stretching.  The  paralysis  is  flaccid 
in  type,  and  its  distribution  does  not  coin- 
cide with  the  areas  of  spasm  or  sensitivity. 
It  has  the  characteristics  of  a  lower  motor 
neuron  paralysis  and  is  most  variable  in  its 
extent  and  distribution.  The  abdominal  and 
deep  reflexes  are  variable,  but  frequently  are 
depressed  or  absent.  Deformities  may  be  ob- 
served in  the  extremities,  back,  and  pelvis 
when  muscles  are  not  balanced  in  strength 
as  a  result  of  spasm  or  paralysis.   When  the 
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paralysis  is  total,  the  part  adopts  a  flail 
position. 

Clinical  manifestations  referable  to  in- 
volvement of  the  medulla  and  base  of  the 
brain  occur  in  only  a  small  proportion  of 
patients.  This  type  is  referred  to  as  bulba)- 
polionujelitis  and  presents  the  gravest  mani- 
festations of  the  disease.  One  or  more  of  the 
motor  cranial  nerves  may  be  affected,  caus- 
ing lid  lag,  strabismus,  facial  paralysis,  and 
paralysis  of  the  palate,  pharynx,  tongue,  or 
larynx.  More  serious,  however,  is  involve- 
ment of  the  respiratory  center  and  the  circu- 
latory center.  Involvement  of  the  respiratory 
center  is  manifested  by  anxiety,  restless- 
ness, increasing  pulse  rate,  and  variations 
in  the  rate  and  depth  of  respirations,  with 
prolonged  intervals  between  inspirations. 
As  failure  of  the  center  progresses,  there  is 
confusion,  delirium,  and  coma,  with  increas- 
ing periods  of  apnea  and  Cheyne-Stokes  res- 
piration. Atelectasis,  pulmonary  congestion, 
and  cyanosis  are  common  at  this  stage.  Pa- 
tients with  involvement  of  the  circulatory 
center  present  a  dusky  red  appearance,  a 
rapid  pulse  (150-200)  which  is  irregular  and 
thready,  and  a  pulse  pressure  which  may  be 
as  low  as  10  mm.  of  mercury.  As  circulatory 
failure  progresses,  the  blood  pressure  drops 
to  shock  levels,  the  pulse  is  imperceptible, 
and  the  skin  cold  and  clammy.  Delirium, 
coma,  and  hyperthermia  are  seen  in  the 
terminal  stage. 

A  more  diffuse  involvement  of  the  brain 
gives  rise  to  the  enccphalitic  form  of  polio- 
myelitis in  which  anxiety,  hyperexcitability, 
muscular  tremors  and  twitching,  delirium, 
coma,  and  occasionally  convulsions  are  the 
principal  symptoms. 

The  acute  febrile  illness  in  the  various 
forms  of  poliomyelitis  usually  does  not  last 
longer  than  four  to  seven  days,  and  during 
this  time  the  muscle  paralysis  reaches  its 
maximal  extent.  Muscle  spasm  and  pain  may 
continue,  however,  for  another  week  or  tv>'0 
after  the  fever  has  subsided. 

The  great  need  for  a  specific  diagnostic 
test  becomes  obvious  when  it  is  realized  that 
most  cases  are  of  the  abortive  or  nonparaly- 
tic type  and  are  difficult  to  differentiate 
from  other  infectious  diseases.  The  virus 
may  be  isolated  from  the  stools  of  patients 
by  inoculation  of  monkeys,  but  this  proced- 
ure is  expensive,  time-consuming,  and  re- 
quires technicians  with  special  skills  and  ex- 
perience.   Neutralization   tests   with   mouse- 


adapted  strains  of  poliomyelitis  have  not 
proved  to  be  of  any  value  in  diagnosis. 

The  spinal  fluid  is  usually  clear  or  only 
slightly  hazy,  and  under  normal  or  slightly 
increased  pressure.  The  cell  count  in  both 
paralytic  and  nonparalytic  infections  ranges 
from  10  to  500  per  cubic  centimeter,  but  is 
usually  less  than  100  cells  per  cubic  centi- 
meter. The  predominant  cells  are  small 
lymphocytes ;  the  number  of  polymorphonu- 
clear cells  is  variable,  particulaiiy  early  in 
the  illness,  but  rarely  exceeds  50  per  cent  of 
the  total.  The  proteins  are  increased  but 
usually  are  not  higher  than  60  to  125  mg. 
per  100  cc,  and  may  not  reach  maximum 
levels  until  the  second  or  third  week  of  ill- 
ness. The  spinal  fluid  sugar  and  chlorides 
are  within  normal  limits. 

Examination  of  the  blood  usually  reveals 
a  mild  leukocytosis  with  a  slight  shift  to  the 
left,  although  normal  counts,  particularly  in 
adults,  are  not  unusual.  The  sedimentation 
rate  remains  normal. 

Treatment 

There  is  no  specific  therapeutic  agent 
against  the  virus  itself.  Treatment  during 
the  acute  stage  is  symptomatic  and  support- 
ive, aimed  at  saving  life,  relieving  symp- 
toms, and  preventing  deformity.  The  patient 
is  isolated  according  to  the  regulations  of 
the  local  health  authorities.  It  must  be  ap- 
preciated, however,  that  the  large  number 
of  nonparalytic  cases  and  so-called  healthy 
carriers  of  the  poliomyelitis  virus  during  an 
epidemic  period  make  the  isolation  of  the 
relatively  few  manifest  cases  an  ineffective 
method  of  controlling  the  disease.  Since  the 
virus  is  found  in  the  stools  of  patients  for 
two  to  three  weeks  or  longer,  special  pre- 
cautions such  as  those  used  in  handling  ty- 
phoid stools  should  be  followed. 

Muscle  tenderness  and  pain  are  relieved 
by  proper  positioning,  together  with  the  in- 
termittent application  of  hot  wool  com- 
presses and  gentle  passive  motion.  In  gen- 
eral, sedatives  and  analgesics  are  contraindi- 
cated  because  of  possible  respiratory  failure, 
although  aspirin  can  be  used  if  desired. 
Curare  and  neostigmine  have  been  used  to 
relax  spasm,  but  they  are  not  advocated  for 
general  use  at  present.  Although  hypertonic 
solutions  of  glucose  have  been  used  in  the 
hope  of  relieving  cerebral  edema,  there  is  no 
evidence  that  such  an  effect  is  produced. 
Furthermore,  one  of  the  basic  principles  of 
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•  treatment  during  the  acute  stage  is  that  the 
patient  should  be  disturbed  as  little  as  pos- 
sible. The  indications  for  the  administration 
of  parenteral  fluids,  therefore,  are  the  same 
as  those  in  any  type  of  illness — namely,  to 
maintain  adequate  fluid  and  salt  balance. 

The  treatment  of  bulbar  poliomyelitis  pre- 
sents special  problems  which  require  careful 
observation  to  determine  the  indications  for 
immediate  therapy.  Most  of  the  deaths  are 
due  to  failure  of  the  respiratory  or  cardiac 
centers.  Oxygen  is  given,  usually  by  nasal 
catheter,  since  oxygen  tents  and  masks  make 
it  difficult  to  keep  the  pharynx  clear  of  mu- 
cus. It  is  extremely  important  to  keep  the 
throat  clear  of  secretions  by  postural  drain- 
age and  suction.  Tracheotomy  should  be 
performed  in  patients  with  obstruction  of 
the  airway  that  cannot  be  relieved  by  the 
usual  procedures.  In  the  presence  of 
pharyngeal  paralysis,  penicillin  and  possibly 
streptomycin  should  be  used  prophylactic- 
ally.  No  food  or  liquids  are  given  by  mouth. 
During  the  first  few  days  only  parenteral 
fluids  are  given.  When  the  patient's  condi- 
tion improves,  tube  feeding  is  instituted  and 
continued  until  adequate  amounts  can  be 
taken  by  mouth.  Moist  heat  is  used  to  relieve 
spasm  in  the  muscles  of  the  back,  thorax, 
and  abdomen,  which  may  be  interfering  with 
respiration.  The  respirator  may  be  of  great 
aid  to  patients  with  certain  types  of  respira- 
tory difficulty,  but  it  should  be  emphasized 
that  considerable  experience  and  judgment 
are  required  for  its  proper  use.  The  respira- 
tor is  most  helpful  in  those  cases  with  paral- 
ysis of  the  intercostal  muscles  and  the  dia- 
phragm, due  to  damage  of  the  anterior  horn 
cells  of  the  cord. 

Summary 

The  virus  of  poliomyelitis  is  found  in  the 
alimentary  tract  of  a  large  proportion  of  the 
population  during  epidemic  periods.  In  only 
a  small  percentage,  however,  does  it  invade 
the  central  nervous  system,  producing  the 
classical  paralytic  infection.  The  diagnosis, 
which  may  be  particularly  difficult  in  the 
abortive  and  nonparalytic  types,  is  almost 
entirely  dependent  on  the  clinical  manifesta- 
tions and  the  spinal  fiuid  findings.  Treat- 
ment during  the  acute  stage  is  symptomatic, 
requiring  intelligent  medical  and  nursing 
care  to  make  the  patient  as  comfortable  as 
possible  and  to  prevent  deformities  and  com- 
plications. 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


JosiAH  C.  Trent,  M.D.,  F.A.C.S.,  Editor 

Durham 

VIII 

WOUNDS  OF  THE  CHEST 

Injuries  to  the  thorax  are  related,  to  a 
singular  extent,  to  assaults  of  men  or  groups 
of  men  upon  one  another;  therefore  it  has 
been  chiefiy  during  wars  that  significant  ad- 
vances have  been  made  in  the  care  of  chest 
injuries.  The  present  methods  of  treatment 
of  wounds  of  the  chest  have  evolved  from  the 
utilization  of  new  techniques,  not  only  in 
thoracic  surgery  but  in  many  other  related 
fields.  War,  with  its  ingenious  methods  of 
destruction,  has  supplied  the  varied  and 
complex  wounds  needed  for  the  trial  and 
study  of  these  new  methods  of  therapy.  The 
improvement  in  the  care  of  thoracic  injuries 
has  been  due  to  the  following  factors:  (1) 
advances  in  the  understanding  of  the  physi- 
ology of  respiration ;  (2)  the  recognition  and 
adequate  treatment  of  shock  and  hemor- 
rhage: (3)  the  discovery  of  more  efficient 
methods  of  anesthesia  and  resuscitation  of 
pulmonary  function:  (4)  the  use  of  specific 
antibactei'ial  agents;  (5)  the  development 
and  amplification  of  certain  surgical  princi- 
ples peculiar  to  the  thorax. 

It  was  appreciated  as  early  as  the  time  of 
Hippocrates  that  open  wounds  of  the  chest 
are  serious  and  that  open  and  closed  wounds 
of  the  chest  can  frequently  cause  a  hemo- 
thorax and  embarrass  respiration.  Because 
the  mechanics  of  respiration  were  not  under- 
stood and  methods  of  diagnosis  were  poor, 
thoracic  surgery  was  for  the  most  part  con- 
fined to  the  evacuation  of  large  collections 
of  fluid  from  the  chest.  Hippocrates  de- 
scribed a  crude  method  for  determining  the 
presence  of  fluid  in  the  chest,  which  con- 
sisted of  violently  shaking  the  patient  and 
listening  for  the  slushing  sound  in  the  chest. 
Up  until  the  eighteenth  century  the  surgical 
significance  of  air  in  the  pleural  space  was 
not  known.  Hewson,  a  pupil  of  John  Hunter, 
first  described  a  pneumothorax  with  respira- 
tory embarrassment  that  was  relieved  by  as- 
piration of  air.  Other  than  simple  aspira- 
tions of  fluid  and  air  from  the  chest,  no  sig- 
nificant advances  occurred  in  the  care  of 
thoracic  wounds  until  the  twentieth  century. 
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The  advantage  of  complete  aspiration  of 
a  hemothorax  was  not  really  recognized  and 
generally  accepted  until  World  War  II.  As 
late  as  1941,  articles  were  published  recom- 
mending the  removal  of  only  enough  blood 
from  the  thorax  to  correct  respiratory  em- 
barrassment, while  some  groups  even  advo- 
cated substitution  of  air  for  the  aspirated 
blood.  The  fear  of  continued  intrathoracic 
hemorrhage  was  the  basis  for  the  above 
ideas.  Gradually  it  became  known  that  most 
pulmonary  hemorrhages  would  cease  spon- 
taneously without  a  blood  or  air  tamponade. 
The  cooperative  efforts  of  surgeons  in  World 
War  II,  in  the  Mediterranean  theater  of  op- 
erations, under  the  leadership  of  Dr.  Edward 
D.  Churchill,  led  to  the  elucidation  of  the 
modern  methods  of  handling  a  hemothorax. 
This  group  emphasized  that  blood  should  be 
completely  aspirated  from  the  chest  as  soon 
as  possible  to  prevent  the  formation  of  large 
blood  clots,  to  impede  the  formation  of  empy- 
ema, and  to  restore  pulmonary  function.  If, 
in  spite  of  repeated  aspirations,  the  blood 
did  clot,  thoracotomy  was  advocated  for  the 
removal  of  the  clots  and  the  fibrin  envelope 
of  the  lung.  Even  in  the  face  of  a  post- 
traumatic empyema,  the  procedure  was 
found  useful  with  the  help  of  various  anti- 
bacterial agents.  By  applying  the  principle 
of  obliteration  of  space  as  a  prophylaxis 
against  infection,  yet  attaining  this  end  by 
expansion  of  the  lung  and  restoration  of  pul- 
monary function,  these  surgeons  succeeded 
in  preventing  much  of  the  late  morbidity 
associated  with  chest  wounds. 

Though  an  open  chest  wound  was  known 
for  centuries  to  be  incompatible  with  life  in 
most  instances,  it  was  due  to  the  efforts  of 
the  surgeons  in  World  War  I  that  the  ur- 
gency of  immediate  airtight  closure  of  an 
open  chest  wound  was  realized.  Even  as  late 
as  1900,  it  was  argued  that  open  chest 
wounds  should  never  be  hermetically  sealed. 

Progress  in  the  care  of  the  more  complex 
pulmonary  injuries  has  paralleled  the  devel- 
opment of  thoracic  surgery.  With  the  use 
of  modern  anesthesia,  blood  transfusions, 
and  antibacterial  agents,  such  procedures  as 
the  control  of  hemorrhage,  exploration  of 
extensive  wounds  of  the  lung,  removal  of 
large  foreign  bodies,  repair  of  diaphrag- 
matic defects,  and  treatment  of  combined 
thoraco-abdominal  injuries  are  approached 
without  hesitation.  Though  the  groundwork 
had  been  laid  for  the  approach  to  these  more 


complicated  problems  before  World  War  II, 
it  was  certainly  the  extensive  application 
of  the  new  principles  of  thoracic  surgery  by 
surgeons  of  that  war  that  advanced  our 
understanding  and  care  of  these  comjilex 
chest  wounds. 

As  the  first  principle  in  the  care  of  a  chest 
wound  is  the  restoration  of  respiratory  func- 
tion, newer  methods  of  pulmonary  resusci- 
tation have  evolved.  When  the  more  compli- 
cated injuries  of  the  chest  reached  the  sur- 
geon, it  was  realized  that  many  patients 
were  literally  drowning  in  their  own  secre- 
tions. With  the  perfection  of  bronchoscopy 
and  its  extensive  use  by  the  thoracic  sui'geon, 
the  necessity  for  the  aspiration  of  excessive 
secretions  in  the  lung  was  appreciated.  The 
retained  secretions  were  largely  due  to  con- 
tusion of  the  lung  and  the  inability  to  cough 
because  of  pain.  The  use  of  nerve-blocks  for 
the  control  of  chest  pain  in  order  to  allow 
coughing,  and  the  inhalation  of  high  concen- 
trations of  oxygen  were  used  with  broncho- 
scopy to  tide  the  seriously  injured  chest 
casualty  over  the  critical  first  few  hours. 

Injury  to  the  lung  from  non-penetrating 
wounds  has  been  observed  since  early  times. 
Surgeons  in  World  War  I  described  deaths, 
without  evident  wounds,  from  high  explosive 
shells.  In  World  War  II,  when  more  power- 
ful explosives  were  used  against  greater  con- 
centrations of  people,  more  closed  chest  in- 
juries were  encountered.  It  was  found  that 
a  high-explosive  shell-blast  produced  a  posi- 
tive pressure  wave  of  such  intensity  that  the 
thoracic  cage  was  actually  compressed  and 
the  underlying  lung  contused.  With  exten- 
sive demolition  of  buildings  by  explosives, 
more  people  suffered  injuries  from  blunt  ob- 
jects that  likewise  caused  lung  contusion. 
Thus  the  syndrome  of  "traumatic  wet  lung" 
came  to  be  described,  and  appropriate  meth- 
ods for  improving  oxygen  exchange  in  the 
edematous  lung  were  applied  to  these  pa- 
tients. 

The  present-day  treatment  of  chest  in- 
juries has  evolved  as  advances  have  been 
made  not  only  in  thoracic  surgery  but  in 
many  allied  fields.  With  each  greater  and 
more  destructive  war,  the  complexity  of 
chest  trauma  has  increased,  serving  to  pro- 
vide the  material  whereby  all  the  newer  ad- 
vances in  thoracic  surgery  can  be  assembled 
and  applied  to  injuries  of  the  chest. 

Will  C.  Sealy,  M.D. 

Duke  Hospital 

Durham,  North  Carolina 
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POLIOMYELITIS 

North  Carolina  is  experiencing  the  worst 
epidemic  of  poliomyehtis  in  its  history,  with 
more  than  a  thousand  cases  reported  by  the 
end  of  July.  Throughout  the  course  of  this 
epidemic,  the  State  Health  Department  has 
wisely  given  the  exact  truth  about  the  situ- 
ation. The  National  Foundation  has  come 
to  the  aid  of  the  medical  and  nursing  pro- 
fessions of  the  state  in  their  fight  against 
this  modern  plague,  and  again  we  are  in- 
debted to  this  organization  for  its  timely 
help. 

It  is  natural  to  fear  a  disease  that  can  not 
only  kill  but  cripple  its  victims ;  but  it  is  well 
not  to  lose  all  sense  of  relative  values.  We 
read  almost  daily  with  little  emotion — unless 
a  friend  or  relative  is  concerned — of  high- 
way accidents  that  kill  and  cripple  more 
people  every  month  than  will  the  whole  an- 
nual epidemic  of  polio.   The  people  of  neigh- 


boring states  fear  for  North  Carolinians  to 
cross  their  borders — forgetting  that  the 
automobile  is  more  dangerous  than  the  polio 
virus. 

Since  there  is  so  much  misinformation 
about  the  disease,  and  since  doctors  are  con- 
stantly being  asked  questions  that  may  be 
hard  to  answer,  it  seems  pertinent  to  reprint 
here  some  observations  on  polio  that  have 
been  made  by  Dr.  Charles  P.  Stevick,  State 
Epidemiologist: 

(1)  The  virus  is  known  to  be  present  in  the  throat 
and  alimentary  tract  of  practically  all  patients. 

(2)  Flies  have  been  found  to  be  infected  in  cer- 
tain epidemic  areas. 

(3)  Approximately  70  per  cent  of  adults  tested 
have  been  found  to  have  a  considerable  immunity 
to  the  disease,  as  shown  by  studies  of  their  blood 
serum. 

This  last  fact  would  possibly  indicate  a  high  at- 
tack rate  of  the  disease  in  the  early  years  of  life 
so  that  the  percentage  of  immunity  of  the  various 
age  groups  would  be  progressively  higher  in  the 
older  groups. 

This  would  explain  the  fact  that  there  is  a  low 
incidence  of  the  disease  in  the  age  group  under  one 
year.  As  in  the  case  of  diphtheria,  an  immune 
mother  probably  transmits  her  immunity  to  her 
children,  who  are  protected  by  it  for  their  first  six 
to  nine  months  of  life. 

Since  there  is  a  group  amounting  to  10  per  cent 
of  the  adult  population  which  is  theoretically  sus- 
ceptible, a  corresponding  percentage  of  infants 
under  nine  months  would  not  be  protected  by  in- 
herited immunity. 

(4)  There  are  no  specific  early  symptoms  of  the 
disease;  that  is.  unless  muscle  symptoms  appear, 
the  diagnosis  is  difficult  and  often  impossible  to 
make. 

We  suspect  that  large  numbers  of  cases  occur 
that  are  so  mild  that  they  pass  unnoticed,  and  pos- 
sibly an  even  larger  number  of  persons  become  in- 
fected and  develop  immunity  without  having  any 
symptoms  at  all. 

It  has  been  said  by  one  authority  that  paralysis 
could  almost  be  considered  a  complication  of  the 
disease   rather  than   a   standard   symptom. 

(.5)  Members  of  families  where  there  has  been 
a  case  have  been  found  in  certain  instances  to  har- 
bor the  virus  in  their  intestinal  tracts  without  hav- 
ing symptoms. 

This  infection  of  the  family  members  does  not 
necessarily  come  from  the  patient  that  is  present 
there.  L'sually,  it  seems,  all  members  of  such  a 
family  have  become  infected  at  about  the  same  time 
so  that  if  more  than  one  case  occurs  in  the  family, 
the  dates  of  onset  are  quite  close,  perhaps  only  a 
few  days  apart. 

(6)  The  virus  has  been  found  in  city  sewerage 
systems  when  cases  were  located  in  houses  con- 
nected to  the  line.  This  has  not  been  a  constant  find- 
ing, however. 

(7)  The  virus  is  fairly  resistant.  It  survives 
freezing  for  weeks,  and  resists  the  action  of  solu- 
tions of  chlorine  that  will  kill  typhoid  bacilli. 

From  these  facts  two  conclusions  might  be  drawn, 
among  others: 
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First,  there  is  probaI:ily  a  rather  wide  dissemina- 
tion of  the  virus  in  an  epidemic  area,  both  in  the 
susceptible  members  of  the  population  and  in  cer- 
tain parts  of  the  environment. 

Second,  there  are  probably  several  modes  of 
spread  of  the  virus  from  the  infected  persons,  both 
by  direct  and  indirect  contact. 

In  spite  of  the  present  knowledge  about  the  exist- 
ence of  the  virus  in  intestinal  excretions,  the  most 
common  mode  of  spread  is  thought  by  most  of  the 
authorities  to  be  by  respiratory  discharges  during 
conversation,  coughing,  etc. 

It  may  be  that  control  programs  have  been  in- 
efficient in  the  past  because  of  the  comparatively 
limited  measures  taken. 

You  can  well  see  that  such  measures  must  en- 
compass the  entire  area  surrounding  the  epidemic 
focus  and  must  require  the  complete  cooperation  of 
the  public.  This  is  impossible  without  bringing  all 
business  to  a  halt  and  restricting  completely  the 
normal   routine   of  living. 

The  control  of  certain  epidemics  by  fly  abatement 
has  not  proven  effective. 


A  COSTLY  EXPERIMENT 

One  of  the  most  stimulating  and  thought- 
provoking  periodicals  that  come  to  the  edi- 
torial desk  of  the  North  Carolina  Medical 
Journal  is  the  Harding  College  Monthly 
Letter,  in  which  Dr.  George  S.  Benson,  presi- 
dent of  Harding  College,  Searcy,  Arkansas, 
expresses  his  opinions  about  many  things — 
chieflv  the  problems  of  our  government.  In 
the  July  number  he  comments  on  the  recent 
proposal  of  twenty-one  labor  unions  that  the 
government  take  over  the  railroads  perma- 
nently. 

During  World  War  I,  Dr.  Benson  reminds 
his  readers,  "the  government  lost  $2,000,000 
a  day  while  running  the  nation's  railroads 
.  .  .  even  though  they  found  it  necessary  to 
jump  the  freight  rates  110  per  cent!"  Dur- 
ing World  War  II,  in  contrast,  when  the  rail- 
roads were  kept  under  private  ownership, 
"There  was  no  increase  in  freight  rates,  and 
the  railroads  paid  $4,000,000  a  day  to  the 
federal  government  in  taxes.  This  means 
that  under  private  management,  our  people 
were  ahead  at  least  $6,000,000  a  day  .  .  . 
over  two  billion  dollars  a  year!" 

What  is  true  of  the  railroads  is  true  of 
other  industries  as  well.  Government  control 
always  makes  for  extravagance.  Just  now 
Uncle  Sam  has  his  hands  full  as  he  helps 
to  feed  Europe  and  at  the  same  time  to  fi- 
nance England's  noble  experiment  in  social- 


ism. Let  us  hope  that  the  next  administra- 
tion will  wait  to  see  how  England  makes 
out  with  her  "nationalization"  program  be- 
fore announcing  that  the  United  States  "is 
having  the  same." 


THE  SUPPLEMENT  TO  THE 
AUGUST  ISSUE 

This  year,  for  the  first  time,  the  roster  of 
members  of  the  Medical  Society  of  the  State 
of  North  Carolina  is  being  published  separ- 
ately, as  a  supplement  to  the  August  issue, 
instead  of  being  incorporated  in  the  maga- 
zine. A  list  of  the  oflicers  and  committees 
of  the  Society  is  included  in  the  supplement, 
thus  making  it  a  real  directory  of  the  So- 
ciety. 

Two  important  considerations  influenced 
the  editorial  board  in  its  decision  to  make 
this  change.  The  first  of  these  was  economic. 
Each  year  several  hundred  reprints  of  the 
roster  have  to  be  made  in  order  to  supply  the 
continued  demand  for  copies  throughout  the 
year.  Since  the  whole  August  issue,  which 
formerly  contained  the  roster,  sells  for  50 
cents,  the  reprints  could  not  be  sold  for  more 
than  this  amount.  Now  that  the  roster  no 
longer  appears  in  the  August  issue,  it  is 
reasonable  to  increase  the  charge  for  extra 
copies  to  $1.00  in  the  hope  of  making  money 
for  the  Society.  This  hope  should  be  fully 
realized  next  year,  if  the  present  plans  to 
sell  advertising  space  in  the  supplement  are 
carried  through. 

The  other  consideration  was  that  of  con- 
venience to  our  subscribers.  Many  doctors 
use  the  roster  constantly  throughout  the 
year  in  their  correspondence  with  other 
members  of  the  State  Society.  The  heavier 
cover  and  smaller  bulk  of  the  supplement 
this  year  should  make  it  more  durable  and 
handier  to  keep  on  the  desk  for  easy  refer- 
ence. 

Another  change  which  becomes  effective 
with  this  issue  was  based  entirely  on  rea- 
sons of  economy.  That  is  the  increase  in  the 
price  of  single  copies  of  the  Journal  from 
30  cents  to  50  cents.  There  has  been  no 
change  in  the  annual  subscription  rate  of 
$3.00,  but  the  editorial  board  felt  that  the 
extra  charge  for  single  copies  was  justified 
by  the  additional  trouble  and  expense  of 
mailing  such  copies  upon  request. 
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A  VALUABLE  SUGGESTION* 

We  are  in  receipt  of  a  communication  of 
considerable  merit  from  a  valued  corre- 
spondent which  we  take  the  liberty  of  quot- 
ing nearly  in  full : 

I  wish  to  call  your  attention  to  a  situation 
which  has  given  me  considerable  anxiety, 
namely,  your  reference  to  "Organized  Medi- 
cine." As  a  doctor  interested  in  my  profes- 
sion, I  understand  the  genesis  of  that  term 
and  what  it  wishes  to  convey.  However,  it  is 
a  term  that  is  quite  ambiguous  and  poten- 
tially may  be  harmful  for  the  profession 
from  a  sociologic  viewpoint.  Some  of  my 
friends  who  are  professional  people  and 
successful  businessmen,  interested  in  the 
social  aspects  of  medicine,  have  spoken  to 
me  about  it.  They  pointed  out  the  fact  that 
engineers  refer  to  the  engineering  pro- 
fession, lawyers  refer  to  the  legal  profession, 
and  teachers  to  the  teaching  profession, 
whenever  they  discuss  their  profession  as 
such. 

However,  doctors  speak  of  '"Organized 
Medicine"  when  they  wish  to  refer  to  the 
medical  profession.  It  conveys  at  times  a 
meaning  far  from  what  it  is  intended  to  be. 
The  lay  person  thinks  of  the  expression 
"organized"  as  an  organization  for  the  pur- 
pose of  furthering  the  interests,  generally 
economic,  of  the  members  of  a  particular 
organization,  as  a  labor  union,  etc.  They 
therefore  associate  the  expression  "Organ- 
ized Medicine"  as  consisting  of  doctors  pri- 
marily organized  for  the  purpose  of  further- 
ing their  own  personal  and  economic  con- 
ditions, and  they,  therefore,  react  to  that 
expression  with  hostility,  conscious  or  un- 
conscious. Wouldn't  it  be  advisable  hereafter 
to  change  the  term  "Organized  Medicine" 
to  "Medical  Profession"? 

We  think  this  suggestion  so  valuable,  as  a 
means  of  improving  public  understanding, 
that  in  the  future  no  use  will  be  made  of  the 
term  "Organized  Medicine"  in  our  editorial 
columns.  We  urge  that  others  who  agree 
\\ith  us  adopt  the  term  "Medical  Profession" 
as  standard  usage. 

We  also  oflFer  the  suggestion  that  editorial 
writers  and  speakers  on  medical  subjects 
discard  other  terms  which  in  our  opinion  do 
not  convey,  at  least  in  modern  times,  an 
accurate  impression.  One  hears  doctors 
speaking  of  the  public  as  "the  laity."    This 
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is  a  holdover  from  a  time  when  medicine  was 
practiced  by  ecclesiastic  practitioners  and  at 
that  time  could  properly  be  used.  However, 
in  these  days  the  expression  is  inaccurate 
and  by  implication  attributes  to  the  medical 
profession  a  status  which  it  no  longer  occu- 
pies, except  perhaps  in  a  few  instances. 

Many  more  archaic  expressions  could  be 
found,  with  some  research,  Avithout  which 
medical  writers  and  speakers  would  be  no 
whit  hampered  in  writing  or  speaking  and 
which  they  use  rather  thoughtlessly  with 
little  regard  to  the  accuracy  of  the  meaning 
in  modern  times.  However,  we  content  our- 
selves with  these  two,  believing  that  if  we 
can  accomplish  that  much,  something  will 
have  been  done. 

CANCER  —  VOLUME  I,  NUMBER  1 

The  first  number  of  the  official  journal  of 
the  American  Cancer  Society,  dated  May, 
1948,  is  a  handsome  volume  of  one  hundred 
seventy-six  pages.  The  journal  —  entitled 
simply  Cuncer — is  to  be  published  bimonthly 
by  Paul  B.  Hoeber.  The  first  issue  is  dedi- 
cated, most  fittingly,  to  the  memory  of  James 
Ewing,  "American  Pioneer  in  the  Field  of 
Neoplastic  Disease." 

The  editor,  Dr.  Fred  W.  Stewart,  begins 
the  publication  with  an  "Apologia"  which 
makes  an  excellent  case  for  the  publication 
of  a  journal  devoted  exclusively  to  cancer : 
"Cancer  has  become  a  part  of  the  activity  of 
every  practitioner  of  medicine  .  .  .  there  is  in 
America  today  no  journal  that  accepts  for 
publication  papers  dealing  with  all  aspects 
of  the  cancer  field :  clinical,  experimental  and 
educational." 

This  number  contains  a  well  balanced  col- 
lection of  eight  papers  and  a  section  entitled 
"Current  Cancer  Literature,"  in  which  "All 
original  articles  appearing  in  American  and 
foreign  .  .  .  journals  will  be  listed  and  those 
of  more  than  unusual  interest,  abstracted." 
The  fact  that  fifty-two  pages  are  devoted  to 
the  articles  that  have  appeared  in  the  four 
months  from  September  to  December,  1947, 
indicates  that  the  field  must  have  been  well 
covered. 

Dr.  Stewart  has  a  strong  editorial  advis- 
ory board.  The  printing  of  the  journal  is 
excellent,  and  the  cuts  are  clear.  There 
should  be  a  mission  for  such  a  publication, 
and  the  North  Carolina  Medical  Journal 
off'ers  Dr.  Stewart  and  his  editorial  cabinet 
very  best  wishes  for  the  success  of  the 
undertaking. 
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BCG  vaccine,  prepared  under  ideal  conditions  and 
administered  to  tuberculin  negative  persons  by 
approved  techniques,  can  be  considered  harmless. 
On  the  basis  of  studies  reported  in  the  European 
and  American  literature,  an  appreciable  reduction 
in  the  incidence  of  clinical  tuberculosis  may  be  an- 
ticipated when  certain  groups  of  people  who  are 
likely  to  develop  tuberculosis  because  of  unusual 
exposure,  inferior  resistance,  or  botli,  are  vaccinated. 

BCG  VACCINATION  IN  ALL  AGE  GROUPS 

BCG  (Bacillus  of  Calmette  and  Guerin)  is  a 
bovine  tubercle  bacillus  isolated  in  190G.  The  viru- 
lence of  the  organism  was  reduced  by  culturing  it 
on  a  bile  potato  medium  for  13  years.  This  avirulent 
organism  when  inoculated  into  animals  prodviced 
local  nodular  lesions  without  progression  or  gener- 
alization of  the  process.  Shortly  thereafter  the  inoc- 
ulated animals  showed  a  measure  of  resistance  to 
progressive  infection  with  virulent  tubercle  bacilli. 
VVitn  the  assurance  that  the  organism  was  harmless 
and  that  it  offered  a  degree  of  protection  against 
virulent  tubercle  bacilli,  human  application  was  be- 
gun in  1921  in  Paris.  Since  that  time  it  is  estimated 
that  some  ten  million  vaccinations  have  been  per- 
formed throughout  the  world. 

The  study  reported  here  represents  the  longest 
continuous  experiment  on  BCG  vaccination  in  the 
United  States.  From  experience  over  a  period  of  13 
years,  it  can  be  stated  unconditionally  that  BCG  is 
safe,  a  fact  that  has  had  verification  the  world  over. 

The  major  premise  of  this  study  was  that  BCG 
should  supplement  present  methods  of  early  diag- 
nosis and  segregation.  The  manner  of  application 
of  the  BCG  vaccine  was  by  the  multiple  puncture 
method.  In  thousands  of  vaccinations  by  this  method 
complications  have  been  practically  nil. 

The  groups  studied  were: 

1.  Newborn  Infants — The  children  in  this  group 
came  from  households  in  which  no  tuberculosis  could 
be  demonstrated  by  roentgen  examination.  The  in- 
fants were  vaccinated  or  accepted  as  controls  before 
they  left  the  hospital,  and  no  isolation  was  practiced. 

There  were  1,417  infants  vaccinated  during  the 
first  week  of  life.  Three  months  later  over  99  per 
cent  of  these  infants  had  become  tuberculin  positive. 
Six  and  a  half  years  after  the  single  vaccination 
almost  80  per  cent  of  those  tested  were  still  tuber- 
culin positive.  Among  the  1,414  infants  in  the  un- 
vaccinated  control  group,  44  per  cent  were  positive 
at  the  end  of  eight  and  a  half  years.  This  high  rate 
of  tuberculin  conversion  of  the  controls  indicates 
the  degree  of  exposure  for  both  vaccinated  and  con- 
trol groups. 

There  were  11  cases  of  tuberculosis  with  one 
death  in  the  vaccinated  group  and  39  cases  with 
seven  deaths  in  the  controls.  This  study  has  been 
in  progress  for  10  years. 

2.  Infants  Born  of  Tuberculous  Parents — Isola- 
tion was  practiced  for  the  controls  and  vaccinated 
alike  for  a  period  up  to  12  weeks.  Children  were  re- 
turned to  their  families  only  if  examinations  of 
concentrated  sputum  of  the  tuberculous  member 
were  negative. 


There  were  two  cases  of  tuberculosis  in  the  vac- 
cinated group  of  which  one  was  hospitalized  and 
none  died  as  compared  with  five  cases  in  the  control 
group  all  of  which  were  hospitalized  and  four  died. 

3.  Student  Nurses — Entering  students  were  tu- 
berculin tested  and  vaccinated  and  did  not  go  in 
wards  for  a  month.  The  vaccinated  student  nurses 
worked  in  the  tuberculosis  hospital  while  the  con- 
trol negative  reactors  did  not.  Despite  the  difference 
m  exposure  no  cases  of  pulmonary  tuberculosis 
developed  among  142  vaccinated  nurses  and  there 
were  three  cases  in  the  199  controls.  There  were 
three  additional  cases  among  the  tuberculin  posi- 
tive reactors.  This  study  has  been  in  progress  for 
seven  years. 

4.  Medical  Students— These  students  were  X- 
rayed  and  tuberculin  tested,  and  109  negative  re- 
actors who  desired  it  were  vaccinated.  The  control 
group  consisted  of  those  who  refused.  Among  the 
vaccinated  there  were  no  cases  of  pulmonary  tuber- 
culosis but  four  cases  wei-e  reported  in  the  nonvac- 
cinated  group.  This  study  was  begun  seven  years 
ago. 

5.  Children   in   a    Federal    Housing   Project — The 

entire  community  was  first  examined  roentgenolog- 
ically  and  those  with  active  pulmonary  disease  were 
isolated.  Alternate  children  who  did  not  react  to 
tuberculin  were  vaccinated.  In  the  625  unvaccinated 
negative  reactors  there  were  four  cases  of  tuber- 
culosis and  no  deaths.  Among  the  275  tuberculin 
positive  reactors  there  were  two  cases  of  active 
tuberculosis  with  one  death.  Another  death  from 
tuberculosis  occurred  in  a  child  whose  tuberculin 
reaction  was  not  recorded  but  whose  original  X-ray 
of  the  chest  was  negative.  There  were  no  case's 
among  the  699  vaccinated  children.  This  study  is 
now  in  its  sixth  year. 

6.  Inmates  of  a  Mental  Institution — After  a 
roentgen  survey  and  tuberculin  testing,  the  persons 
with  active  disease  were  isolated.  Seven  months 
after  retesting,  alternate  negative  reactors  were 
vaccinated.  There  was  no  pulmonary  tuberculosis  in 
the  20  patients  vaccinated  and  one  "case  of  bilateral 
minimal  arrested  pulmonary  tuberculosis  in  15  con- 
trols. 

The  eflicacy  of  the  vaccine  appears  well  docu- 
mented in  this  study.  The  morbidity  and  mortality 
rates  from  tuberculosis  were  reduced  appreciably 
after  vaccination.  The  extent,  severity,  duration  and 
sequelae  of  the  pulmonary  lesions  when  they  did 
occur  in  the  vaccinated  were  less  extensive,  of 
shorter  duration  and  calcified  earlier  than  those 
in  the  nonvaccinated. 

The  portion  of  our  population  who  would  benefit 
most  by  the  vaccination  would  seem  to  be  those 
from  susceptible  races  and  those  unduly  exposed  to 
tuberculosis  in  all  age  groups.  It  is  again  stressed 
that  those  who  are  vaccinated  should  have  a  period 
of  at  least  one  month  before  and  after  vaccination 
when  there  is  no  direct  contact  with  virulent  tubercle 
bacilli. 

BCG  Vaccination  in  All  .\ge  Groups,  Sol  Rov 
Rosenthal,  M.D.,  Eleanor  I.  Leslie,  M.D.,  and  Erhard 
Loewinsohn,  M.D.,  The  .lournal  of  the  American 
Medical  Association,  Januarv   10,  1948. 


Our  advertisers  are  always  interested  in  proof 
that  their  message  is  seen.  Most  offer  free  samples 
and  literature.  Just  a  penny  postal  from  vou  will 
serve  to  indicate  that  The  North  Carolina  "Medical 
.lournaj  is  read  .  .  .  Make  it  a  habit,  for  in  that  way 
both  of  us  profit:  You  learn  more  about  new  prod- 
ucts of  proven  value,  and  we  can  show  our  adver- 
tisers that  physicians  of  the  state  read  their  pro- 
fessional house  organ. 
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Home-Town  Care  of  Veterans 

To  the  Editor : 

I  am  enclosing  a  statement  from  the  Com- 
mittee on  Home  Care  of  Veterans  of  the 
State  Medical  Society.  I  would  appreciate  it 
very  much  if  you  would  publish  this  in  the 
Journal. 

Sincerely  yours, 

E.  McG.  Hedgpeth,  M.D. 

For  the  past  two  years  Hospital  Saving 
Association  has  been  acting  as  intermediary 
between  the  Veterans  Administration  on  one 
hand  and  the  doctors  and  veterans  on  the 
other  hand  in  carrying  out  the  Home  Service 
Program  of  the  Veterans  Administration. 
The  Executive  Committee  of  the  State  So- 
ciety approved  the  schedule  of  fees,  which 
was  previously  approved  by  a  special  com- 
mittee of  seven  physicians,  and  each  doctor 
in  the  state  was  sent  a  printed  schedule,  the 
main  points  of  the  program  were  outlined, 
and  a  simple  agreement  to  handle  was  op- 
tional with  each  physician. 

The  number  of  physicians  agreeing  to 
handle  this  program  amounted  to  approxi- 
mately 1,500,  and  the  program  had  a  very 
definite  possibility  for  success.  Incidentally, 
fourteen  other  states  in  the  United  States 
were  handling  the  same  type  of  program. 

Two  years  have  passed.  The  amount  of 
detail  has  been  terrific.  The  program  was 
new.  The  doctors,  Hospital  Saving  Associa- 
tion, and  the  Veterans  Administration  itself 
had  much  to  learn.  In  several  states  the  local 
Veterans  Administration  personnel  was  not 
in  favor  of  this  program  and  hampered  it  in 
many  ways.  Hospital  Saving  Association  felt 
they  did  not  get  full  cooperation  from  the 
Veterans  Administration  in  North  Carolina 
at  first,  but  the  situation  seems  to  be  better 
now.  Hospital  Saving  Association  has  been 
blamed  by  many  doctors  for  administrative 
inefliiciency,  but  we  want  to  assure  you  that 
the  red  tape  and  miscellaneous  administra- 
tive procedures  have  been  beyond  their  con- 
trol. 

Thit<  Ls-  ivhat  theij  have  done  for  ijoii: 

1.  They  have  made  prompt  payment  for 
services,  where  forms  were  completed,  and 
assumed  the  heavy  responsibility  of  getting 
actual  reimbursement  from  the  government. 
This  takes  manv  months,  and  for  more  than 


a  year  they  have  carried  approximately  $50,- 
000.00,  paid  to  doctors,  but  uncollected  from 
the  Veterans  Administration. 

2.  They  have  tried  very  hard  to  protect 
you  and  the  veteran  in  your  right  to  treat 
your  own  patients  and  the  veteran's  right  to 
go  to  a  physician  of  his  choice. 

3.  They  are  constantly  working  with 
other  intermediary  plans  in  other  states  to 
establish  uniform,  simplified  procedures  for 
the  whole  program.  In  fact,  Mr.  Crawford, 
executive  vice  president  of  Hospital  Saving 
Association,  is  a  member  of  the  National 
Committee  to  perfect  procedures,  and  your 
chairman  of  the  Veterans'  Affairs  Commit- 
tee of  the  State  Medical  Society  has  attended 
several  meetings  involving  lengthy  discus- 
sions of  the  red  tape  involved,  that  is  typical 
all  over  the  United  States. 

The  present  dilemma 

Some  doctors,  not  understanding  all  facts, 
have  by-passed  the  Hospital  Saving  Associa- 
tion and  dealt  directly  with  the  Veterans  Ad- 
ministration. They  gain  nothing  by  doing 
this,  as  they  receive  no  larger  fees  and  fill 
out  the  same  forms.  The  amount  of  volume 
thus  lost  has  been  large  enough  to  cause 
financial  loss  to  Hospital  Saving  Association 
in  handling  on  their  small  administrative 
charge  of  8  per  cent.  In  other  words,  they 
need  the  active  sivpport  of  all  doctors  in 
order  for  them  to  render  the  right  service, 
so  that  united  we  can  positively  see  that  the 
veteran  gets  the  free-choice  service  to  which 
he  is  entitled. 

Your  cooperation  is  essential  to  make  this 
program  work,  and  the  basic  steps  necessary 
are  as  follows : 

1.    Send  in  request  for  treatment  i)i  time. 

(a)  Emergency,  service-connected — 
You  have  fifteen  days'  limit. 

(b)  Non-emergency — Send  in  request 
before  treatment  to  be  sure  you 
are  protected. 

Confine  your  treatments  to  the 
"period  covered"  in  authorization. 
This  is  typed  in  lower  right-hand  corn- 
er of  authorization. 

Hospital  Saving  Association  is  pow- 
erless to  help  you  unless  the  service  is 
rendered  in  accordance  with  authoriza- 
tion. 

Emergency  hospital  admission  or 
other  serious  cases  or  a  discrepancy  in 
the  written  authority  can  be  handled 
by  a  collect  telephone  call  to  Veterans 
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Administration  in  Winston-Salem. 
Verbal  authority  will  be  handled  sub- 
sequently by  written  authorization 
through  Hospital  Saving  Association, 
and  other  procedures  will  be  the  same. 
At  present  each  case  requires  two  signed 
papers  from  you : 

1.  A  statement  of  charges. 

2.  Simple  report  of  treatment,  or  in  case 
of  an  examination,  a  report  of  the  findings. 
(The  form  used  for  this  latter  examination 
is  at  present  a  long  one,  but  please  under- 
stand you  are  to  fill  out  only  the  applicable 
portion,  often  one  very  small  section.) 

No  government  agency  can  disburse  funds 
without  certain  minimum  formalities. 
Therefore,  you  must  take  some  }'espo)isibility 
for  minimum  red  tape. 

The  National  Committee  on  this  home- 
town service  meets  again  on  June  16-17  and 
their  recommendation  for  further  simplifica- 
tion will  materially  facilitate  the  program 
soon. 

The  Veterans  Administration  in  Washing- 
ton apparently  is  very  sincere  in  desiring 
uniformity  and  simplicity. 

Your  Veterans'  Affairs  Committee  earn- 
estly urges  you  to  give  this  program  your 
wholehearted  support.    Your    reaction    will 
determine  the  success  or  failure  of  this  free 
choice  of  physicians  by  the  veterans. 
Sincerely  yours, 
Everett  I.' Bugg,  M.D. 
J.  H.  McNeill,  M.D. 
E.  McG.  Hedgpeth,  M.D., 

Chairman 
Committee  on  Home  Care  for 
Veterans. 


PUBLIC  RELATIONS 


Procaine  Penicillin  G  Added  by  Winthrop-Stearns 

Winthrop-Stearns,  Inc.,  has  added  to  its  line  of 
pharmaceuticals  the  newly  developed  Procaine 
Penicillin  G  in  Oil  for  intramuscular  injections,  Dr. 
Theodore  G.  Klumpp,  president,  announced  recently. 

Notable  among  many  advantages  of  the  new 
development  is  that  it  maintains  the  therapeutic 
blood  level  of  penicillin  over  a  period  of  9(5  hours 
in  a  great  many  patients.  Dr.  Klumpp  said.  In  con- 
sequence, in  most  infections  only  a  single  injection 
of  1  cc.  Procaine  Penicillin  G  need  be  given  every 
other  day  as  against  daily  or  more  frequent  injec- 
tions in  other  forms.  For  resistant  and  overwhelm- 
ing infections  and  for  syphilis,  daily  injections  are 
recommended. 

Each  1  cc.  contains  300,000  units  of  penicillin  in 
free-flowing  thixotropic  suspension,  containing  2 
per  cent  of  the  new  dispersing  agent,  aluminum 
monosterate.  With  this  new  agent,  dosages  need  not 
be  heated  before  injection  and  a  fine  suspension  is 
formed  by  slight  shaking.  It  is  easy  to  administer 
dosages  intramuscularly. 


HOW  RELATIONS  BETWEEN  THE 

MEDICAL  PROFESSION  AND  THE 

GENERAL  PUBLIC  CAN  BE 

IMPROVED- 

In  the  country  that  contributed  the  most 
towards  medical  enlightenment,  the  people 
have  developed  an  attitude  towards  their 
potential  saviors  of  complete  misunder- 
standing, distrust,  or  indifi'erence. 

The  fault  lies  with  both  sides.  The  public 
does  not  understand  the  doctor's  methods, 
explanations,  fees.  The  doctors  either  do 
not  realize  or  do  not  care  how  medically  un- 
educated most  people  are. 

Even  intelligent  people  are  procrastinat- 
ors  about  seeking  medical  advice.  The  im- 
portance of  detecting  disease  in  the  early 
stages  should  be  impressed  on  everyone;  the 
proud  poor  should  be  told  that  no  doctor  ex- 
pects to  receive  payment  from  every  patient. 

If  doctors  explained  to  their  patients  in 
simple  terms  exactly  what  was  wrong  with 
them  and  why  certain  medicines  and  treat- 
ments were  prescribed,  medicine  would  not 
seem  so  mysterious  to  the  layman. 

If,  through  a  general  survey,  an  average 
could  be  published  showing  how  much  a  doc- 
tor spends  on  maintenance,  how  much  time 
he  gives  free,  how  long  he  works  to  pay  back 
his  medical  school  debts,  the  public  would 
understand  the  fees  which  are  a  major 
source  of  contention  now. 

Pamphlets  dealing  with  prevention  of  dis- 
ease through  proper  health  measures  and 
the  symptoms  and  treatment  for  common 
diseases  would  decrease  serious  illnesses  and 
make  for  better  health. 

Most  of  our  high  schools  have  required 
health  courses ;  if  an  explanation  of  the 
medical  profession  were  included  in  these 
courses,  at  least  our  future  citizens  would 
have  the  proper  understanding  of  medicine. 

Medical  enlightenment  in  the  form  of 
courses,  pamphlets,  radio  programs  and  sur- 
veys is  indicated  as  the  only  possible  solu- 
tion to  this  barrier  between  the  public  and 
the  medical  profession. 

— Amy  Jean  Wilson 

Cleveland  County  High  School 
Shelby,  North  Carolina 


•Winning:  essa\-  in  the  liigh-scliool  essay  contest  sponsored 
l)v  the  Public  Relations  Committee.  Read  before  the  Second 
General  Session.  Medical  Society  of  the  State  of  North  Caro- 
lina.  Pinehurst,   May  5,   lilir,. 
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EXECUTIVE    COMMITTEE 

Pinehurst 
May   2,   1948 


The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  in  the  Hotel 
Carolina  at  Pinehurst  on  Sunday,  May  2,  at  8:30 
p.m. 

The  following  members  were   present: 

Officers: 

Dr.  James  F.  Robertson,  AVilmington,  President 
Dr.  V.  K.  Hart,  Charlotte,  First  Vice  President 
Dr.  J.  G.  Raby,  Tarboro.  Second  Vice  President 
Dr.  Roscoe  D".  McMillan,  Red  Springs,  Secretary- 
Treasurer 

Councilors: 

Dr.  Zack  D.  Owens,  Elizabeth  City,  First  District 
Dr.  Donald  B.  Kooiice,  Wilmington,  Third  District 
Dr.  Newsom  P.  Battle,  Rocky  Mount,  Fourth  Dis- 
trict 
Dr.   John   N.   Robertson,   Fayetteville,    Fifth   Dis- 
trict 
Dr.  Millard  D.  Hill,  Raleigh,  Sixth  District 
Dr    Elias   S.  Faison,   Charlotte,   Seventh   District 
Dr!  James  H.  McNeill,  North  Wilkesboro.  Eighth 

District 
Dr.  Irving  E.  Shafer,  Salisbury,  Ninth  District 
Dr.  Donald  M.  Mcintosh,  Sr.,  Old  Fort,  Tenth  Dis- 
trict 

Also  present : 

Mr.  James  T.  Barnes,  Raleigh,  Executive  Secre- 
tary 

Present  by  proxy: 

Dr.  John  C.  Tayloe,  Washington,  Councilor  Second 
District 

President  Robertson  called  the  meeting  to  order 
and  stated  that  a  committee  consisting  of  Dr.  Wil- 
liam Coppridge,  Dr.  Fred  Hubbard,  and  Dr.  Paul 
Whitaker  had  been  appointed  to  decide  what  dis- 
position should  be  made  of  the  funds  contributed 
for  a  memorial  to  Dr.  Paul  McCain.  He  stated  that 
Mrs.  McCain  had  indicated  that  she  would  rather 
have  a  portrait  than  a  bust.  The  following  motion, 
made  by  Dr.  Owens  and  seconded  by  Dr.  McNeill, 
was  cariied  unanimously. 

RESOLVED  that  the  "portrait  of  Dr.  Paul  P.  :\Ic- 
Cain  which  is  being  given  by  members  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  as  a 
memorial  to  him  be  placed  in  the  lobby  of  the  North 
Carolina  Sanatorium  for  Tuberculosis,  McCain, 
North  Carolina;  provided,  that  if  the  said  Sana- 
torium shall  ever  cease  to  be  operated  as  a  state 
institution  for  the  care  of  tuberculous  Batients.  the 
portrait  shall  be  placed  in  the  Medical  School  of  the 
University   of   North    Carolina. 

President  Robertson  then  stated  that  Mr.  P.  S. 
Randolph  of  Chapel  Hill,  state  representative  of 
the  National  Foundation  for  Infantile  Paralysis,  had 
asked  for  a  schedule  of  fees  for  the  treatment  of 
patients  with  poliomyelitis.  Dr.  McNeill  moved  that 
the  fees  be  set  to  correspond  with  the  fees  allowed 
by  the  Blue  Cross  for  medical  and  surgical  service. 
Dr.  Hart  raised  the  objection  that  the  Blue  Cross 
has  several  different  plans,  each  with  a  different 
schedule  of  fees.  After  some  discussion.  Dr.  Shafer 
moved  that  Dr.  McNeill's  motion  be  tabled  until 
further  information  could  be  obtained.  The  motion 
to  table  was  seconded  and  carried  with  one  dis- 
senting vote. 

There  followed  a  discussion  of  the  matter  of  in- 
come tax  deductions  for  postgraduate  study  and  pro- 


motional expense.  President  Robertson  and  Secre- 
tary McMillan  stated  that  deductions  for  such  ex- 
penses had  been  disallowed  by  the  state  representa- 
tive of  the  Bureau  of  Internal  Revenue.  Dr.  Hart 
moved  that  the  Executive  Committee  go  on  record 
as  opposing  the  ruling  that  promotional  expenses 
cannot  be  deducted  from  income  tax,  and  that  the 
matter  be  turned  over  to  the  legal  representative  of 
the  Society  and  taken  to  Washington.  The  motion 
was  seconded  by  Dr.  John  N.  Roliertson  and  unani- 
mously carried. 

Secretary  McMillan  stated  that  a  copy  of  the 
resolution  adopted  by  the  Executive  Committee  at 
its  meeting  on  February  8,  opposing  the  practice 
of  fee-splitting,  had  been  sent  to  the  president  of 
the  North  Carolina  Eye,  Ear,  Nose  and  Throat  So- 
ciety, but  that  he  had  received  no  reply.  He  asked 
what  further  procedure  he  should  follow.  Dr.  John 
N.  Robertson  stated  that  the  resolution  was  re- 
ceived by  the  Eye,  Ear,  Nose  and  Throat  Society 
and  a  copy  sent  to  all  of  its  members,  and  that  a 
similar  resolution  was  adopted  by  that  society.  Dr. 
Koonce  moved  that  the  North  Carolina  Eye,  Ear, 
Nose,  and  Throat  Society  be  asked  to  take  under 
consideration  the  resolution  adopted  by  the  Execu- 
tive Committee  regarding  fee-splitting,  as  trans- 
mitted to  the  said  Society  in  the  secretary's  letter 
of  March  3,  and  to  give  an  answer  to  the  Executive 
Committee.  The  motion  was  seconded  by  Dr.  Shafer 
and  carried. 

Secretary  McMillan  then  read  a  letter  from  the 
secretary-treasurer  of  the  Mecklenburg  County 
:\Iedical  Society,  asking  honorary  membership  foV 
Dr.  Janet  Alexander. 

The  following  motion  was  offered;  RESOLVED 
that,  in  accordance  with  the  request  of  the 
Mecklenburg  County  Medical  Society,  Dr.  Janet 
Alexander  be  made  an  honorary  member  of  the 
Medical  Society  of  the  State  of  North  Carolina. 
Dr.  Faison  seconded  the  motion  and  it  was  unani- 
mously carried.  President  Robertson  stated  that  the 
recommendation  had  to  go  before  the  House  of  Dele- 
gates and  that  a  two-thirds  vote  in  favor  of  con- 
ferring the  honorary  membership  was  necessary. 

Dr.  McNeill  stated  that  Ashe  and  Watauga  Coun- 
ties had  asked  to  be  transferred  from  the  Ninth 
District  to  the  Eighth  District.  Dr.  Shafer  moved 
that  the  request  be  granted.  The  motion  was  sec- 
onded and  unanimously  carried. 

Dr.  McNeill  then  said  that  he  thought  no  official 
action  had  ever  been  taken  to  unite  Surrv  and  Yad- 
kin and  Wilkes  and  Alleghany.  He  moved  that  if 
the  Surry- Yadkin  Society  and  the  Wilkes-Alleghany 
Society  are  not  already  approved  as  county  societies, 
they  be  so  approved.  The  motion  was  seconded  by 
Dr.  Shafer  and  unanimously  carried. 

Dr.  V.  K.  Hart,  chairman  of  the  Committee  to 
Review  Hospital,  Medical,  and  Surgical  Insurance, 
stated  that  the  committee  had  made  great  headway, 
liut  that  the  matter  was  not  quite  ready  to  present 
in   its  final  conclusion  to  the   Executive   Committee. 

Secretary  McMillan  stated  that  in  the  proposed 
budget  for  1948,  which  was  adopted  at  the  last 
meeting  of  the  House  of  Delegates,  he  had  forgotten 
to  include  an  item  for  Dr.  G.  W.  Murphy's  commit- 
tee which  is  working  to  evolve  a  satisfactory  plan 
for  the  administration  of  the  Workmen's  Compen- 
sation Act.  This  committee's  request  for  S1..500  to 
nay  for  their  legal  expense  was  approved  hv  the 
Executive  Committee  at  its  meeting  at  Sedgefield 
last  September,  but  was  not  included  in  the  over-all 
budget.  Dr.  Shafer  moved  that  Dr.  Murphy  be  re- 
imbursed for  any  expense  up  to  $1,500  that  he  has 
incurred  in  the  work  of  his  committee.  The  motion 
was  seconded  and  carried.  Dr.  Koonce  moved  that 
the  action  of  the  Executive  Committee  at  Sedgefield 
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be  upheld,  and  that  the  amount  of  $1,500  allowed 
to  Dr.  Murphy's  committee  be  added  to  the  present 
liudg-et.  Dr.  McNeill  seconded  the  motion,  and  it 
was  carried. 

Dr.  Raby  offered  the  following  motion:  "RE- 
SOLVED that  the  Executive  Committee  of  the 
Medical  Society  of  the  State  of  North  Carolina  in- 
dorse increasing  the  membership  dues  of  the  Society 
to  such  an  amount  as  will  take  care  of  the  Society's 
expenses;  and  be  it  RESOLVED  further  that  the 
dues  be  set  at  $25.00."  Dr.  Hart  seconded  the  motion, 
and  it  was  carried. 

There  followed  some  discussion  of  a  letter  from 
Dr.  J.  LaBruce  Ward  calling  attention  to  the  Basic 
Science  Law  which  has  been  passed  in  a  number  of 
states.  Dr.  Owens  moved  that  it  be  left  up  to  the 
Legislative  Committee  to  decide  when  it  is  feasible 
to  introduce  such  a  bill  in  the  legislature.  Dr.  Raby 
seconded  the  motion,  and  it  was  carried. 

There  being  no  further  business,  the  Executive 
Committee  adjoui'ned  at  10  p.m. 


MINUTES    OF    EXECUTIVE 
Raleigh 
.lune   20,    1948 


COMMITTEE 


The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  in  Raleigh  at 
the  Hotel  Sir  Walter,  on  Sunday,  June  20,  at  11  a.m. 
The  president  of  the  Society,  Dr.  James  F.  Robert- 
son of  Wilmington,  called  the  meeting  to  order  and 
presided. 

At  the  request  of  President  Robertson  the  roll 
was  called  by  the  secretary.  Dr.  Roscoe  D.  McMillan 
of  Red  Springs. 

The  following  members  were   present: 
Officers: 

President — Dr.  James  F.  Robertson,  Wilmington 

Secretary-Treasurer — Dr.    Roscoe    D.    McMillan, 
Red  Springs 

Councilors: 

First  District — Dr.  Zack  D.  Owens,  Elizabeth  City 
Third   District — Dr.   Donald    B.   Koonce,  Wilming- 
ton 
Sixth  District— Dr.  Millard  D.  Hill,  Raleigh 
Eighth    District — Dr.    James    H.    McNeill,    North 

Wilkesboro 
Ninth  District — Dr.  Irving  E.  Shafer,  Salisbury 
Tenth  District— Dr.  Donald  M.  Mcintosh,  Sr.,  Old 
Fort 

Others   present : 

Mr.   James    T.    Barnes,    Executive    Secretary, 
Raleigh 

Miss   Mary   Robinson,   Reporter,   Raleigh 

The  president  stated  that  the  primary  object  of 
the  meeting  was  to  get  the  Executive  Committee 
together  to  consider  the  work  of  the  Society  for  the 
year.  He  then  asked  the  Executive  Committee's 
opinion  about  inviting  representatives  of  other 
health  agencies  and  of  certain  committees  and  activ- 
ities of  the  Society  to  meet  with  the  Executive 
Committee  at  each  of  its  meetings.  The  following 
resolution,  offered  by  Dr.  Mcintosh,  was  seconded 
by  Dr.   Owens   and   carried  unanimously: 

RESOLVED  that  the  Executive  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina 
extend  to  the  following  persons  an  invitation  to  at- 
tend all  of  the  regular  meetings  of  the  said  Exec- 
utive Committee:  the  secretary  of  the  North  Caro- 
lina State  Board  of  Health;  the  immediate  past 
president  of  the  State  Medical  Society;  a  repre- 
sentative of  the  North  Carolina  Medical  Journal; 
the  chairman  of  the  Legislative  Committee  and  the 
chairman  of  the  Public  Relations  Committee  of  the 


State  Society;  the  secretary  of  the  Board  of  Medical 
Examiners  of  the  State  of  North  Carolina;  and  a 
member  of  the  Executive  Committee  of  the  North 
Carolina  Hospital  Association,  who  shall  be  desig- 
nated by  the  president  of  that  organization;  PRO- 
VIDED that  persons  attending  pursuant  to  such  in- 
vitation shall  have  the  privilege  of  participating 
in  discussions  and  expressing  their  views  but  shall 
not  have  the  privilege  of  voting. 

President  Robertson  then  asked  the  Executive 
Committee  to  consider  the  policy  of  requiring  each 
councilor  and  committee  chairman  to  submit  his  re- 
port to  the  House  of  Delegates  in  writing,  so  that 
the  reports  could  be  printed  and  distributed  to  the 
delegates  prioi'  to  the  annual  meeting.  After  some 
discussion  Dr.  Shafer  made  the  following  motion, 
which  was  seconded  by  Dr.  McNeill  and  carried 
vmanimously: 

RESOLVED  that  each  councilor  be  required  to 
send  his  annual  report  to  the  secretary  of  the  State 
Society  one  month  prior  to  the  annual  meeting  of 
the  House  of  Delegates  and  that  the  chairman  of 
each  committee  shall  likewise  submit  his  report  to 
the  said  secretary  at  that  time;  that  the  reports  of 
the  committees  be  printed  and  a  copy  sent  to  each 
county  society  for  consideration  by  that  Society 
and  its  delegates  at  its  April  meeting;  that  the 
president  and  secretary  of  the  State  Society  make 
and  submit  to  the  Executive  Committee  at  its  ses- 
sion immediately  prior  to  the  annual  meeting  of  the 
House  of  Delegates  a  synopsis  of  all  the  said  re- 
ports, at  which  time  the  Executive  Committee  shall 
consider  and  act  upon  any  recommendation  of  any 
councilor  or  committee  or,  if  it  sees  tit,  upon  any 
other  matter  brought  up  in  said  reports;  and  that 
a  report  of  the  findings  and  action  of  the  Executive 
Committee  be  transmitted  to  the  House  of  Dele- 
gates by  the  secretary;  PROVIDED  that  this  pro- 
cedure shall  be  followed,  in  the  case  of  committee 
reports,  only  when  the  president  and  the  secretary 
determine  that  it  is  appropriate,  and  that  other 
committee  reports  shall  be  made  directly  to  the 
House  of  Delegates. 

Secretary  McMillan  called  attention  to  the  fact 
that  the  Medical  Society  of  the  State  of  North 
Carolina  was  organized  in  1799  and  reorganized  in 
1849,  and  that  1949  marked  the  centennial  of  the 
Society.  After  some  discussion  of  ways  in  which 
the  centennial  could  be  observed,  the  matter  was 
left  to  President  Robertson  and  Secretary  MciMillan. 

A  discussion  of  the  Historical  Commission  and  its 
activity  for  1949  terminated  in  the  adoption  of  the 
following  resolution: 

RESOLVED  that,  since  there  is  no  practical  ad- 
vantage to  the  Medical  Society  of  the  State  of  North 
Carolina  in  having  compiled  a  history  of  medicine 
in  this  state,  and  since  the  Society  is  without  funds 
sufficient  to  carry  the  project  through  to  completion, 
the  Historical  Commission  be  dropped  as  a  com- 
mittee of  the  Society. 

Secretary  McMillan  brought  up  the  matter  of  the 
expense  involved  in  the  preparation  of  the  Supreme 
Court  brief  in  the  case  of  State  v.  Richard  C.  Baker 
and  its  presentation  and  argument  before  the  court 
by  Messrs.  Smith,  Leach,  and  Anderson,  the  So- 
ciety's attorneys.  Dr.  Baker,  an  osteopath  in  Rock- 
ingham, was  convicted  in  the  lower  court  of  prac- 
ticing medicine  .vithout  a  license.  He  appealed  to 
the  Supreme  Court,  and  the  Supreme  Court  upheld 
the  decision  of  the  lower  court.  Smith,  Leach,  and 
Anderson  sent  the  Society  a  bill  for  $868.00.  Dr. 
McMillan  stated  that  it  is  the  business  of  the  Board 
of  Medical  Examiners  to  enforce  the  Medical  Prac- 
tice Act  in  North  Carolina,  but  that  the  Board  does 
not  have  the   money   to   meet   this   bill.   Dr.   Shafei- 
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moved  that  the  Society  pay  half  of  this  legal  fee 
and  recommend  to  the  State  Board  of  Medical  Ex- 
aminers that  they  raise  their  fees  to  an  amount 
sufficient  to  take  care  of  all  their  activities,  includ- 
ing prosecutions  for  violations  of  the  Medical  Prac- 
tice Act.  The  motion  was  seconded  by  Dr.  McNeill 
and  carried. 

Secretary  McMillan  suggested  that  the  Society  at 
its  annual  meeting  give  some  recognition  to  the 
men  who  have  practiced  medicine  for  fifty  years. 
Dr.  Shafer  moved  that  the  Society  recognize  these 
men  in  some  way  and  present  them  with  an  emblem 
or  something  of  the  sort.  The  motion  was  seconded 
and  carried. 

President  Robertson  stated  that  he  had  had  a 
letter  from  the  executive  director  of  the  North 
Carolina  Good  Health  Association  suggesting  that 
speakers'  bureaus  be  set  up  in  various  localities  in 
order  to  improve  public  relations.  President  Robeit- 
son  suggested  that  in  order  to  avoid  dunlication  of 
effort,  it  might  be  wise  for  the  Medical  Society  to 
go  in  with  the  North  Carolina  Hosnital  Association, 
the  North  Carolina  Nurses  Association,  the  North 
Carolina  Division  of  the  American  Cancer  Society, 
the  Hosnital  Saving  Association,  the  Hospital  Care 
Association  and  other  interested  groups  to  establish 
a  sneakers'  bureau  and  take  other  stens  to  improve 
public  relations.  Dr.  Shafer  moved  that  Dr.  Koonce. 
as  chairman  of  the  Pulilic  Relations  Committee,  be 
authorised  to  cooperate  with  the  North  Carolina 
Good  Health  Association  and  other  similar  grouns 
in  the  state  in  establishing  speakers'  bureaus  and 
in  other  wavs  co-ordinating  the  nublic  relations 
work  of  all.  The  motion  was  seconded  and  carried. 

President  Robertson  asked  that  the  Executive 
Committee  consider  the  advisabilitv  of  settinp-  asid° 
funds  to  build  or  purchase  a  building  in  Raleigh  to 
house  the  offices  of  the  State  Medical  Societv.  Dr. 
Shafer  moved  that  a  committee  be  annointed  to  ex- 
plore the  possibilities  and  the  feasibilitv  of  gettiup- 
a  site  for  a  building  for  the  Society.  The  motion 
was  seconded  and  carried. 

Pollowine-  a  recess  for  lunch.  President  Robertson 
went  over  the  list  of  committees  of  the  Societv  and 
asked  for  suggestions  regarding  annointments  to 
these  committees.  Dr.  McNeill  moved  that  the  chair- 
man of  the  Obituary  Committee  be  instructed  to  re- 
ceive obituaries  on  deceased  members,  not  to  be  read 
in  the  General  Session,  but  to  be  nublished  in  the 
state  .lournal,  and  that  in  making  his  report  to  the 
General  Session  the  chairman  merely  read  the 
names  of  those  members  of  the  Societv  who  have 
died  durine-  the  year  and  then  request  the  audienf-o 
to  stand  for  a  moment  in  silent  nraver.  Dr.  Hill 
seconded  the  motion,  and  it  was  carried. 

It  was  decided  to  change  the  name  of  the  Insur- 
ance Committee  to  a  Liaison  Committee  on  Insur- 
ance to  work  with  the  North  Carolina  Insurance 
Commissioner. 

Dr.  Koonce  moved  that  the  Executive  Committee 
go  on  record  as  endorsing  the  nronosnl  for  the 
addition  of  a  dental  school  at  the  University  of 
North  Carolina.  The  motion  was  seconded  by  Dr. 
McNeill  and  carried. 

Mr.  Barnes  then  read  a  lettei'  from  Dr.  H.  S. 
"Willis,  superintendent  of  the  State  Tuberculosis 
Sanatoria,  in  regard  to  the  great  need  of  additional 
beds  for  tuberculous  patients.  Dr.  McNeill  moved 
that  the  Executive  Committee  endorse  Dr.  Willis' 
request  to  the  legislature  for  additional  beds.  The 
motion  was  seconded  by  Dr.  Hill  and  carried. 

Upon  motion,  duly  seconded  and  carried,  the  meet- 
ing was  adjourned. 


State  Board  of  Medical  Examiners 

Questions  Asked  in  the  June,   1948.  Examination 

ANATOMY,   HISTOLOGY   AND  EMBRYOLOGY 
M.  A.  Pittman,  M.D. 

1.  (a)   Compare    the    thymus    gland    at   birth    and 

at  puberty, 
(b)   The   hilus   of  the  lungs   is   situated   where, 
and  contains  what? 

2.  In  your  opinion,  wdiat  vertebra  is  this? 


.5. 


4. 
.5. 

6. 

7. 

8. 
!». 

10. 


11. 
12. 

1.3. 
14. 


H^'- 


Vi4wr 


(a)  How  is  the  bladder  supported  and  what  are 
the  histologic  features  of  its  walls  to  per- 
mit it  to  accommodate  readily  large  quan- 
tities of  fluid? 

(b)  Describe  the  tenth  cranial  nerve — its  ori- 
gin, distribution   and  functions. 

(a)  In  what  week  in  the  human  embryo  do 
limb  buds  liegin  to  show,  and  at  the  same 
time  the  heai't  shows  an  exti'aordinary  in- 
crease in  size? 

(b)  What  is  the  length  of  the  embi'yo  at  four 
months  ? 

(a)  Describe  the  ankle  joint  as  to  its  articula- 
tions. 

(b)  Give  the  origin,  insertion  and  function  of 
the  gastrocnemius  muscle. 

(c)  What  is  sometimes  described  as  the  third 
malleolus  ? 

CHEMISTRY    AND    PHYSIOLOGY 
Paul  G.  Parker,  M.I). 

Define:  matter,  atom,  molecule,  compound,  and 
mixture. 

What  conditions  will  each  of  the  following  pre- 
vent or  cure:  vitamin  A,  ascoi-bic  acid,  vitamin 
D,  and  nicotinic  acid. 

Describe  the  gastric  and  intestinal  digestion  of 
fats. 

Describe  how  a  stain  on  a  garment  may  be 
tested  for  blood. 

What  is  the  relation  of  calcivnii  to   (a)    coagu- 
lation  of  blood,    (b)    the   irritability   of   muscle, 
and  (c)  the  formation  of  bone? 
What  is  hemoglobin  ?   Name  its  properties  and 
functions. 

What    is    an    antidote  ?    Describe    symptoms    of 
barbital  poisoning  and  give  treatment. 
Discuss   significance   of   sedimentation   rate. 
What  is  "the  law  of  the  heart,"  and  the  "all  or 
none  law  of  the  heart"  ? 

What  does  systolic  blood  pressure  measure  ? 
What  does  diastolic  pressure  measure  ?  What 
is  pulse  pressure  ? 

How  is  venous  blood   carried  to   the   heart  ? 
Distinguish    between    smooth    muscle,    skeletal 
muscle,   and   cardiac   muscle  physiologically. 
Distinguish  between  appetite  and  hunger. 
Discuss  part  played  by  vitamin  A  in  the  visual 
process. 
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15.    Name  the  functions  of:  the  pancreas,  adrenals, 
thyroid,  and  pituitary  gland. 

PATHOLOGY    AND    BACTERIOLOGY 
Thomas   Leslie   Lee,   M.D. 

Pathology 

1.  Describe  the  healing  of  a  wound  (a)  by  first 
intention  (b)  by  second  intention  (c)  after 
infection. 

2.  Describe  the  typical  tissue  reaction  to  the  tu- 
bercle bacillus.  How  is  it  disseminated  from  the 
tubercle  ?    How  does  the   tubercle  heal  ? 

3.  Define  a  neoplastic  tumor  (neoplasm).  What 
are  the  factors  that  determine  its  malignancy? 
How  do  neoplasms  metastasize  ?  Give  examples. 

4.  Describe  five  types  of  carcinoma  of  the  breast. 
How  is  it  diagnosed  ?  How  does  it  metastasize  ? 
How  should  it  be  treated  ? 

5.  Differentiate  in  gross  and  microscopically  (a) 
portal  sclerosis  (b)  obstructive  biliary  sclerosis 
(c)    syphilitic  sclerosis. 

fi.  Describe  the  bone  marrow  and  the  blood  of 
acute  aplastic  anemia. 

Bacteriology 

1.  What  is  the  role  of  insects  in  the  transmission 
of  disease  ?  Name  four  insect-borne  diseases 
and  their  vector. 

2.  Distinguish  between  the  mechanism  of  active 
and  passive  immunity  with  examples.  Give  two 
examples  each  of  skin  tests  for  immunity  and 
skin  tests  for  allergy.  Explain  the  basic  mech- 
anism of  each  type  of  test. 

3.  What  pathologic  bacteria  are  commonly  trans- 
mitted by  milk  ?  How  does  each  gain  entrance 
to  milk?  How  may  disease  transmission  by 
milk  lie  prevented  ?  What  bacteriologic  test  is 
commonly  used  as  a  measure  of  the  sanitary 
quality  and  cleanliness  of  milk  ? 

4.  Compare  the  principles  underlying  the  Dick 
test,  the  Schick  test,  tuberculin  test,  Bruceller- 
gen  test.  Discuss  the  significance  of  a  positive 
reaction  to  each. 

5.  What  spinal  fluid  findings  suggest  epidemic 
meningitis  ?  What  organisms  may  cause  menin- 
gitis ? 

G.    What  is  Weil's  disease  ?  How  is  it  transmitted  ? 

How  is  it  diagnosed  in  the  laboratory  ? 
7.    Give  the  life  cycle  of  malarial   parasites.   How 
is   malaria    diagnosed  ?    What    is    the    origin    of 
the   terms    (a)    tertian    (b)    quartan    (c)    estivo- 
autumnal  ? 

SURGERY 
R.  B.  Knight,  M.D. 

Answer  each  of  the  first  four  questions.  No  sur- 
gical technique,  please    (3b.  excepted). 

1.  Discuss  the  advantages  of  early  ambulation  of 
surgical  cases. 

2.  Give  the  diagnosis  and  treatment  of  carcinoma 
of  the  head  of  the  pancreas.  What  is  the  physi- 
ological  basis   for  the   palliative   operations  ? 

.3.    (a)   Discuss  the  difi'erential  diagnosis  in  a  sus- 
pected case  of  right  ureteral  calculus  in  a 
45-year-old   male, 
(b)   How    would    you    treat    a    fracture    of    the 
midportion  of  the  left  clavicle  ? 

4.  Give  the  symptoms  and  diagnosis  of  a  rup- 
tured or  protruded  disk  of  the  fourth  or  fifth 
lumbar  vertebral  space.  Briefly,  what  is  the 
treatment  for  (1)  acute  cases  and  (2)  chronic 
cases? 

Answer   one   of   the   following   thi-ee   questions. 

5.  In  general,  what  is  the  basic  principle  upon 
which  the  several  types  of  operation  for  glau- 


coma are  based  ? 

6.  Discuss  briefly  the  advantages  and  disadvan- 
tages of  the  'anesthetic  agents:  (1)  cyclopro- 
pane, and   (2)   sodium  pentothal. 

7.  Name  at  least  three  complications  of  mastoid- 
itis. 

PHARMACOLOGY,  PEDIATRICS  AND  HYGIENE 
C.   W.   Armstrong,    M.D. 

Pediatrics 

1.  How  is  impetigo  contagiosa  diagnosed  and 
treated  ? 

2.  Briefly  outline  an  immunization  program  for  a 
child  from  birth  up  to  the  time  of  entering 
school. 

.3.  Discuss  the  treatment  of  the  common  cold  in 
a  2-year-old  child. 

Pharmacology 

1.  List  the  advantages  and  disadvantages  of  spinal 
anesthesia. 

2.  Name  five  means  for  the  administration  of 
fluids  when  ordinary  oral  administration  is  not 
feasible. 

3.  Outline  some  of  the  indications  for  whole-blood 
transfusions   and   for   plasma   administration. 

Hygiene 

1.  How  are  the  following  diseases  transmitted  ? 

(a)  trichinosis,  (b)  ascariasis,  (c)  trachoma, 
(d)  psittacosis,  (e)  tularemia,  (f)  infectious 
encephalitis. 

2.  What  is  undulant  fever?  How  is  it  contracted 
and  how  best  prevented  ? 

3.  (a)   What    is    the    proper    procedure    where    a 

person  is  bitten  by  an  animal  suspected  of 
being  rabid  ? 

(b)  Of  what  importance  is  the  location  of  the 
wound  and  why? 

MEDICINE  AND  THERAPEUTICS 
M.  D.  Bonner,  M.D. 

1.  List  the  four  most  frequent  causes  of  pulmo- 
nary hemorrhages  and  discuss  the  differential 
diagnosis  of  each. 

2.  Give  the  difl'erential  diagnosis  of  acute  coronary 
thrombosis   and   pulmonary  embolism. 

3.  Give  the  differential  diagnosis  of  cardiospasm 
and  carcinoma  of  the  lower  end  of  the  esopha- 
gus. 

4.  Give  the  diagnosis  and  treatment  of  exophthal- 
mic goiter. 

5.  Discuss  sympathectomy  as  a  method  of  treat- 
ment of  hypertension. 

6.  Name  four  virus  diseases.  Treat  one. 

OBSTETRICS  AND  GYNECOLOGY 
Ivan   Procter,   M.D. 

1.  Discuss  briefly  your  concept  of  the  Rh  factor. 
What  is  its  importance  ? 

2.  Name  three  causes  of  antepartum  bleeding  and 
three  causes  of  postpartum  bleeding.  State  in  a 
few  words  their  management. 

3.  Given  a  35-year-old  husband  and  wife  com- 
plaining of  sterility,  what  important  examina- 
tions would  you  make  to  arrive  at  a  diagnosis 
and  recommend  treatment  ?  Do  not  discuss,  but 
only  list  the  steps  to  be  taken. 

4.  W^hat  is  anovulatory  bleeding?  Is  that  menstru- 
ation ?  What  produces  bleeding  at  the  time  of 
menstruation  ?   Why  does  it  happen  ? 

5.  What   is  meant  by   Sturmdorf  tracheloplasty  ? 
When  and  why  is  that  operation  preferable  to 
amputation  of  the  cervix  ? 
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G.  Given  a  patient  paia  V,  age  40,  with  a  7-cm. 
cystic  tumor  in  the  left  pelvis,  what  change  in 
her  physical  findings  would  cause  you  to  oper- 
ate as  soon  as  her  condition  was  checked  and 
found  operable  ?  Why  ?  What  organ  or  organs 
would  you  remove  ?  Why  ? 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Lloyd  J.  Thompson,  head  of  the  department 
of  neuropsychiatry,  presented  the  mental  health 
project  of  the  Winston-Salem  Mental  Health  Com- 
mission at  the  International  Congress  on  Mental 
Health  in  London,  FiUgland,  August  11-21. 

The  program,  based  on  the  belief  that  the  prac- 
tical starting  place  for  mental  health  and  emotional 
maturity  is  in  the  prenatal  period  and  earliest 
months  of  the  child's  life,  will  consist  of  a  series 
of  courses  to  prepare  mothers  for  parenthood. 

Dr.  Thompson  also  presented  a  report  at  the 
meeting  on  "General  Semantics  as  a  Scientific 
Method  for  Developing  Individual  and  Social  Ma- 
turity" which  was  prepared  by  a  group  of  United 
States  psychiatrists  and  educators  under  the  chair- 
manship of  Dr.  Douglas  M.  Kelley,  associate  pro- 
fessor of  neuropsychiatry  and  director  of  Graylyn. 

A  sixteen-page  booklet,  "Management  of  a  Blood 
Bank,"  which  describes  methods  now  used  at  the 
North  Carolina  Baptist  Hospital  and  the  Bowman 
Gray  School  of  Medicine,  is  being  distributed  to  hos- 
pitals throughout  North  Carolina.  The  booklet  was 
prepared  for  the  North  Carolina  Maternal  Welfare 
Committee  by  Dr.  Mary  I.  Griffith,  instructor  in 
obstetrics  and  gynecology.  Specific  instructions  on 
how  to  set  up  a  blood  bank  and  nine  photographs 
made  by  members  of  the  Illustration  Department 
are  included. 

The  booklet  was  prepared  in  answer  to  a  grow- 
ing demand  for  blood  bank  services  among  physi- 
cians of  the  state.  Many  hospitals  wliich  have  not 
had  blood  banks  before  are  now  establishing  them, 
and  the  book  is  designed  to  help  them  do  so. 

Dr.  W.  E.  Cornatzer,  assistant  piofessor  of  bio- 
chemistry; Dr.  J.  Maxwell  Little,  associate  profes- 
sor of  physiology  and  pharmacology;  and  Dr. 
Ernest  Yount,  instructor  in  internal  medicine,  left 
August  1  for  Oak  Ridge,  Tennessee,  to  attend  a 
four-week  course  in  the  techniques  of  using  radio- 
isotopes in  research. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  J.  Street  Brewer  of  Rose  Hill  addressed  the 
Edgecombe-Nash  Counties  Medical  Society  at  its 
regular  monthly  meeting,  held  in  Rocky  Mount  on 
July  14.  His  subject  was  "Place  of  the  General  Prac- 
titioner in  a  Program  of  Adequate   Medical  Care." 

The  Society  has  recently  established  a  board  of 
directors  consisting  of ,  the  president  and  the  four 
immediate  past  presidents:  Dr.  C.  W.  Bailey,  Dr. 
D.  L.  Knowles,  Dr.  J.  R.  Vann,  Dr.  Allen  Whitaker, 
and  Dr.  M.  L.  Stone.  This  board  will  formulate  pol- 
icies, direct  business  and  financial  affairs,  and  be 
the  court  of  appeal  on  matters  not  satisfactorily 
settled  by  the  various  committees. 


was    elected    chairman    of   the    Section    on    Urology 
for  the  coming  year. 

Dr.  Dan  P.  Boyette  has  recently  become  associated 
with  Dr.  W.  Eugene  Keiter  of  Kinston  in  the  prac- 
tice of  pediatrics. 

Dr.  John  R.  Kernodle  has  been  named  chief  of  the 
Department  of  Obstetrics  and  associate  in  gynecol- 
ogy at  the  Alamance  General  Hospital  in  Burlington. 
He  will  be  associated  with  Drs.  George  L.  Carring- 
ton,  R.  E.  Brooks,  and  H.  B.  Kernodle. 


Eye,  Ear,  Nose  and  Throat  Seminar 

The  third  annual  Seminar  to  be  given  by  the 
South  Carolina  Society  of  Ophthalmology  and  Oto- 
laryngology and  the  North  Carolina  Eye,  Ear,  Nose 
and  Throat  Society  will  be  held  in  Charleston,  South 
Carolina,   September   1.3-16. 

September  14  and  15  will  be  devoted  to  the  eye, 
and  September  1.5  and  16  to  ear,  nose  and  throat 
subjects. 

Headquarters  for  the  meeting  will  be  the  Francis 
Marion  Hotel. 

Further  information  can  be  obtained  from  the 
secretaries  of  the  Societies,  Dr.  James  A.  Harrill, 
Winston-Salem,  N.  C,  and  Dr.  Roderick  Macdonald, 
Rock  Hill,  S.  C. 


The  Southern   Medical   Association 
Meeting 

Miami.   Florida,  October  2.i-28 

The  forty-second  annual  meeting  of  the  Southern 
Medical  Association  will  be  held  at  Miami,  Florida, 
on  October  2.5-28,  with  the  Dade  County  Medical 
Association  as  sponsor. 

At  a  meeting  of  the  Executive  Committee  on  July 
24,  Dinner  Key  was  selected  as  general  headquarters 
for  the  following:  registration;  all  section  meetings, 
scientific,  technical  and  hobby  exhibits;  and  motion 
pictures.  Dinner  Key  (the  former  Pan  American  Air 
Depot)  is  ten  minutes'  ride  from  the  general  hotel 
headquarters  and  makes  it  possible  to  hold  all  of 
the  above  activities  in  one  location.  There  is  park- 
ing space  for  over  a  thousand  automobiles  around 
the  main  building. 

The  evening  programs,  which  will  include  the  Gen- 
eral Public  Session,  the  General  Session  and  the 
Pi'esident's  Ball,  will  be  held  at  the  IMunicipal  Audi- 
torium. The  auditorium  is  just  off  of  Biscayne  Bou- 
levard and  is  only  a  short  distance  from  the  general 
hotel  headquarters. 

Hotel  reservations  will  be  handled  by  the  Hotel 
Committee,  Southern  Medical  Association  Meeting, 
c/o  City  of  Miami  Convention  Bureau,  320  N.  E. 
Fifth  Street,  Miami  32,  Florida.  Since  the  meeting 
is  being  held  earlier  than  usual,  all  requests  for 
rooms  should  be  made  immediately. 


News  Notes 


At  the  recent  meeting  of  the  American  Medical 
Association,  Dr.   Hamilton  W.   McKav  of   Charlotte 


Classified  Advertisements 

PHYSICIAN  WANTED 

Wanted:    Assistant    Physician.    County    Tu- 
berculosis    Sanatorium       in     New     England. 
Training    in    tuberculosis    desirable    but    not 
essential.   Annual   salary   $3060.   plus   mainte- 
nance   self    and    wife,    if    married.    Grade    A 
American     Medical     School     graduate.      Send 
snapshot  and  full  particulars  of  qualifications. 
Address  "H" 
Post   Office    Box   4.56 
Winston-Salem,  N.  C. 
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Veterans  Administration 

Dr.  Karl  Meiiniiiger,  internationally-known  psy- 
chiatrist, has  resigned  as  manager  of  Veterans  Ad- 
ministration hospital  at  Topeka,  Kansas,  to  become 
chairman  of  the  dean's  committee  and  senior  con- 
sultant to  the  hospital,  VA  announced  recently.  The 
resignation   became   effective   July   25,    1948. 

Dr.  Menninger  was  succeeded  by  Dr.  Frank  Casey, 
a  native  of  Goldsboro,  North  Carolina,  who  has 
served  under  Dr.  Menninger  as  chief  of  Professional 
Services  at  the  Topeka  hospital  since  January  1, 
1946. 


W  A  R  N  I  N  G  ! 
Druggists  and  the  medical  profession  are  urged 
by  the  Federal  Security  Agency's  Food  and  Drug 
Administration  to  return  all  stocks  of  Siliform  Am- 
puls to  the  manufacturer,  The  Hcilkraft  Medical 
Company,  Boston,  Mass.  This  injection  drug,  which 
should  be  sterile,  is  potentially  dangerous,  since 
samples  collected  on  the  market  contain  living  or- 
ganisms. The  Food  and  Drug  Administration  found 
the  contaminated  samples  after  a  routine  inspection 
at  the  Heilkraft  factory  disclosed  that  the  Siliform 
Ampuls  had  been  manufactured  without  steriliza- 
tion. 

(HLLLETIN    BOARD    COXTINUED    ON    PAGE    lai) 
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PRACTICAL  NURSES 

The  necessity  for  pi'oviding  adequate 
nursing  care  for  all  types  of  patients  is  still 
recognized  throughout  the  country  as  a  most 
urgent  problem. 

The  Auxiliary  did  a  wonderful  job  last 
year  in  aiding  in  the  recruitment  of  student 
nurses.  To  carry  this  still  further,  your  Pro- 
gram Committee  feels  that  you  will  want 
to  know  about  the  new  program  for  training 
practical  nurses. 

Many  ask :  Who  may  be  a  practical  nurse  ? 
What  is  the  present  situation  in  practical 
nursing"?  Why  have  trained  practical  nurses'? 
What  is  practical-  nursing? 

Two  excellent  guides  have  been  prepared 
to  answer  the  above  questions  and  to  assist 
in  setting  up  schools  for  the  proper  training 
of  this  type  of  worker. 

The  first,  "Practical  Nursing."  an  analy- 
sis of  the  practical  nurse  occupation  with 
suggestions  for  the  organization  of  training 
programs,  is  available  through  the  Voca- 
tional Education  Division,  Office  of  Educa- 
tion, Federal  Security  Agency,  Washington, 
D.C.  The  price  is  55'-.  This  guide  is  the  prod- 
uct of  nearly  two  years  of  conscientious 
work  by  a  national  committee  composed  of 
members  representing  national  nursing  or- 
ganizations,   national    hospital    associations, 


public  health  organizations,  and  educational 
organizations.  One  will  find  in  this  analysis 
only  those  ideas,  duties,  and  performances 
on  which  unanimous  agreement  was  reached 
by  the  committee. 

Covering  the  situation  in  our  own  state 
there  is  another  book,  "Minimum  Require- 
ments and  Curriculum  for  the  Training  Pro- 
gram in  Practical  Nursing  in  the  State  of 
North  Carolina,"  issued  by  the  Joint  Com- 
mittee on  Standardization  for  Schools  of 
Practical  Nursing.  It  is  now  available 
through  the  North  Carolina  Board  of  Nurse 
Examiners,  Enlarged,  419  Commercial 
Building,  Raleigh,  N.  C. 

Auxiliary  members  should  be  informed 
about  this  type  of  training  not  only  so  that 
they  will  be  able  to  aid  in  recruiting  stu- 
dents, but  that  they  may  also  explain  that 
girls  taking  this  type  of  training  will  not 
take  the  place  of  the  registered  graduate 
nurse,  who  is  needed  as  much  as  ever,  but 
will  relieve  her  of  routine  care  so  that  she 
may  be  free  to  care  for  the  more  acutely  ill, 
and  to  give  treatments  and  supervision  for 
which  she  is  trained  beyond  the  duties  given 
the  practical  nurse. 

We  feel  that  many  girls  who  are  inter- 
ested in  nursing  but  do  not  feel  they  can 
give  the  required  three  or  more  years  to  be- 
come registered  nurses  will  be  interested  in 
this  one-year  program,  at  the  end  of  which 
they  will,  upon  passing  an  examination  by 
the  State  Board  of  Examiners,  become  li- 
censed practical  nurses. 

Two  schools  have  already  been  established 
in  North  Carolina :  one  at  Alamance  General 
Hospital,  Burlington,  for  white  girls,  and 
one  for  Negro  girls  at  Duke  Hospital.  Mrs. 
Anne  Arnold  Cain,  to  whom  we  are  grateful 
for  much  of  our  information,  is  organizing 
a  class  at  the  Hugh  Chatham  Memorial  Hos- 
pital, Elkin  to  begin  in  September. 

Your  Program  Committee  hopes  that  you 
will  have  a  program  at  your  Auxiliary  meet- 
ings early  in  the  year  to  stimulate  interest 
in  this  new  type  of  school,  especially  since 
it  is  possible  to  establish  such  schools  in 
smaller  hospitals  which  are  unable  to  meet 
the  requirements  for  training  registered 
nurses,  thus  relieving  the  shortage  of  nurses 
to  some  extent. 

Mrs.  Harry  L.  Johnson, 
Chairman,  Program  Committee 
Elkin 
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EDGEWOOD... 


A  Distinctive  Southern  Sanitarium  Fully  Equipped  for  Complete 
Diagnosis  and  Treatment  of  Nervous  and  Mental  Disorders  ,  .  . 
in  an  Atmosphere  of  Congenial  Friendliness  and  Quiet  Charm. 

Edgewood  offers  all  approved  therapeutic  aids;  complete 
bath  departments;  supervised  individual  physical  rehabili- 
tation programs.  Living  accommodations  are  private  and 
comfortable.  Recreational  facilities  excellent.  Full  time 
psychiatrists,  adequate  nurses  and  psychiatric  aides  assure 
individual  care  and  treatment.  More  detailed  information 
on  request. 


Psychiatrist-In-Ghief 


Orin  R.  Yost,  M.D. 


EDGEWOOD 


ORANGEBURG 


SOUTH  CAROLINA 


TRANSACTIONS 

OF  THE     -  . 

MEDICAL  SOCIETY 

OF  THE  STATE  OF  NORTH  CAROLINA 


NINETY-FOURTH  ANNUAL  SESSION 

. . .  held  at . . . 

PINEHURST,  NORTH  CAROLINA 

MAY  3,  4,  and  5,  1948 


President,  James  F.  Robertson,  M.  D.,  Wilmington 

Secretary-Treasurer,  Roscoe  D.  McMillan,  M.  D.,  Red  Springs 

Executive  Secretary,  James  T.  Barnes,  Raleigh 


INDEX  TO  REPORTS  AND  RESOLUTIONS 


REPORTS 

Advisory  Committee  to  the  Auxiliary 412 

Advisory  Committee  to  the  North  Carolina 

Medical    Care    Commission 414 

Auditor   - 403 

Board  of  Medical  Examiners  of  the  State 

of   North   Carolina... 410 

Committee  on   Cancer  422 

Committee   on   Child   Welfare 430 

Committee  on   Finance 420 

Committee  on  Home  Care  of  Veterans 421 

Committee    on    Hospitals 412 

Committee  on  Industrial   Health 423 

Committee  on  Legislation.. 424 

Committee   on    Maternal   Welfare 426 

Committee   on   Mental    Hygiene 414 

Committee  on  Merger  of  the  Hospital  Saving 

and  Hospital  Care  Associations 424 

Committee  on  Moore  County  Award 431 

Committee   on   Nominations 423,   429 

Committee    on    Obituaries 431 

Committee  on  Postgraduate  Education 430 

Committee  on  Presidential  Address 400,  428 

Committee   on   Publication     419 

Committee   on   Public   Relations 419 

Committee  on  Rural  Health  Education 418 

Committee  on  Scientific  Work... 415 

Committee  on  Selection  of  Faculty  for  Four- 
Year  Medical  School 427 

Committee  on  Tuberculosis 415 

Committee  to  Cooperate  with  the  Council  on 

Medical   Service   and   Public   Relations.. ,426 

Committee  to  Cooperate  with  the  National 

Physicians    Committee 416 


Committee  to  Review  the  Matter  of  Hospital, 

Medical,  and   Surgical   Insurance 425 

Committee  to   Study   Recommendations    Made 

in  Report  of  Board  of  Medical  Examiners... 421 

Committee  to  Study  Ways  and  Means  of 

Improving   Our   Organization 426 

Councilors 407 

Delegates  to   American   Medical  Association 408 

Delegates   to   Other   Societies 409 

Editorial  Board  of  the  North  Carolina 

Medical   Journal    430 

Executive    Secretary   ^ 406 

Historical    Commission   416 

Hospital  Saving  Association 423 

North  Carolina  Board  of  Nurse  Examiners 411 

North  Carolina  Medical   Care  Commission 416 

President 398 

Secretary-Treasurer     400 

Special  Committee  on  Workmen's  Compensation. .424 

RESOLUTIONS  AND  OTHER  BUSINESS 

Alexander,  Janet,  Honorary  Membership  for 428 

Ashe-Watauga  Counties  Society,  Transference 
of,   from   the   Ninth   District   to   the   Eighth 

District    408 

By-Laws,  Resolution  to  Amend 428 

Committee  to  Investigate   Scarcity  of 

Physicians,   Establishment   of 429 

Election  of  Three  Members  of  Editorial  Board... .433 

Installation  of  New   Officers... 433 

McMillan  Memorial   Award,  Announcement   of.. ..432 

Medical  Practice  Act,  Motion  to  Revise 427 

Reynolds,   Carl,   Tribute   to 432 

Section  on  Pathology,  Creation  of 427 

Sharpe,   Frank,   Tribute   to .432 

World  Health  Organization,  Endorsement  of ,426 
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Date 

Place 

President 

Vice  Presidents 

Corresponding 
Secretary 

Secretary 

Recording 
Secretary 

Treasurer 
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Dec.  17.  1799, 

OT  April  16, 

1800 

Raleigh 

Richard   Feaner 

Nathaniel  Loomis 
John  Claiborne 

CaKin  Jones 

\Vm.  B.Hill 

Cargill  Massenburg 

Sterling  Wheaton 
James  Webb 
Jas.  John  Pasteur 
Jason  Hand 
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Raleigh 

Richard  Fenner 

Sterling  Wheaton 
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Raleigh 
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Asheville.,, 

Concord 

Tarboro 

Raleigh 

Durham 


25 
21 
23 
38 
24 
37 
23 
35 
25 
69 
81 
64 
23 
20 
41 
27 
36 
38 
35 
34 
43 
56 
60 
33 
42 
79 
109 
105 
92 
65 
112 
112 
173 


President 


F.J.Hill 

E.  Strudwick-. 

E.Strudwick 

J.  E.  Williamson 

J.  E.  Williamson 

J.  H.  Dickson 

J.  H.  Dickson 

C.  E.  Johnson 

C.  E.  Johnson 

W.  H.  McKee 

W.  H.  McKee 

N.  J.  Pittman.. 

N.  J.  Pittman 

J.  J.  Summerell 

W.  G.  Thomas 

S.  S.  Satchwell 

E.  B.  Haywood 

C.  J.  O'Hagan 

Hugh  Kelley 

W.G.Hill... 

M.  Whitehead 

W.  A.  B.  Norcom 

J.  W.  Jones 

Peter  E.  Hines 

George  A.  Foote 

R.  L.Payne 

Chas.  Duffy,  Jr 

J.  F.  Shaffner. 

R.B.Haywood 

Thos.  F.Wood 

J.K.Hall 

A.  B.  Pierce 

W.  C.  McDulfie 


Vice  Presidents* 


F.  J.  Haywood,  C.  E.  Johnson,  J.  E. 

Williamson,  W.  G.  Thomas 

C.  E.  Johnson 


Thomas  N.  Cameron,  William  G.  Hill, 
Johnston  B.  Jones.  N.  J.  Pitt  man 

William  G.  Hill.  Johnston  B.  Jones,  J.  B.  G. 
Myers.  N.  J.  Pittman 

N.  J.  Pittman.  J.  B.  G.  Myers,  J.  Graham 
Tull.A.D.  McLean 

J.  Graham  Tull.  Owen  Hadley,  A.  D.  Mc- 
Lean. Hugh  Kelly 

Marcellus  Whitehead.  E.  R.  Gibson,  John- 
ston B.  Jones,  0.  F.  Manson 

Marcellus  Whitehead,  0.  F.  Manson,  H.  W 
Faison.  E.  T.  Gibson 

Edward  Warren,  C.  W.  Graham.  Caleb 
Winslow,  A.  B.  Pierce 

James  G.  Ramsey,   P.   E.  Hines,  J.   R. 
Mercer,  W.  T.  Howard 

P.  T.  Henry,  R.  H.  Winborne,  M.  'KTiite- 
head,  T.  S.  Leach 

J.  J.  Summerell,  C.  T.  Murphy,  G.  W. 
Hodges,  W.  A.  B.  Norcom 

E.    Burke    Haywood,    R.    H.    Winborne, 
W.  L.  Barrow,  J.  W.  Jones 


Hugh  Kelly,  George  A.  Foote.  Charles  J. 

O'Hagan.  J.  H.  Baker 

Thomas  E.  Wilson,  A.  B.  Pierce,  C.  T. 

Murphy,  M,  A.  Locke 

E.  A.  Anderson,  F.  N.  Luckey.  W.  R. 

Sharpe.  R.  L.  Payne 

D.N.  Patterson,  R.  C.  Pearson,  J.  B.  Seavy. 

G.  L.  Kirby 

H.  W.  Faison.  R.  I.  Hicks.  G.  H.  Macon, 

W.  .\.  B.  Norcom 

W.   T.   Ennett,    William   Little,   Charles 

Duffy,  P.  T.  Jerman 

J.  B.  Jones,  R.  F.  Lewis,  C.  G.  Cos,  J.  L. 

Knight 

Walker   Debnam,   J.   A.   Gibson,   William 

Little,  D.  N.  Patterson 

J.  H.  Baker,  G.  G.  Smith,  T.  D,  Haigh, 

J.  K.Hall 

J.  K.  Hall.  B.  W.  Robinson,  A.  Holmes, 

A.A.Hill 

E.  M.  Rountree.  Richard  Anderson,  S.  B. 
Flowers,  L.  A.  Stith 

J.  A.  Gibson,  Willis  Alston,  James  McKee, 

A.A.Hill - 

J.  K.  Hall.  W.  C.  McDuffie,  W.  R.  Wilson, 

R.F.Lewis...- 

J.  E.  McRee,  W.  H.  Lilly,  R.  H.  Speight, 

W.  J.  H.  Bellamy 

T.  J.  Moore,  D.  J.  Cain.  S.  E.  Evans,  John 

McDonald 

A.  W.  Knox,  J.  M.  Hadley,  E.  S.  Foster, 

John  Whitehead 

F.  W.  Potter,  G.  W.  Graham,  R.  Dillard, 
G.  W.  Long 

James   McKee,   T.   E.   Anderson.   W.   H. 
BTiitehead.  A.  G.  Carr 


Secretary 


W.  H.  McKee.. 


W.  H   McKee. 
W.  H.  McKee. 


E.  B,  Haywood. 
W.W.Harris... 
S.  S.Satchwell.. 
S.  S.  SatchwclL. 
S.S.SatchweU.. 
W.  G.  Thomas.. 
W.  G.  Thomas.. 
W.  G.  Thomas. - 
W.  G.  Thomas.. 
W.  G.  Thomas.. 


W.  G.  Thomas 
S.S.SatchweU. 


Thomas  F.  Wood. 
Thomas  F.  Wood. 
Thomas  F.  Wood. 
Thomas  F.  Wood. 

James  McKee 

James  McKee 

James  McKee 

.Tames  McKee 

James  McKee 

James  -McKee 

L.  J.Picot 

L.  J.  Bicot 

L.  J.Picot 

L.  J.Picot 

L.  J.Picot 

L.  J.Picot 

L.  J.Picot 

W.  C.  Murphy.... 


Trea 


W.  G.  Hill 
W.  G.  Hill 


J.  J.  W.  Tucker. 
Daniel  Dupree.. 
Daniel  Dupree.. 

J.B.  Dunn 

J.B.Dunn 

J.B.Dunn 

J.B.  Dunn 

C.  W.  Graham... 
C.W.Graham.. 
C.W.Graham.. 


C.  W,  Graham. 
C.  W.  Graham. 


J.  W. 
J.  W. 
J.  W. 
J.  W. 
J.  W. 
H.  T. 
H.  T. 
H.  T. 
H.  T. 
A.  G. 
A.  G. 
A.  G. 
A.  G. 
A.G. 
A.  G. 
A.G. 
A.G. 
R.L. 


Jones 

Jones 

Jones 

Jones 

Jones 

Bahnson.. 
Bahnson.. 
Bahnson.. 
Bahnson.. 

Carr 

Carr 

Carr 

Carr 

Carr 

Carr 

Carr 

Carr. 

Payne,  Jr.. 


Ex 
—  a 
•^  o 

25 


SO 
84 
96 
101 
113 
172 


233 
244 


14S 
157 
177 
194 
198 
225 
254 
297 
310 
348 
424 
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•Missing  Data  Not  to  be  Foand  in  Record 


1    Date 

Place  of  Meeting 

.5  § 

-S'3 

B  § 

Z< 

President 

Vice  Presidents 

Secretary 

Treasurer 

■aS. 

o 

i  B 
ws 

1 

W^ 

3 
4 
5 
6 
7 
8 
9 
» 
11 
12 
13 
14 

1886 
1887 
18S8 
1889 
1890 
1891 
1892 
1893 
1894 
1895 
1896 
1897 
1898 
1899 
1900 
1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 
1910 
1911 
1912 
1913 
1914 
1915 
1916 
1917 
1918 

1919 
1920 
1921 

1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 

New  Bern 

Charlotte 

113 
112 

133 
50 
160 
135 
162 
221 
166 

158 
103 

152 
115 
186 
147 
155 
32^ 
361 
406 
217 
372 
337 
276 
412 
296 
232 
431 
443 
406 
280 
291 

335 
479 
404 

507 
356 
525 
550 
445 
653 
611 
671 
701 

Joseph  Graham 

H.T.  Bahnson 

T.  D.Haigh 

W.T.  Ennett 

G.G.Thomas 

R.H.Lewis-- 

W.  T.  Cheafham---- 

J.W.  McNeill 

W.  H.H.Cobb 

J.H.Tucker 

R.  L.  Payne 

P.  L.  Murphy 

Francis  Duffy 

L.J.  Picot --- 

George  W.  Long 

Julian  M.  Baker 

Robert  S.  Young 

A.  W.  Knox 

H.B.  Weaver 

David  T.  Tayloe 

E.C  Register 

Samuel  D.  Booth 

J.  Howell  Way 

J.  F.  Highsmith 

J.  A..  Burroughsf 

E.  J.  Wood 

CM.  Van  Poole---. 

A.  A.  Kent 

J.  P.  Munroe 

J.  M.  Parrott 

L.B.McBrayer 

M.H.Fletcher 

Charles  O'H. 

Laughinghouse 

I.  W.  Faison 

Cyrus  Thompson 

C.  V.  Reynolds 

T.  E.  .inderson 

H.  A.Royster 

J.W.Long 

J.  V.  McGougan 

.Albert  .\nderson 

Wm.deB.  MacNider. 

John  Q.  Myers 

John  T.  Burrus 

Thurman  D.  Kitchin. 
L.  A.  CroweU 

H.  T.  Bahnson,  L.  J.  Picot,  J.  L.  McMillan, 
W.  W.  Faison--- 

G.  G.  Smith,  J.  L.  Nicholson,  C  M.  Van 

Poole,  H.  B.  Ferguson- 

W.  T  Ennett,  J.  A.  Dunn,  T.  E.  Anderson 

W.  J.  Jones,  S.  W.  Stevenson,  G.  W.  Long 

R.  L.  Payne,  Jr.,  Richard  Dillard,  S.  D. 

Booth— _ 

S.  W.  Battle,  J.  L.  Nicholson,  W.  H.  Lilly 

T.  S.  Burbank,  J.  W.  Long.  W.  H.  H.  Cobb, 
W.D.  Hilliard 1... 1    1    :- 

W.  C.  Galloway,  H.  H  Harris,  J.  M.  Had- 
ley.  Thomas  Hill 1 

J.  A.  Hodges,  R.  W.  Tate.  Willis  Alston, 
M.H.Fletcher— 

J.M.Baker 

J.M.Baker 

J.M.Baker 

J.M.Baker 

J.M.Hays- 

J.M.Hays -.-. 

J.M.Hays : 

R.  D.  Jewett 

R.  D.  Jewett. 

R.  D.  Jewett 

R.  D  Jewett- - 

R.D.  Jewett 

R.  D.  Jewett 

Geo.  W.  Presley 

Geo.  W.Presley 

Geo.  W.  Presley 

Geo.  W.  Presley 

J.  Howell  Way 

J.  Howell  Way 

J.Howell  Way 

J.Howell  Way 

David  A.  Stanton -.- 
David  A.  Stanton.. . 

David  A.  Stanton... 
David  \.  Stanon 

David  A.  Stanton... 
David  A.  Stanton. -- 

John  A.  Ferrell 

John  A.  Ferrell 

John  \.  Ferrell 

Benj.  K.Hays 

Benj.  K.  Hays 

Benj.  K.  Hays 

Sec.-Treas. 
Benj.  K.Hays 

Benj.  K.Hays 

Beni.  K.Hays 

R.  L.Payne,  Jr 

R.  L.Payne,  Jr 

CM.  Van  Poole...- 

CM.  Van  Poole--. - 

CM.  VanPoole 

CM.  Van  Poole. ... 

CM.  VanPoole.... 

M.P.Perry 

M.  P.  Perry 

M.P.Perry.. 

M.P.Perry. 

M.  P.  Perry.. 

M.P.Perry 

G.  T.Sikes 

G.  T.Sikes 

43s 

452 
30li 

410 

414 

422 

431 

447 

454 

436 

452 

406 

437 

4S9 

482 

515 

546 

530 

1,033 
1,175 

1,334 

sss 

99S 

1.067 
l.OSO 

SSO 
950 

1,133 

1.228 
1,221 
1,22S 
1,271 
1.0S7 

1,306 
1,497 
1,491 

1,571 
1,592 

1.604 
1,657 

1,663 
1,691 

1,738 
1,666 
1.711 

7 
6 

6 

6 

6 

6 

5 

5 

7 

7 

6 

6 

6 

6 

5 

5 

6 

S 
S 

S 

7 

8 

S 

s 

8 

8 
9 

10 
11 
U 

11 
12 
12 

12 
9 

9 
10 

10 
10 

11 
11 
11 

Elizabeth  City 

Ojiford 

Asheville 

Wilmington 

Raleigh 

3 

Golds  bo  ro 

Winston-Salem 

Morehead  City 

Charlotte.... 

-Asheville.... 

3 

J.  Howell  Way,  W.  H.  Harrell,  0.  McMul- 

3 

S.  D.  Booth,  J.  P.  Munroe,  J.  A.  Bur- 

3 

J.  C.  Walton,  A.  A.  Kent,  M.  R.  Adams, 
B.  L.  Long 

3 

ts 

E.  C  Register.  A.  T.  Cotton,  J.  H.  B. 
Knight,  F.  H.  Russell 

21 

IS 
«7 

a 

49 

so 

51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 

66 
67 
68 

69 

I.  W.  Faison,  J.  W.  White,  H.  H.  Dodson, 
W.  C  Brownson. 

C.  M.  Van  Poole,  James  M.  Parrott, 
T.  B.  Williams,  W.  D.  Hilliard 

M.  H.  Fletcher,  C.  A.  Julian,  D.  A.  Stan- 
ton, E.  M  Summerell 

A.  G.  Carr,  E.  D.  Di.von-CarroU,  I.  M.  Tay- 
lor. J.  M.  Parrott 

16 

Durham 

Wilmington 

Hot  Springs 

Raleigh 

Greensboro 

Charlotte 

Morehead  City 

Winston-Salem 

Asheville  .. 

21 

G.  T.Sikes 

G.  T.Sikes 

G.  T.Sikes 

IS 
20 

E.  G.  Moore,  0.  A.  Julian,  W.  W.  Mc- 

19 

John  Hey  Williams,  John  C  Rodman,  S.  F. 
Pfohl - 

G.  T.Sikes 

G.  T.Sikes 

G.  T.Sikes 

H.  McK.  Tucker... - 
H.  .McK.  Tucker.  .. 

H.  McK.  Tucker-... 
H.D.Walker 

H.D.Walker 

H.D.Walker 

H.D.Walker 

H.D.Walker. 

H.  D.Walker 

W.  M.Jones 

W.M.  Jones 

W.M.Jones 

.\cting  Sec.-Treas. 
L.B.McBrayer 

L.B.McBrayer 

L.  B.  McBrayer 

17 

C.  A.  Julian,  John  T.  Burrus,  I.  W.  Faison 
L.  B.  MjBrayer.  W.  H.  Cobb,  Jr.,  W.  0. 

17 
16 

C.  M.  Strong,  J.  E.  McLaughlin,  W.  F. 

16 

J.  E.  Stokes.  J.  .\.  Turner,  W.  H.  Dixon 

C.  M.  Van  Poole,  D.  A.  Garrison,  D.  0. 
Dees 

28 

Wrightsville  Beach.. 
Charlotte  .. 

25 

E.  J.  Wood,  John  Q.  Myers,  L.  D.  Wharton 

J.  V.  McGougan,  W.  E.  Warren.  L.  N. 
Glenn 

J.  P.  .Monroe,  W.  P.  Horton.  J.  G.  Murphy 

F.  R.  Harris,  E.  S.  Bullock,  L.  B.  Morse,. 
E.  T.  Dickinson,  J.  T.  J.  Battle,  D.  E. 

35 

HendersonviUe 

Morehead  City 

Raleigh 

45 

44 

40 

Greensboro 

47 

J.  J.  Phillips,  C  W.  Moseley,  S.  M.  Crow- 
ell  

Durham.  . 

68 

J.  L.  Nicholson,  L.  N.  Glenn.  W.  H.  Hardi- 
son 

.isheviUe 

79 

D.  J.  Hill,  J.  L.  Spruill,  J.  H.  Shuford 

Wm.  deB.  MacNider,  Jos.  B.  Greene,  Ben 
F.  Royal 

Pinehurst.. 

81 

Pinehurst 

Charlotte 

81 

J.  W.  Halford,  T.  W.  Davis,  A.  McN. 

Blair..- 

H.  D.  Walker,  F.  Stanley  Whitaker.  Thos. 

I.  Fox 

100 

Pinehurst 

Winston-Salem 

Asheville.- -.. 

Raleigh- 

100 

C.  S.  Lawrence,  W.  H.  Ward.  J.  M.  Man- 

93 

W.  T.  Parrott,  B.  C  Nalle,  J.  R.  Mc- 

Sec.-Treas. 

L.B.McBrayer 

L.B.  McBrayer 

L.B.McBrayer 

L.B.McBrayer 

L.B.McBrayer 

L.B.McBrayer 

L.B.  McBrayer 

L.B.McBrayer 

L.B.McBrayer 

100 

70 

F.  M.  Hanes,  T.  C.  Johnson  B.  L.  Long 

101 

71 

J.  L.  SpruiU.t  Eugene  B    Glenn,  D.  A. 

106 

72 

W.  L.  Dunn,  A.  E.  Bell,  K.  G.  Averitt.--- 
J.  P.  Matheson,  W.  W.  Dawson,  H.  H. 

116 

73 

Wrightsville  Beach- - 
Durham 

107 

74 

J.  W.  Carroll,  A.  Y.  Linville,  C  H.  Cocke.. 

G.  H.   Macon,   R.  F.   Leinbach,  W.  R. 
Griffin 

121 

7i> 

143 

76 

W.  L.  Dunn.t  AsheviUe,  D.  T.  Tayloe.  Jr., 

146 

77 

W.  B.  Murphy,  Wm.  E.  Warren,  N.  B. 
Adams 

155 
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Date 

Place  of  Meeting 

II 

2< 

President 

President-Elect 

Vice  Presidents 

Sec.-Treas. 

E 

Sg 

&E 

M 

MS 

Is 

7S 

1931 
1932 
1933 
1934 
1935 

1936 
1937 
1938 
1939 
1940 
1941 
1942 
1943 
1944 
1945 

1946 
1947 
1948 

714 
740 
714 

728 
706 

583 
767 
802 
319 
835 
765 
710 
736 
760 

SS9 
444 
920 

J.  G.  Murphy 

M.  L.  Stevens 

Jno.  B.  Wright 

I.  H.  Manning 

P.  P.  McCain 

Paul  H.  Ringer 

C.  F.  Strosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan 

Hubert  B.  Haywood. 

F.Webb  Griffith 

Donnell  B.Cobb.... 
James  W.  Vernon 

PaulF.  Whitaker.... 
Oren  Moore 

C.  A.  Julian.  Greensboro 

J.  W.  Davis,  Statesville 

C.  W.  Banner,  Greensboro 

W.  W.  Sawyer,  Ehzabeth  City 

J.  R.  McCracken,  Waynesville 

W.  G.  Suiter,  Weldon 

R.  L.  Felts,  Durham... 

H.  D.  Walker,  Elizabeth  City 

J.  F.  McKay.  Buie's  Creek 

William  Allan.  Charlotte 

J.  K.  Pepper,  Winston-Salem 

E.S.  Bulluck,  Wilmington 

C.  A.  Woodward,  Wilson 

Jno.  F.  Brownsberger,  Fletcher 

R.  B.  McKnight,  Charlotte 

J.  F.  Abel,  Wavnesville 

C.  B.  Williams.  Elizabeth  City 

M.  D.  Hill,  Raleigh 

F.Webb  Griffith.. AshiVille 
Frank  C.  Smith.  Charlotte. 

D.  W.  Holt,  Greensboro 

T.  0.  Kerna,  Durham 

L.B.  McBrayer 

L.B.  McBrayer 

L.B.  McBrayer 

L.B.  McBrayer 

L.  B.  .McBrayer 

L.B.  McBrayer 

L.B.  McBrayer 

T.  W.  M.  Long 

T.  W.M.Long  .... 

T.  W.  M.  Long 

T.  W.  M.  Long  (1) 
I.  H.  Manning 

Roscoe  D.  McMillan 

Roscoe  D.  McMillan 

Roscoe  D.  McMillan 

Roscoe  D.  McMiUan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 

1,600 

1,559 
1,363 

1,663 

1,619 
1,462 
1,603 
1,715 
1,605 
1,661 
1,700 
1,837 
1,919 
1,982 

1,811 
1,939 
2,191 

2.298 

10 

10 
10 

10 

10 
10 
7 
7 
8 
7 
7 
8 
8 
8 

7 
6 
7 

S 

79 

sn 

Winston-Salem 

Raleigh 

Jno.  B.Wright 

164 

166 
181 

R1 

Pineburst 

P.  P.  McCain 

m 

Pioehurst 

Paul  H  Ringer 

210 

83 

Asheville 

215 

84 
8S 

Winston-Salem. 

Pinehurst 

Wingate  M.Johnson 

235 
253 

86 

Cruise  to  Bermuda.. 

William  Allan 

284 

87 

Hubert  B.Haywood.. 

F.  Webb  Griffith 

313 

88 

Pinehurst 

311 

Charlotte 

Donnell  B.  Cobb 

30t 

80 

Thos.  DeL.  Sparrow.  Charlotte 
T.  L.  Carter,  Gatesrille 

350 

91) 

George  S.  Coleman.  Raleigh 

Paul  F.  Whitaker 

361 

91 

Fred  C.  Hubbard.  North  Wilkesboro 
George  L.  Carrington,  Burlington.. 

Wm.  H.  Smith,  Goldsboro 

Zack  D.  Owens,  Ehzabeth  City. . 
Wm.  H.  Smith,  Goldsborot 

Zack  D.  Owens,  Elizabeth  City. . 
G.  E.  Bell.  Wilson 

J.  B.  Bullitt,  Chapel  Hill 

V.  K.  Hart.  Charlotte 

J-  G.  Raby,  Tarlmro 

No  meeting  because 
of  O.D.T.  restrictions 

Pinehurst 

Oren  Moore  ._ 

363 

19, 

383 

93 
£4 

Virginia  Beach.  Va... 
Pinehurst- 

Wm.  M.  Coppridge.. 
Frank  AiSharpe  (2). 

Frank  A.  Sharpe. 

James  F.  Robertson 

397 
407 
404 

fDied  during  hia  term  of  office;  succeededby  E.  J.  Wood,  first  vice  president,        JDied  during  term  of  ofl5ce.        (1)  Died  during  term  of  office;  succeeded  by  I.  H.  Manning. 
(2)  Died  during  term  of  office;  succeeded  by  James  F.  Robertson,  president-elect. 


STATUS  OF  SOCIETY 

MEMBERSHIP  BY 

COUNTIES  FOR  YEARS  1930-1948 

COUNTY 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

1948 

Alamance-Caswell    

33 

33 

32 

29 

32 

30 

31 

30 

27 

34 

35 

35 

42 

41 

43 

38 

43 

36 

39 

Alleghany  2. 

6 
6 

6 
5 

4 

4 

4 

9 

7 

8 

7 

6 

11 

10 

10 

9 

10 

9 

9 

9 

10 

10 
IS 

Ashe  3 

Ashe-Watauga 

17 

7 
16 

8 
7 

Avery  4 .. 

Beaufort 

Bertie 

6 

18 
7 
8 
2 
113 
17 
23 
15 

6 

15 
9 
8 
2 
112 
17 
20 
14 

5 

15 
7 
S 
2 
105 
17 
20 
12 

""12' 
8 
5 
2 
83 
17 
10 
9 

5 
13 
9' 
6 
2J 
107< 
12 
14 
12 

5 

15 

11 

6 
3 
115 
10 
21 
12 

5 
10 
9 
6 
2 
106 
13 
8 
12 

5 

9 
8 

6 
11 

8 
7 

4 
12 

V 
7 

5 
13 

7 
7 

5 

13 

7 
7 

6 
14 

8 

7 

7 
13 

7 
7 

9 
13 

8 
7 

8 
12 
6 

6 
13 
6 

7 

7 
19 

Bladen.. 

6 

Buncombe  . 

98 
18 
11 
13 

103 
17 
11 
15 

HI 

18 
12 
18 

108 
22 
15 
17 

90 
22 
16 
17 

97 
21 
27 
17 

115 
23 
28 
20 

128 
25 
34 
18 

121 
8 

26 
19 

124 
24 
29 
16 

145 
32 
40 
21 

162 

Burke 

Cabarrus 

41 

Caldwell. 

Carteret 

12 

12 

12 

12 

12 

11 
11 
16 
2 

8 
6 

12 

10 

2 

3 

2 

4 

6 

6 

8 

4 

9 

11 

13 

Caswell  6 

Catawba. 

13 

9 
10 

8 

13 
4 

9 
6 

16 
3 

8 

7 

8 
2 
5 
6 

16 
3 
8 

7 

16 
0 

8 
4 

14 

19 
3 

12 
5 

19 
6 

11 
5 

15 
4 

11 
3 

13 

6 
10 
5 

21 

14 

7 

19 

12 
7 

24 
7 

12 
5 

ii 

3 
12 

5 

23 
3 

13 
9 

25 

12 
11 

32 

Chatham.     

8 

Cherokee.. 

12 

Chowan-Perquimans 

11 

Clay  7 

Cleveland 

23 
15 
13 
26 
1 

19 
10 
13 
23 

1 

22 

21 
■  1 

21 
8 
9 

27 

20 

10 

5 

27 

21 
11 
10 
27 

22 

10 

6 

21 

21 

6 
24 

25 
9 
S 

24 

23 
16 

7 
22 

27 
18 

7 
22 

28 
15 
11 
13 

30 
17 
12 

27 

30 
18 
14 
25 

28 
18 
10 
27 

27 
32 
11 
13 

28 
15 
14 
25 

32 
22 
14 
29 

33 

20 

16 

27 

DareS 

16 
5 
9 
67 
10 
70 
10 
36 
2 

17 

5 

11 

76 

43 

66 

9 

33 

2 

17 
6 
7 
77 
39 
69 

37 
2 

17 

4 

2 

76 

25 

70 

7 

12 

2 

20 
2 
2 

76 
46 
73 
9 
28 
2 

23 

1 

9 

85 

49 

77 

8 

30 

2 

19 

1 

2 

87 

32 

77 

9 

21 

2 

24 
1 
2 
81 
35 
73 
9 

28 
2 

18 
4 
4 

104 
31 
83 

6 
38 

1 

17 

29 

31 

29 

29 

30 

29 

29 

31 

33 

Duplin.. 

2 
110 
39 
82 

3 
35 

2 

4 

119 
48 
93 

"■35" 

1 

10 

127 

40 

92 

3 

41 

1 

12 
128 
37 
115 
4 
48 
3 

135 
48 
122 
5 
44 
3 

11 

139 
54 
123 
4 
43 
3 

6 
138 
52 
129 
2 
18 
3 

9 
133 
45 
126 
4 
28 
3 

13 
152 
57 
129 
4 
42 
3 

11 

Durham-Orange 

154 

55 

135 

FrankUn 

5 

48 

Gates 

3 

Graham 

2 

Granville 

13 

5 

124 

16 
14 
14 
10 

5 
14 

I 

6 

13 
5 
124 
15 
13 
12 
14 
5 
14 
1 
3.» 

12 

5 
118 
14 
15 
13 
12 

6 
12 

1 
39 

7 

10 
5 
91 
13 
16 
15 
9 
6 
11 

""'29" 
2 

10 

6 
102 
15 
14 
20 
17 

7 
13 

1 
38 

4 

11 

5 
99 
18 
15 
19 
17 

7 
14 

1 
38 

7 

10 
6 
S3 
17 
10 
21 
13 
4 
13 

11 
6 
109 
25 
16 
22 
14 
5 
11 

13 

7 

101 

23 

12 

21 

17 

7 

10 

13 
6 
108 
23 
12 
21 
13 
3 
7 

14 
5 
110 
24 
16 
21 
10 
1 
10 

14 

6 

115 

21 

18 

19 

7 

6 

10 

14 

7 

127 

26 

18 

21 

17 

6 

11 

14 
6 
133 
26 
19 
20 
17 
8 
9 

14 

6 
135 
25 
19 
20 
17 

8 
10 

12 

6 
134 
25 
19 
19 
17 
2 
10 

14 

6 

129 

22 

17 

16 

20 

6 

11 

13 

4 

151 

23 

16 

21 

21 

6 

10 

13 

Greene ,. 

Guilford 

Halifax. _ 

Harnett 

6 
158 
23 
19 

Haj'wood 

Henderson 

21 
23 

Hertford 

6 

Hoke 

9 

Hyde 

Iredell-Alexander. 

39 
4 

30 
6 

31 
3 

25 
3 

27 

1 

24 
1 

23 
2 

26 
3 

26 
4 

10 
3 

19 
6 

?.S 

32 

Jackson  lO 

August,   1948 
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COUNTY 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

194  S 

JacksoD-Swain _  .'. 

3 
13 
19 
12 
3 
4 
4 

8 
26 

Johnston 

Jones... 

23 
3 
13 
22 
13 
8 
5 
8 

25 
3 
11 
17 
10 
4 
3 
7 

19 

10 
20 
12 
2 
5 

19 
3 

10 
22 
13 
5 
4 

21 
3 
10 
20 
11 
3 
4 

12 
3 
3 

22 
S 
5 

1 

9 
2 
8 
21 
10 
4 

27 
1 
10 
22 
11 
2 
1 

25 

24 

18 

18 

22 

23 

19 

'""22' 

26 

Lee 

9 
21 
11 

4 

1 

10 
26 
11 

I 

11 

24 
14 

4 

12 

26 
15 
4 

1 

11 

27 
16 
4 
1 

12 
27 
14 
4 

1 

12 
12 
10 
3 
3 

13 

25 
IS 
7 
3 

13 
29 
14 

7 
8 

Lincoln  

5 

Martin  ii _ 

i 

Martin-WashingtoD-Tyrrell. 

10 

11 

104 

10 
10 

108 
3 

12 

13 

116 

2 

10 

10 

116 

3 

12 

6 

125 

3 

13 

10 

119 

2 

13 

12 

119 

3 

11 

13 

130 

3 

15 

14 

138 

4 

12 
13 

127 

14 

12 
131 

IS 

13 

142 

16 

13 

150 

15 
161 

""ii" 

14 
175 

.-  — 

McDowell 

12 

128 

10 

124 

10 

117 

Mitchell  12.- - 

Mitchell-Avery  13 

8 

Mitcheli-Watauga  14 

Mitchell- Yancey 

6 

5 

S 

7 
6 
22 

6 
5 

21 

7 

^       4 

21 

3 
2 
20 

5 
4 
22 

7 
4 
23 

10 

9 
17 
33 
38 
3 
5 

10 
21 

9 
21 

18 

9 
22 

9 
21 

8 
19 

7 
22 

2? 

6 
20 

4 
19 

5 
17 

Moore 

Nash   !().- 

37 
4 
5 

35 
5 

8 

25 
4 
6 

35 
8 
6 

39 
4 
5 

34 
4 
2 

36 
4 
5 

32 
9 
4 

39 
1 
4 

37 
3 
3 

38 
7 
5 

43 
4 
8 

44 
4 
8 

45 
4 

8 

40 
3 
8 

"""49" 
2 
8 

"""55" 
3 
10 

Onslow -    ---  - 

Orange  17 

10 

Pamlico 

Pasquotank-Camden-Currituck-Darc 

Pasquotank-Camden-Darc  8 -. 

Pender 

4 

4 

4 

4 
12 

4 
14 

4 
12 

4 
11 

4 
9 

4 

4 
9 

4 
11 

3 
10 

3 
14 

3 
13 

4 
12 

5 
14 

4 

16 

4 

17 

4 

17 

1 

14 
1 

11 
1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

1 

1 

Perquimans  IS- --- 

6 
27 
6 
8 
17 
24 
24 
35 
22 
13 
10 
16 

6 
27 
5 
7 
17 
21 
24 
39 
21 
13 
11 
15 

6 
20 

7 
14 
15 
22 
21 
33 
21 
14 
11 
13 

7 
14 

10 
16 
23 
22 
24 
19 
14 
11 
12 

7 
22 

6 
11 
15 
25 
23 
34 
20 
14 
11 
16 

8 

13 
16 
27 
21 
30 
21 
14 
11 
17 

7 
24 

4 
10 
15 
28 
IS 
27 
23 
14 
10 
18 

7 
26 
5 
9 
17 
29 
20 
28 
22 
16 
11 
19 

8 
30 

5 
11 
16 
34 
18 
26 
23 
16 
11 
18 

8 
29 

5 
11 
15 
33 
22 
24 
23 
16 
10 
20 

9 
28 

6 
13 
16 
35 
22 
27 
24 
18 
10 
16 

8 
25 

6 
12 
16 
35 
26 
34 
22 
18 
10 
17 

8 
29 

6 
12 
15 
35 
24 
33 
22 
16 
10 
20 

9 
30 

6 
13 
17 
36 
29 
33 
22 
15 

9 
20 

S 
31 

7 
14 
17 
38 
29 
42 
23 
16 
10 
17 

6 
32 
7 
5 
16 
38 
25 
42 
22 
10 
10 
16 

6 
30 

6 
16 
18 
38 
29 
41 
20 
16 

9 
18 

6 
31 

7 
20 
19 
40 
29 
41 
24 
15 
12 
21 



Pitt 

Polk 

IB 
20 
47 
30 
49 
25 
16 
10 

Richmond 

Robeson 

Rockingham 

Rowan-Davie 

Rutherford 

Sampson ---   - 

Scotland 

Stanly  15 

Stanly-Montgomery -- 

""'26 

Stokes 

2 
20 

6 
13 

6 
17 

1 
12 

1 

1 

Surry  19 

26 
3 
2 

22 

17 
4 
2 

15 
5 

14 

3 
2 

12 
3 
3 

18 

16 
2 

19 
3 
S 

23 
3 
10 

27 
2 
9 

7 

""2 

7 

29 

"""31 

Swain  10 -- 

2 

2 

1 

3 

6 

Tyrrell  20 

13 
12 
94 
6 
3 

10 

8 

S7 

6 

3 

9 
7 
86 
6 
3 

10 

8 
S7 
5 

10 

9 
89 
5 

11 

9 

88 

6 

10 

8 
89 
2 

8 

8 

95 

2 

11 

6 

100 

2 

13 
10 
95 
2 

13 
10 
94 
3 

14 
10 
93 
2 

15 
12 

87 
3 

14 
10 
9S 
4 

14 
10 
96 
5 

3 

8 
96 
2 

13 
U 

92 
6 

14 

11 

110 

6 

14 

Wake    

10,'i 

Warren 

Washington -Tyrrell  11 

Watauga  21 

Watauga- Ashe  22..." . 

3 

22 

5 

27 

6 
29 

5 

27 

5 
29 

6 
30 

6 
31 

4 
34 

5 
33 

7 
35 

8 
38 

5 
38 

2 
37 

7 
37 

Wavne 

38 
10 

30 
11 

32 
10 

38 

"""38 

Wilkesz. 

Wilkes-Alleghany 

9 
21 

1 

13 
25 

10 

29 

14 
31 

13 

25 

14" 
25; 

15 

24 

13 

25 

16 

27 

17 

27 

17 
31 

17 

29 

14 

27 

16 
30 

17 

33 

—  -- 

Wilson                   

28 
10 
4 

28 
------ 

22 
4 
1 

33 

Vadkin  19 

5 

4 

1 

4 

Totals --- 

1,694    1,600 

1,559 

1,363 

1,563 

1.619 

1,462 

l,503j 

1,715 

1,605 

1,661 

1,694 

1.837 

1,919 

1,982 

1,811? 

1,939 

2.191 

2,298 

(1)  See  Iredell  Alexander.  (2)  See  Wilkes-Mleghany.  (3)  See  Watausa-A.slie  and  Ashe-Watauga.  (1)  See  Mitcliell-Averv. 
(.i)  See  Pa.squotanl.-Camden-Uare  and  Pa.'squotank-Camden-Currifuek-Dare.  (6)  See  Alamance-Caswell.  (7)  See  -Macon-Clay.  (8) 
Sec  Pa,'ic|uotank-Cainden-Currituck-Dare.  (9)  See  Rowan-Davie.  (10)  See  Jackson-Swain.  (11)  See  Martin-Washingrton-Tvrrell. 
(12)  See  Mitchell-Avery.  Mitchell-Watauga,  and  Mitchell-Y'ancev.  (13)  See  -\veiT  and  Mitchell.  (14)  See  Mitchell,  Watauga-Ashe, 
and  A.she-Watauga.  (1.1)  See  Stanly-Montgomery.  (16)  See  E  Igecoinbe-Xa.-h.  (IT)  See  Durham-Orange  (is)  See  Chowaii- 
Periiuimans.  (19)  See  Surrv-Yadkin.  (20)  See  Washington-Tyrrell  and  Martin  Washington-Ivrrell  (21)  Sec  .Mitchell-Watauga, 
Watauga--\she,    and    Ashe-Watauga.    (22)    See    -Ashe-Watauga. 

ROSTER  OF  MEMBERS  NORTH  CAROLINA  STATE  BOARD  OF  HEALTH 
FRO.M    ORGANIZATION    IN    1877    TO    1948 


Na  m  e 


A  cf  dress 


S.  S.  Satchwell,  M.D.,  President 

Thomas  F.  Wood.   M.D.,   Secretary.. 

Joseph   Graham,  M.D 

Charles  Duffy,  Jr.,  M.D 

Peter  E.  Hines,  M.D 


Appointed  "By 


Rocky  Point- 
Wilmington. - 

Charlotte 

New  Bern 

Raleiffh.. 


George  A.  Foote,  M.D iWarrenton.. 


S.  S.   Satchwell,  M.D,,  President. 

Thomas  F.  Wood,  M.D.,  Secretary 

Charles  J.  O'Hagan,  M.D.,  President 

George  A.  Foote,  M.D 

Marcellus  Whitehead,  M.D _ 

R.  L.  Payne,  M.D _ 

H.  G.  Woodfin,  M.D 

A.  R.  Ledeux,  Chemist 

William  Cain,  Civil  Engineer 

R.  L.  Payne,  BI.D Lexington 

M.  Whitehead,  M.D.,  President Salisbury 

S.  H.  Lyle,  M.D iFranklin.. 


Rocky  Point.. 
Wilmington... 

Greenville 

Warrenton 

Salisbury 

Lexington 

Franklin 

Chapel  Hill..., 
Charlotte 


Term 


[State  Society 1877  to  1878 

iState  Society 1877  to  1878 

State  Society 1877  to  1878 

State  Society 1877  to  1878 

State  Society I  1877  to  1878 

State  Society 1877  to  1878 

State  Society I  1878  to  1884 

State  Society '  1878  to  1884 

State  Society i  1878  to  1882 

State  Society I  1878  to  1882 

State  Society I  1878  to  1880 

State  Society \  1878  to  1880 

Gov.  Z.  B.  Vance '  1878  to  1880 

Gov.  Z.  B.  Vance |  1878  to  1880 

Gov.  Z.  B.  Vance i  1878  to  1880 

State  Society 1881  to  1887 

State  Society 1881  to  1884 

Gov.  T.  J.  Jarvis 1881  to  1883 
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Name 


William  Cain,  Civil  Engineer _. 

W.  G.  Simmons,  Chemist 

J.  W.  Jones,  M.D.,  President 

John  McDonald,   M.D 

S.  H.  Lyle,  M.D 

W.  G.  Simmons,  Chemist 

Arthur  Winslow,  Civil  Engineer 

R.  H.  Le%vis,  M.D 

Thomas  F.   Wood,  M.D.,   Secretary.... 

William  D.  Hilliard,  M.D 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

J.  A.  Hodges,  M.D 

J.  M.  Baker,  M.D 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

Thomas  F.  Wood,  M.D.,  Secretaryf.... 
George  G.  Thomas,  M.D.,  President-. 

S.  Westray  Battle.  M.D 

W.  H.  Harrell,  M.D 

John  Whitehead,  M.D 

W.  H.  G.  Lucas 

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Beall,  M.D 

W.  J.  Lumsden,  M.D 

John  Whitehead,   M.D 

W.  H.  Harrell,  M.D 

W.  P.  Beall,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer 

Charles  J.  O'Hagan,  M.D 

John   D.   Spicer.   M.D 

J.  L.  Nicholson,   M.D 

R.  H.  Lewis,  M.D.,  Secretary 

A.  W.  Shaffer,  Civil   Engineer 

Charles  J.  O'Hagan,  M.D 

J.  L.  Nicholson,  M.D 

Albert  Anderson,  M.D 

George  G.  Thomas,  M.D.,  President... 

S.  Westray  Battle,  M.D 

H.  W.  Lewis,  M.D 

H.  H.  Dodson,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Ivey,  M.D 

George  G.  Thomas,  M.D.,  President. 

Francis  Duffy,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

S.  Westray  Battle,  M.D 

H.  W.  Lewis,  M.D 

W.  H.  Whitehead.  M.D 

J.  L.  Nicholson,  M.D 

J.  L.   Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D 

W.  0.  Spencer,  M.D 

George  G.  Thomas.  M.D.,  President.. 

Thomas  E.  Anderson,  M.D 

R.  H.  Lewis,  M.D 

E.  C.  Register,  M.D 

David  T.  Tayloe,  M.D 

James  A.  Burroughs,  M.D.i 


AddTK 


Charlotte 

vVake  Forest 

vV^ake  Forest 

vVashington 

Franklin 

vVake  Forest 

ilaleigh 

rtaleigh 

iVilmington 

.Isheville 

ilaleigh 

iVake  Forest 

Henderson 

Raleigh 

\Vinston 

Raleigh 

vVake  Forest 

Henderson 

\Vinston 

Henderson 

Chapel  Hill 

Winston 

Fayetteville 

Tarboro 

Henderson 

Chapel  Hill 

Winston 

A'ilmington 

Wilmington 

Asheville 

Williamston 

Salisbury 

^Vhite  Hall 

Chapel  Hill 

Wilmington 

Raleigh 

Greensboro 

Elizabeth  City.. 

Salisbury 

Williamston 

Greensboro 

Raleigh 

Chapel  Hill 

Wilmington 

Greenville 

Goldsboro 

Richlands 

Raleigh 

Raleigh 

Greenville 

Richlands 

Wilson 

Wilmington 

Asheville 

Jackson 

Milton 

Raleigh 

Lenoir 

Wilmington 

New  Bern 

Winston 

.\sheville 

Jackson 

Rocky  Mount.. - 

Richlands 

Winston 

Waynesville 

Winston 

Wilmington 

Statesville 

Raleigh 

Charlotte 

Washington 

Asheville 


Appulnttti  by 


Gov.   T.  J.   Jarvis 

Gov.  T.  J.   Jarvis 

State  Society 

State  Society 

Gov.  T.  J.   Jarvis 

Gov.  T.  J.   Jarvis 

3ov.  T.  J.  Jarvis 

State  Board  of  Health 

State  Society 

State  Society _. 

Gov.  A.   M.   Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.   Scales 

State  Society 

State  Society 

Gov.  A.  M.  Scales 

M.   Scales 

M.   Scales 

M.   Scales 

G.  Fowle 

G.  Fowle 

G.  Fowle 


jOV. 

Gov. 
Gov. 
Gov. 
Gov. 
Gov. 


A. 

A. 

A. 

D. 

D. 

D. 

State  Society 

State  Society 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society 

State  Board  of  Health.. 

State  Society 

State  Society 

State  Board  of  Health. 
Gov.  Elias  Carr 


Gov. 
Gov. 
Gov. 
Gov. 
Gov. 


Carr.. 
Carr.. 
Carr.- 
Carr.. 
Carr.. 


Elias 

Elias 

Elias 

Elias 

Elias 

State  Society 

State  Society 

Gov.  Elias  Carr 

Elias 

Elias 

Elias 

D.  L. 


uov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 
Gov. 


Carr 

Carr 

Carr 

Russell.. 
Russell.. 
Russell.. 
Russell.. 
Russell.. 
Russell.. 
Russell.. 
Russell- 


D.  L. 

D.  L. 

D.  L. 

D.  L. 

D.  L. 

D.  L. 

D.  L. 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Aycock.. 
Gov.  C.  B.  Aycock.. 
Gov.  C.  B.  Aycock-- 
Gov.  C.  B.  Aycock.. 
Gov.  C.  B.  Aycock.. 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Aycock-. 
Gov.  R.  B.  Glenn... 
Gov.  R.  B.   Glenn.... 

State  Society 

State  Society 

Gov.  R.  B.  Glenn... 
Gov.  R.  B.  Glenn... 

State  Society 

State  Society 


Term 


to 
to 
to 
to 
to 
to 
to 


to 
to 
to 
to 
to 
to 


1881  to 
1881  to 
188.3  to 
1883  to 
1883  to 

1883  to 

1884  to 

1884  to 

1885  to 
1885 
1885 
1885 
1885 
1887 
1887 
1887 

1887  to 

1888  to 
1888 
1888 
1889 
1889 
1889 
1891 
1891  to 

1891  to 

1892  to 

1891  to 

1892  to 

1893  to 
1893  to 
1893  to 
1893  to 

1893  to 

1894  to 
1895 
1895 
1895 
1895 
1895 
1895 
1897  to 
1897  to 
1897  to 
1897  to 
1897  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899 
1899 
1901 
1901 
1901 
1901 
1901 
1901 
1901 
1901 
1901 
1901 
1903 
1905  to 
1905  to 
1905  to 
1907  to 
1907  to 
1907  to 
1907  to 
1909  to 


to 
to 
to 
to 
to 
to 


to 
to 
to 
to 
to 
to 
to 
to 
to 
to 
to 
to 
to 


1883 

1883 

1889 

1889 

1885 

1885 

1886 

1886 

1887 

1891 

1891 

1887 

1887 

1888 

1888 

1889 

1889 

1891 

1891 

1891 

1893 

1892 

1893 

1893 

1893 

1892 

1897 

1895 

1895 

1895 

1895 

1895 

1895 

1895 

1897 

1897 

1897 

1897 

1897 

1897 

1897 

1899 

1899 

1899 

1899 

1899 

1901 

1901 

1901 

1901 

1901 

1901 

1901 

1901 

1901 

1907 

1907 

1907 

1905 

1905 

1905 

1907 

1907 

1905 

1905 

1909 

1911 

1911 

1911 

1913 

1913 

1909 

1913 

1913 


t  Died  in   1892,   leaving  a  five-year  unexpired  term,  which  was   filled   by   the   Board. 
1  Died   leaving  unexpired  term. 
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i<ame 


Address 


J.  E.  Ashcraft,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

W.  O.  Spencer,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D 

R.  H.  Lewis,  M.D 

Edw.  J.  Wood,  M.D 

A.  A.  Kent,  M.D.2 

Cyrus  Thompson,  M.D 

Fletcher  R.  Harris,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.' _ 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D 

Fletcher  R.  Harris,  M.D.3 

A.  J.  Crowell,  M.D 

Chas.  E.  Waddell,  CE.-* 

C\TUs  Thompson,  M.D _ 

R.  H.  Lewis,  M.D 

E.  J.  Tucker,  D.D.S 

J.  Howell  Way,  M.D.,  President 

A.  J.  Crowell,  M.D 

James  P.  Stowe,  Ph.G 

D.  A.  Stanton,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D. 5.. 
Cyrus  Thompson,  M.D.i 

D.  A.  Stanton,  M.D 

R.  H.  Lewis,  M.D.i 

Jno.  B.  Wright,  M.D.« 

E.  J.  Tucker,  D.D.S." 

W.  S.  Rankin,  M.D.-* 

L.  E.  McDaniel,   M.D 

Chas  C.  Orr,  M.D 

Thomas  E.  Anderson,  M-D." 

L.  E.  McDaniel,  M.D.e 

James  P.   Stowe,  Ph.G." ;. 

A.  J.  Crowell,  M.D.e 

J.  M.  PaiTott,  M.D.8 

Chas.  C.  Orr,  M.D.6 

J.  M.  Parrott,  M.D. 5 

C.  V.  Reynolds,  M.D 

L.  B.  Evans,  M.D 

S.  D.  Craig,  M.D 

John  T.  BuiTus,  M.D 

J.  N.  Johnson,  D.D.S 

J.  A.  Goode,  Ph.G 

H.  L.  Large,  M.D 

H.  G.  Baitv,  C.E 

Grady  G.  Dixon,  M.D.^ 

Grady  G.  Dixon,  M.D.^ 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  M.D 

Jomes  P.  Stowe,  Ph.G 

Gradv  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large.  M.D 

H.  G.  Baity,  C.E 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  M.D 

James  P.  Stowe,  Ph.G 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

Gradv  G.  Dixon,  M.D 

J.  LaBruce  Ward.  M.D 

H.  Lee  Large,  M.D 

H.  G.  Baity,   Sc.D 


Monroe 

Winston-Salem.. 

Waynesville 

Winston-Salem.. 

Statesville 

Greenville 

Raleigh 

Wilmington 

Lenoir 

Jacksonville 

Henderson 

Winston-Salem.. 

Waynesville 

Charlotte 

Statesville 

Greenville 

Henderson 

Charlotte 

Asheville ,.... 

Jacksonville 

Raleigh 

Roxboro 

Waynesville 

Charlotte 

Charlotte 

High  Point 

Statesville 

Greenville 

Jacksonville 

High  Point , 

Raleigh 

Raleigh 

Roxboro 

Charlotte 

Jackson 

Asheville 

Statesville 

Jackson 

Charlotte 

Charlotte 

Kinston 

Asheville 

Kinston 

Asheville - 

Windsor 

Winston-Salem.. 

High  Point 

Goldsboro 

Asheville 

Rocky  Mount 

Chapel  Hill 

Ayden 

Ayden 

Winston-Salem.. 

Fayetteville 

Goldsboro 

Raleigh 

Charlotte 

Ayden 

Asheville 

Rocky  Mount 

Chapel  Hill 

Goldsboro 

Raleigh 

Charlotte 

Winston-Salem.. 

Fayetteville 

Ayden 

Asheville 

Rockv  Mount 

Chapel  Hill 


Appointed  by 


State  Board  of  Health 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

State  Society 

State  Society 

Gov.  Locke  Craig 

Gov.  Locke  Craig 

State  Society 

State  Society 

State  Board  of  Health 

Gov.  Locke  Craig 

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

State  Society 

State  Society 

State  Societj' 

Gov.  T.   W.   Bickett 

Gov.   C.   Morrison 

State  Society 

Gov.  T.  W.  Bickett 

Gov.  T.   W.   Bickett 

Gov.   C.   Morrison 

Gov.   C.   Morrison 

Gov.   C.   Morrison 

State  Board  of  Health 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

State  Board  of  Health 

State  Board  of  Health 

Gov.   A.   W.   McLean 

State  Society 

State  Society 

Gov.  A.  W.  TicLean 

Gov.  0.  Max  Gardner 

State  Board  of  Health 

Gov.  O.  Max  Gardner 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  O.  Max  Gardner 

Gov.  0.  Max  Gardner 

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 

Ex.  Com.  State  Society- 
State  Society 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus. 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus- 
Gov.  J.  C.  B.  Ehringhaus. 

Gov.  Clyde  R.  Hoey 

Gov.  Clvde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 


J_ 


Term 


1909 
1911 
1911 
1911 
1911 
1913 
1913 
1913 
1913 
1913 
1915 
1917 
1917 
1917 
1917 
1919 
1919 
1921 
1919 
1919 
1923 
1923 
1923 
1923 
1923 
1923 
1923 
1925 
1925 
1925 
1926 
1925 
1926 
1927 
1927 
1929 
1929 
1927 
1929 
1930 
1929 
1931 
1931 
1931 
1931 
1931 
1931 
1931 
1931 
1931 
1931 
1931 
1932 
1933 
1933 
1933 
1933 
1933 
1935 
1935 
1935 
1935 
1937 
1937 
1937 
1937 
1937 
1939 
1939 
1939 
1939 


to  1913 
to  1917 
to  1917 
to  1917 
to  1917 
to  1919 
to  1919 
to  1915 
to  1919 
to  1919 
to  1921 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1925 
to  1925 
to  1925 
to  1929 
to  1929 
to  1927 
to  1925 
to  1929 
to  1926 
to  1931 
to  1931 
to  1931 
to  1931 
to  1931 
to  1927 
to  1929 
to  1929 
to  1935 
to  1935 
to  1933 
to  1935 
to  1931 
to  1935 
to  1935 
to  1935 
to  1933 
to  1933 
to  1933 
to  1933 
to  1933 
to  1933 
to  1935 
to  1935 
to  1932 
to  1935 
to  1937 
to  1937 
to  1937 
to  1937 
to  1937 
to  1939 
to  1939 
to  1939 
to  1939 
to  1941 
to  1941 
to  1941 
to  1941 
to  1941 
to  1943 
to  1943 
to  1943 
to  1943 


2  Resigned   to   become   member  of  General   Assembly. 

3  Resiirned   to  become   Health    Officer   Vance   County. 
-i  Resig:ned. 

5  Resigned  to  become  Secretan'  of  State  Board  of  HealUi. 


e  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 

7  To  fill  vacancy  caused  by  resignation  of  Dr.  J.  M. 
Parrott. 
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Name 


Address 


Appointed  by 


Term 


C.  C.  Fordham,  Jr.,  Ph.G.8.. 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

Hubert  B.  Havwood,  M.D.... 

J.  N.  Johnson,  D.D.S ,... 

James  O.  Nolan,  M.D 

Grady  G.  Dixon,  M.D 

J.  LaBi'uce  Ward,  M.D 

H.   Lee   Large,   M.D. 

Larry  I.  Moore,  Jr 

S.  D.  Craig,  M.D.,  Pres 

W.  T.  Rainey,  M.D 

Hubert  B.  Havwood,  M.D.... 

James  O.  Nolan,   M.D 

Paul  Jones,  D.D.S.'' 

Jasper  C.  Jackson,  Ph.G.io.. 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 


Greensboro 

Winston-Salem.. 

Fayetteville 

Raleigh 

Goldsboro 

Kannapolis 

Ayden 

Asheville 

Rocky  Mount 

Wilson.... 

Winston-Salem.. 

Fayetteville 

Raleigh 

Kannapolis 

Farmville 

Lumberton 

Ayden 

Asheville 


Gov.  Clyde  R.  Hoey 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

State  Society - 

State  Society 


1940  to  1943 

1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1945  to  1949 
1945  to  1949 
1945  to  1949 
1945  to  1949 
191(j  to  1949 
1945  to  1947 
1947  to  1951 
1947  to  1951 


8  To    fill     vacancy 

Stowe,  Ph.Ci. 
n  To  fill   vacniu-v  caused 

D.D.S. 


caused    by    the    death    i 

by   resignation    nt'   ,f. 


f     James     f- 

N.    .lolmson. 


ROSTER   OF   MEMBERS   OF   THE  VARIOUS 
BOARDS    OF    MEDICAL    EXAMINERS    OF 
THE  STATE  OF  NORTH  CAROLINA 


FIRST  BOARD 

James   H.   Dickson,   Wilmington 1859-1866 

Charles  E.  Johnson,   Raleigh 1859-1866 

Caleb   Winslow,    Hertford 1859-1866 

Otis  F.  Manson,  Townsville 1859-1866 

William  H.  McKee,  Raleigh 1859-1866 

Christopher   Happoldt,   Morganton 1859-1866 

J.  Graham  Tull,  New  Bern 1859-1866 

Samuel  T.  Iredell,  Secretary 1859-1866 

SECOND  BOARD 

N.  J.  Pittman,  Tarboro 1866-1872 

E.  Burke   Haywood,   Raleigh 1866-1872 

R.  H.  Winborne,  Edenton 1866-1872 

S.   S.   Satchwell,   Rocky   Point 1866-1872 

J.   J.    Summerell,    Salisbury 1866-1872 

R.  B.  Havwood,  Raleigh 1866-1872 

M.    Whitehead,    Salisbury 1866-1872 

J.   F.   ShafFner,   Salem 1866-1872 

William   Little,   Secretary 1866-1872 

Thomas  F.  Wood,  Secretary,  Wilmington....l867-1872 

THIRD  BOARD 

Charles  J.  O'Hagan,   Greenville 1872-1878 

W    A.  B.   Norcom,   Edenton 1872-1878 

C.   Tate   Murphy,   Clinton 1872-1878 

George   A.    Foote,    Warrenton 1872-1878 

J.  W.  Jones,  Tarboro 1872-1878 

R.  L.  Pa\Tie,  Lexington 1872-1878 

Charles  Duflfy,  Jr.,  Secretary,  New  Bern.. ..1872-1878 

FOURTH  BOARD 

Peter  E.   Hines,  Raleigh 1878-1884 

Thomas   D.    Haigh,   Fayetteville 1878-1884 

George  L.  Kirbv,  Goldsboro 1878-1884 

Thomas   F.   Wood,   Wilmington : 1878-1884 

Joseph   Graham,   Charlotte 1878-1884 

Robert   I.    Hicks,   Williamstoni 1878-1880 

Richard  H.  Lewis,  Raleigha 1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem 1878-1884 

FIFTH  BOARD 

William  R.  Wood,  Scotland  Neck 1884-1890 

Augustus   W.  Knox,   Raleigh 1884-1890 


1  Resigned  before  expiration   of  term. 

2  Elected  for  unexpired  term   of  Dr.  Hicks. 


HIT,)  (ill  vacai!c\-  caused  by  resignation  of  Larry  I.  Moore. 
Jr. 


Francis  Duffy,  New  Bern _ 1884-1890 

Patrick   L.   Murphy,   Morganton 1884-1890 

Willis  Alston,  Littleton 1884-1890 

J.  A.  Reagan,  Weaverville 1884-1890 

W.  J.  H.  Bellamy,  Secretary,  Wilmington. .1884-1890 

SIXTH  AND   SEVENTH   B0ARDS3 

R.  L.  Payne,  Jr.,  Lexington 1890-1892 

George  W.  Purefoy,  Asheville 1890-1892 

George  G.  Thomas,  Wilmington 1890-1894 

Robert  S.  Young,  Concord 1890-1894 

.■'illiam  H.   Whitehead,  Rocky  Mount 1890-1896 

George   W.   Long,   Graham 1890-1896 

L.  J.  Picot,  Secretary,  Littleton 1890-1896 

Julian  M.  Baker,  Tarboro 1892-1898 

H.   B.   Weaver,   Secretary,   Asheville 1892-1898 

J.   M.   Hays,    Greensboro^ 1894-1897 

Kemp  P.  Battle,  Jr.,  Raleighs 1897-1900 

Thomas  S.   Burbank,  Wilmingtoni 1894-1898 

Richard  H.  Whitehead,  Chapel  HilH 1896-1898 

William   H.   H.   Cobb,  GoldsboroS 1898-1900 

J.  Howell  Way,  Secretary,  Waynesville''....  1898-1902 

David  T.  Tavloe,   Washington 1896-1902 

Thomas  E.  Anderson,  Sec,   Statesville 1896-1902 

Albert    Anderson,    WilsonS 1898-1902 

Edward   C.   Register,  Charlotte^ 1898-1902 

Thomas    S.   McMullan,   Hertfords 1900-1902 

John   C.  WaltonS 1900-1902 

EIGHTH  BOARD 

A.  A.  Kent,  Lenoir. 1902-1908 

Charles   O'H.   Laughinghouse,   Greenville... .1902-1908 

M.  H.  Fletcher,  Asheville 1902-1908 

James   M.   Parrott,   Kinston 1902-1908 

J.   T.  J.   Battle,   Greensboro 1902-1908 

Frank  H.   Russell,   Wilmington 1902-1908 

George  W.  Presslv,  Secretary,  Charlottei   1902-1906 
G.  T.   Sikes,  Secretary,  Grissomf 1906-1908 

3  In  ISOO  the  Medi'-al  Society  of  tlie  State  of  North 
Carolina  adopted  the  plan  of  electing  n, embers  of  the  Board 
in  such  a  manner  tliat  the  terms  -ivould  expire  at  different 
intervals  of  two  years.  This  practice  was  followed  for  twelve 
years,  or  until  Ifloj,  when  the  plan  was  abandoned;  an 
equivalent  of  two  terms  of  six  years  each.  It  is  evident  that 
tlie  Society  arranged  to  abandon  the  policy  as  early  as  1S!1«, 
as  two  members  were  elected  for  short  terms,  and  two  years 
later  two  other  members  were  elected  for  still  shorter  terms, 
It  is  therefore  impossible  to  separate  the  sixth  and  seventh 
Boards,    since    the    membership    was    overlapping. 

4  Died  before  the  expiration   of  his  term. 

5  Elected   to  serve   unexpired   term   of  Dr.    Hays. 

6  Elected   to  serve   the   unexpired   term   of   Dr.   Burbank. 

7  Elected   to  serve  the  unexpired  terui   of  Dr.   Whitehead. 
S  Elected  for  short  term  expiring  in    1902. 

9  Elected   to  serve  the  unexpired  term   of  Dr.   Pressly. 
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NINTH  BOARD 

Lewis   B.   McBrayer,   Asheville 1908-1914 

John   C.    Rodman,    Washington 1908-1914 

William  W.   McKenzie,  Salisbury 1908-1914 

Henry   H.   Dodson,    Greensboro 1908-1914 

John    Bvnum,    Winston-Salem 1908-1914 

J.  L.  Nicholson,  Richlands 1908-1914 

Benj.  K.  Hays,  Secretary,  Oxford 1908-1914 

TENTH  BOARD 

Isaac  M.  Taylor,  Morganton 1914- 1920 

John  Q.  Myers,  Charlotte- 1914-1920 

Jacob   F.    Highsmith,    Fayetteville 1914-1920 

Martin   L.    Stevens,    Asheville 1914-1920 

Charles   T.   Harper.   Wilmington* 1914-1915 

Edwin   G.   Moore,   Elm   Cityio 1915-1920 

John   G.  Blount,  Washington" 1914-1920 

Hubert   A.    Royster,   Secretary,   Raleigh 1914-920 

ELEVENTH  BOARD 

Lester  A.  Crowell,  Lincolnton 1920-1926 

William   P.   Holt,   Duke 1920-1926 

J.   Gerald    Murphy,   Wilmington 1920-1926 

Lucius    N.    Glenn,    Gastonia 1920-192G 

Clarence  A.   Shore,   Raleigh _ 1920-1926 

William   M.   Jones,   Greensboro 1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City. ..1920-1926 

TWELFTH  BOARD 

Paul   H.   Ringer,   Asheville 1926-1932 

W.  Houston  Moore,  Wilmington 1926-1932 

T.  W.  M.  Long,  Roanoke  Rapids 1926-1932 

W.  W.  Dawson.  Grifton* 1926-1930 

J.   K.   Pepper,   Winston-Salem 1926-1932 

Pov  Roberson,  Durham 1926-1932 

John  W.  McConnell,  Secretary,  Davidson. ...1926-1932 
David  T.  Tayloe,  Jr.,   Washingtoni^ 1930-1932 

THIRTEENTH   BOARD 

Ben  F.  Royal,  Morehead  City 1932-1938 

Benj.  J.  Lawrence,  Secretary,  Raleigh 1932-1938 

F.   Webb   Griffith,   Asheville 1932-1938 

Hamilton  W.   McKay,   Charlotte 1932-1938 

J.   W.   Vernon,   Morganton 1932-1938 

W.  H.   Smith,   Goldsboro 1932-1938 

K.  G.  Averitt.  Cedar  Creek* 1932-1936 

Roscoe  D.  McMillan,  Red   Springsis 1936-1938 

FOURTEENTH  BOARD 

Karl   B.    Pace,   Greenville 1938-1944 

William  M.  Coppridge,  Durham 1938-1944 

Frank  A.  Sharpe,  Greensboro 1938-1944 

Lev,'is   W.   Elias,   Asheville* 1938-1943 

J.   Street  Brewer,   Roseboro 1938-1944 

W.  D.  James.  Secretarv.  Hamlet 1938-1944 

L.  A.  Crowell,  Jr.,  Lincolnton 1938-1944 

John  LaB'-uce  Ward,  Ashevilloi* 1943-1944 

FIFTEENTH  BOARD 

C.  W.  Armstrong,   Salisbury 1944-1950 

M.  D.   Bonner,  Jamestown 1944-1950 

T.  Leslie  Lee,  Kinston ....1944-1950 

Roy  B.   McKnight,  Charlotte 1944-1950 

Paul  G.   Parker,  Erwin 1944-1950 

M.  A.  Pittman,  Wilson 1944-1950 

Ivan  M.  Procter,  Secretary,  Raleigh .....1944-1950 

10  Elected  to  serve  the   unexpired   term  of   Dr.    Harper. 

1 1  Died   a  few   months   before  the   expiration    of   his   term ; 
such  ,1  short  time  that  the  vacancy  was  not  filled. 

12  Elected  to  serve  unexpired  term  of  Dr.  W.  W.  Dawson. 

13  Elected   to   serve   unexpired    temi    of   Dr.    .\veritt. 

14  Elected  to  serve   unexpired   term   of  Dr.   Elias. 


MOORE  COUNTY   MEDICAL  SOCIETY   MEDAL 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to 
pay  for  a  medal  to  be  given  for  the  best  paper 
read  at  the  State  Society  meeting  each  year.  No 
one  is  eligible  to  receive  this  medal  except  Fellows 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina in  good  standing;  no  invited  guest  is  allowed 
to  compete. 

Each  Section  Chairman  selects  a  committee  of 
three  to  decide  on  the  best  paper  written  in  their 
section.  The  winning  papers  are  then  turned  over 
to  the  State  Committee,  who  select  the  one  to  re- 
ceive the  medal.  The  following  Fellows  have  been 
awarded  this  medal: 

1928— Paul   Pressly   McCain,   M.D Sanatorium 

"The   Diagnosis   and   Significance   of   Juvenile 

Tuberculosis" 
(Fi-om  Section  on  Pediatrics) 

1929— A.   B.   Holmes,   M.D Fairmont 

"The  Treatment  of  Uremia" 
(From  Section  on  Chemistry,  Materia  Medica 
and  Therapeutics) 

1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,    M.D Rocky    Mount 

"The  Clinical  Consideration  of  Anaemia  of 
Pregnancy   and   of   Puerperium" 

(From  Section  on  Practice  of  Medicine) 
1931— F.  C.  Smith,  M.D Charlotte 

"Practical  Value  of  Perimetry  in  Intracra- 
nial Conditions;  Case  Reports"  (tumors, 
vascular  disease,  toxemia,  syphilis  and 
trauma) 

(From  Section  on  Eye,  Ear,  Nose  and  Throat) 

1932— Charles  L  Allen,  M.D Wadesboro 

"An  Improved   Splint  for  Treating  Fractures 
of   the    Lower    Extremity    Showing    Reduc- 
tion and  Skeletal  Distraction  Attachments" 
(From    Section   on    Surgery) 

193.3— H.  L.   Sloan.  M.D Charlotte 

"Some  General  Remarks  about  Cataract  Sur- 
gery, With  Report  of  100  Consecutive  Un- 
complicated Cataract  Operations" 
(From    Section    on    Ophthalmology    and    Oto- 
laryngology) 

J.   R.   Adams,   M.D Charlotte 

"Hypo-glycaemia  in   Children" 
(From   Section   on   Pediatrics) 

1934- -Fred   E.    Motley,    M.D Charlotte 

"Complications    of    Mastoiditis    with    Special 

Reference  to  Septicemia" 
(From    Section    on    Ophthalmology   and    Oto- 
laryngology) 

1935— Arthur  H.   London,   M.D Durham 

"The   Composition   of   an    Average   Pediatrics 

Practice" 
(From   Section  on  Pediatrics) 

1936— V.   K.   Hart,    M.D Charlotte 

"Etiological  and  Therapeutic  Aspects  of  Bron- 
chiectasis   with    Clinical     Observations    on 
Bronchial  Lavage  by  the   Stitt  Method" 
(From    Section    on    Ophthalmology    and    Oto- 
laryngology) 

1937 — No  award  made. 

1938—0.   Hunter   Jones,    M.D Charlotte 

"Pelvic    Architecture    and    Classification   with 

its   Practical  Application" 
(From  Section  on  Gynecology  and  Obstetrics) 
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1939_Doniiell   B.   Cobb,  M.D Goklsboro 

"Vaginal   Ureterolithotomy" 

(From    Section   on    Surgery) 
1940_C.  R.  Monroe,  M.D.,  C.  D.  Thomas,  M.D., 

and   C.  L.  Gray,  M.D Pinehurst 

"Thoracoplasty  and  Apicolysis" 

(From  Section  on  Surgery) 
1941 — Walter   R.   Johnson,   M.D Asheville 

"Is    Diverticulitis    of    the    Colon    a    Surgical 
Disease?" 

(From  Section  on  Practice  of  Medicine) 
1942 — E.  P.  Alyea,  M.D Durham 

"Castration    for    Carcinoma    of    the    Prostate 
Gland" 

(From  Section  on   Surgery) 
1943 — No  award  made. 


1944_D.  F.  Milam,  M.D Chapel  Hill 

"Vitamin  C  Content  of  Some  North  Carolina 

Cooked  Foods" 
(From   Section   on  Public  Health  and 
Education) 
1945 — No  Meeting. 

1946— E.   C.  Hamblen,  M.D Durham 

"Some  Aspects  of  Sex  Endocrinology  in  Gen- 
eral Practice" 
(Fiom    Section   on    General   Practice   of 
Medicine  and  Surgery) 

1947_W.   L.   Thomas,   M.D Durham 

"Some     Psychosomatic     Problems     in     Gyne- 
cology" 
(From  Section  on  Gynecology  and  Obstetrics) 


SESSIONS  OF  THE  HOUSE  OF  DELEGATES 


MONDAY   AFTERNOON   SESSION 
May   3,   1948 

The  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  North  C^arolina  convened  for  its  open- 
ino-  meeting  of  the  Ninety-Fourth  Annual  Session 
at^2  p.m.  on  Monday.  May  3,  1948,  in  the  ballroom 
of  the  Hotel  Carolina,  Pinehurst,  North  Carohna. 
The  meeting  was  called  to  order  by  the  president. 
Dr.  James  F.  Robertson  of  Wilmington,  and  the  in- 
vocation was  given  by  the  Reverend  Thomas  A.  Fry, 
pastor  of  the  Presliyterian  Church.  Red  Springs. 
The  secretary-treasurer.  Dr.  Roscoe  D.  McMillan  of 
Red  Springs,"  called  the  roll  and  declared  a  quorum 
present.  Dr.  V.  K.  Hart  of  Charlotte,  the  first  vice 
president,  then  took  the  chair  and  President  Robert- 
son read  his  report  to  the  House  of  Delegates. 

Report  of  the  President 

I  wish  to  give  at  this  time  an  account  of  my 
stewardship  of  the  North  Carolina  Medical  Society. 

The  sudden  and  tragic  death  of  our  president.  Dr. 
Frank  Sharpe,  last  November,  was  a  severe  loss  to 
the  North  Carolina  Medical  Society.  He  was  in- 
tensely interested  in  every  activity  pertaining  to 
this  group,  and  gave  unsparingly  _  of  his  time, 
energy,  and  means  to  carry  on  the  job  which  you 
had  given  him  at  our  last  meeting  at  Virginia  Beach. 
Since  assuming  office.  I  have  tried  to  finish  out  the 
year  as  nearly'like  the  deceased  president  had  plan- 
ned it  as  possible.  I  have  attended  meetings  in  San- 
ford,  Kinston,  Durham,  Greensboro,  Camp  Lejeune, 
Lake  Waccamaw,  and  several  times  in  Raleigh  and 
Chapel  Hill. 

There  have  been  five  meetings  of  the  Executive 
Committee,  at  each  of  which  much  important  busi- 
ness was  transacted.  Some  of  the  most  important 
things  discussed  and  dealt  with  were  rural  health 
education,  maternal  welfare,  the  University  of  North 
Carolina's  four-year  medical  school,  rebates,  fee- 
splitting,  the  Hospital  Saving  Association  (especial- 
ly in  relation  to  the  merger),  state  medicine,  full 
insurance  coverage  for  lower  income  groups,  and  the 
American  Cancer  Society  Program  as  it  relates  to 
our  state. 

I  am  happy  to  report  that  the  plans  for  the  four- 
year  medical  school  are  going  forward,  and  that  the 
University  authorities  are  working  out  with  the 
architects  the  details  of  the  new  teaching  hospital 
to  be  constructed  at  Chapel  Hill.  Under  this  same 
program,  which  is  being  carried  out  by  the  IMedical 
Care  Commission,  diagnostic  clinics  and  small  hos- 
pitals have  been  or  are  being  now  built,  and  others 
will  be  constructed. 


Let  me  digress  a  moment  here  to  pay  tribute  to 
the  Medical  Care  Commission,  whose  chairman,  Mr. 
James  H.  Clark,  is  our  guest  at  this  meeting.  I  feel 
sure  that  in  their  hands  the  program  will  be  admin- 
istered to  the  best  interest  of  all  concerned.  They 
will  not  urge  communities  to  build  facilities  which 
they  will  not  be  able  to  support,  and  they  will  press 
for  these  installations  in  localities  where  they  are 
most  needed.  Their  work  is  entirely  a  labor  of  love 
and  they  are  a  group  free  from  politics  and  who  are 
able  to  resist  pressure  groups. 

The  Medical  Advisory  Committee  to  the  North 
Carolina  State  Hospitals  was  appointed  directly  by 
the  governor  and  therefore  will  make  no  official  re- 
nort  to  this  body,  but  I  would  like  to  say  that  they 
have  functioned  well.  They  visited  the  hospital  at 
Raleigh  several  times  and  have  also  had  meetings 
at  the  Goklsboro,  Kinston  and  Morganton  institu- 
tions. In  the  selection  of  Dr.  David  A.  Young  as 
director,  and  the  acquisition  of  hospitals  at  Camp 
Sutton  and  Camp  Butner,  I  feel  that  the  Board  of 
Control  and  Medical  Advisory  Committee  have  ren- 
dered a  valuable  service  to  the  state.  In  this  con- 
nection, I  feel  that  our  State  Board  of  Medical  Ex- 
aminers has  taken  a  long  step  forward  in  agreeing 
to  give  a  limited  license  to  graduates  of  grade  B 
schools  so  that  they  may  practice  within  the  con- 
fines of  the  various  State  Hospitals.  Lack  of  medical 
personnel  and  shortage  of  beds  have  been  the  crying 
need  of  the  State  Hospitals.  This  act  of  the  State 
Board  of  Medical  Examiners  will,  I  hope,  give  the 
State  Hospitals  a  source  of  supply  of  medical  per- 
sonnel which  should  help  to  overcome  this  shortage. 

I  have  attended  two  meetings  of  the  Board  of 
Trustees  of  the  Hospital  Saving  Association,  at 
which  time  all  of  the  activities  of  the  organization 
were  reviewed,  but  most  of  the  discussion  was  about 
the  proposed  merger  between  the  Hospital  Care  As- 
sociation of  Durham  and  the  Hospital  Saving  Asso- 
ciation of  Chapel  Hill.  The  consensus  of  opinion  of 
all  who  have  studied  the  merger  was  that  it  should 
be  effected,  and,  as  a  matter  of  fact,  it  has  almost 
become  mandatory  if  our  Association  is  to  be  recog- 
nized by  the  National  Blue  Cross  Association.  The 
chief  obstacle  in  the  way  of  the  merger  is  said  to 
be  the  fact  that  the  puljlic  feels  that  they  should 
have  more  representation  on  the  board  of  trustees 
of  the  merged  organization.  As  the  Hospital  Saving- 
Association  is  now  set  up.  there  are  four  representa- 
tives from  the  State  IMedical  Society,  four  from  the 
State  Hospital  Association,  and  four  from  the  pub- 
lic. In  the  merged  organization,  those  who  have 
studied  the  proposal  think  that  the  public  should 
have  a  representation  equal  to  the  combined  repre- 
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sentation  of  the  Medical  Society  and  Hospital  Asso- 
ciation. 

At  the  last  meeting  of  the  Executive  Committee, 
this  phase  of  the  merger  was  discussed  at  length, 
and  the  consensus  of  opinion  was  that  the  State 
Medical  Society  would  not  be  willing  to  allow  the 
public  to  have  more  representation.  Personally  I  feel 
that  this  stand  is  wrong.  I  think  it  is  right  and 
proper  that  the  people  should  have  more  represen- 
tation and  I  do  not  see  how  any  harm  can  come 
from  it.  This  attitude  is  a  very  selfish  one  to  take 
and  is  one  of  the  reasons,  in  my  opinion,  that  the 
public  does  not  hold  the  medical  profession  in  as 
high  regard  as  they  formerly  did.  I  think,  therefore, 
that  in  the  interest  of  better  public  relations  we 
should  be  willing  to  allow  the  public  more  represen- 
tation on  the  board  of  trustees,  so  that  the  merger 
might  be  accomplished. 

During  the  year  there  have  been  three  outstanding 
medical  symposiums.  They  were  held  at  Wrightsville 
Beach,  at  Watts  Hospital  in  Durham,  and  in  Greens- 
boro. Other  teaching  activities  liave  been  the  post- 
graduate lectures  and  demonstrations  given  at  Lum- 
berton,  Raleigh,  Salisbury,  Greensboro,  and  High 
Point.  The  speakers  in  these  symposiums  and  post- 
graduate courses  have  been  men  who  are  outstand- 
ing in  their  fields  of  endeavor,  and  one  need  only 
attend  any  one  of  these  courses  to  be  convinced  of 
the  intense  interest  of  the  physicians  of  North  Caro- 
lina and  their  desire  to  keep  abreast  of  the  times. 

In  the  past  few  years,  when  the  cost  of  food, 
labor,  nursing  care,  and  medicines  have  spiraled  to 
unheard-of  figures,  we  have  had  it  impressed  on  us 
more  vividly  than  ever  that  sometliing  must  be  done 
to  reduce  the  cost  of  sickness.  When  we  look  for  the 
causes  of  the  high  cost  of  sickness  certainly  no  one 
thing  or  group  can  be  held  responsible  and  certainly 
the  physicians  have  not  raised  their  charges  for 
their  services  in  proportion  with  other  costs.  But 
iiTespective  of  the  causes,  we  are  vitally  interested 
in  doing  what  we  can  to  remedy  the  situation.  For 
unless  something  real  and  tangible  is  done,  and  done 
quickly,  some  form  of  government  control  will  be 
forced  upon  us.  What  can  we  do  ?  We  can  give  sup- 
poi't  wholeheartedly  to  the  program  of  the  Medical 
Care  Commission,  which  will  see  that  hospitals  and 
diagnostic  clinics  are  established  in  all  areas  of  our 
state  where  there  are  not  now  proper  facilities  for 
the  practice  of  medicine  on  a  scientific  basis.  We 
must  support  and  actively  advocate  hospital  insur- 
ance and.  for  the  lowest  income  group,  we  should 
support  the  plan  submitted  and  recommended  by  our 
committee,  so  ably  headed  by  Dr.  V.  K.  Hart,  whicli 
pi'oposes  a  full  coverage  for  medical  care,  suigery, 
obstetrics,  and  hospitalization  with  a  stated  fee  for 
the  cooperating  physicians. 

We  must  all  give  our  time  and  best  talent  in  sup- 
port of  our  Public  Relations  Committee.  Indeed,  we 
must  do  more.  Each  one  of  us  must  be  a  public  rela- 
tions committee  in  dealing  witli  the  public.  We  must 
give  a  thorough  and  painstaking  examination  to  all 
who  come  to  us  for  treatment  and  we  must  use  our 
best  judgment  in  deciding  what  other  examinations 
and  tests  are  really  needed  in  arriving  at  an  intelli- 
gent diagnosis.  Do  not  submit  every  patient  to  all 
the  expensive  examinations  and  gadgets  unless  there 
is  some  real  indication  for  them,  as  it  is  such  e.xtras 
which  help  to  make  sickness  so  expensive. 

Here  and  now,  I  want  to  pay  tribute  to  our  Com- 
mittee on  Maternal  Welfare  for  the  very  fine  work 
they  have  done.  They  have  analyzed  in  detail  every 
maternal  death  and  have  given  much  time  and  study 
to  the  case  history  and  treatment  in  an  eff'ort  to 
determine  what  could  have  been  done  to  save  these 
lives. 

During  the  year  contributions  have  been  received 


by  a  special  committee  to  establish  some  kind  of  a 
memorial  to  the  late  Dr.  Paul  McCain.  I  know  of 
no  one  in  the  medical  profession  who  was  more 
widely  known  and  respected  than  he,  and  it  was 
felt  that  some  form  of  memorial  to  him  would  be 
proper.  This  will  be  a  portrait  which  will  be  painted 
by  a  well  known  artist,  and  will  be  placed  in  the 
Sanatorium  in  Hoke  County. 

There  has  been  a  concerted  drive  by  the  American 
Cancer  Society  for  the  raising  of  funds  and  for  the 
establishment"  of  cancer  clinics  throughout  the 
nation.  In  our  own  state,  three  clinics  will  be  estab- 
lished and  others  will  come  later.  The  first  of  these 
was  formally  opened  in  Wilmington  on  April  27  and 
will  continue  to  operate  for  a  half  day  each  week 
throughout  the  year.  I  feel  that  this  is  one  of  the 
most  advanced  health  measures,  and  I  sincerely  be- 
lieve that  great  good  will  come  from  it,  both  to  the 
public  and  to  the  medical  profession,  for  it  will 
stimulate  us  to  be  more  diligent  and  thorough  in 
the  detection  of  early  cancer.  Because  of  limited  per- 
sonnel and  time,  certain  rules  have  been  adopted  by 
the  cancer  division  of  the  State  Board  of  Health. 
In  brief,  only  people  over  40  years  of  age  will  be 
examined,  and  they  will  be  screened  for  evidence  of 
cancer  in  the  five  most  frequent  locations — skin, 
mouth,  breast,  external  genitalia,  and  rectum.  Any 
suspicious  lesion  found  will  cause  this  patient  to  be 
referred  to  the  cancer  diagnostic  and  management 
clinic,  where  a  most  thorough  examination  will  be 
made  using  every  available  laboratory  and  clinical 
means  to  discover  early  cancer. 

One  of  the  most  valuable  agencies  of  our  State 
Medical  Society  is  the  Board  of  Medical  Examiners. 
These  men  have  to  give  much  time  to  their  duties, 
and  they  have  done  so  graciously  and  splendidly. 
Their  job  is  not  an  easy  one  and  is  one  for  which 
they  receive  small  thanks,  but  they  have  done  it 
well. 

The  most  important  units  in  our  medical  organ- 
ization are  the  county  medical  societies.  It  seems  to 
me  that  medicine  is  becoming  over-organized.  There 
are  surgical  societies,  obstetric  societies,  pediatric 
societies,  orthopedic  societies,  eye,  ear,  nose  and 
throat  societies,  and  all  kinds  of  "colleges."  Others 
are  continually  springing  up,  thus  reducing  the  in- 
terest and  the  attendance  in  the  county  societies. 
Today  our  county  medical  societies  are  needed  more 
than  ever.  They  are  the  mediums  through  which  the 
individual  physician  is  kept  informed,  and  the 
agencies  through  which  we  gather  together  and  get 
to  know  each  other.  It  is  through  the  county  medical 
society  that  the  public  is  kept  informed  as  to  the 
problems  of  medicine,  and  through  them  liaison  with 
lay  groups  is  to  be  maintained.  The  county  medical 
society  has  a  responsibility  to  the  public,  to  its 
members,  and  to  organized  medicine.  If  these  re- 
sponsibilities are  to  be  met,  there  must  be  under- 
standing and  sincerity  among  the  officers  and  mem- 
bers of  the  county  medical  society,  and  the  success 
of  the  activities  of  the  county  medical  society  de- 
pends on  the  individual  physicians  who  go  to  make 
up  the  society. 

Recently  much  has  been  said  and  published  about 
physicians  and  hospitals,  and  much  of  it  is  not 
complimentary.  Among  other  tilings,  it  has  been 
brought  out  that  in  some  communities  there  are 
times  when  no  physicians  appear  to  be  available  to 
respond  to  emergency  and  night  calls.  We  do  have 
responsibilities  to  the  public,  and  this  is  one  of  them. 
I  urge  each  county  medical  society  and  community 
to  have  some  understanding  or  agreement  whereby 
the  local  hospital,  drugstore,  telephone  exchange, 
or  other  central  agency  will  have  on  hand,  at  all 
times,  the  names  of  those  doctors  who  will  be  avail- 
able   for    emergency    or    night    calls.     Nothing    can 
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damage  our  good  standing  in  the  eyes  of  the  public 
as  quickly  as  a  situation  where  a  doctor  is  urgently 
needed  and  no  one  is  willing  to  accept  the  call.  Any 
list  of  this  sort  must  he  kept  where  all-night  phone 
service  is  known  by  the  public  to  be  available. 

The  death  of  Dr'  Sharpe  brought  forcibly  to  my 
attention  what  seems  to  me  to  be  an  anomalous  sit- 
uation in  our  Constitution  and  By-Laws.  In  Chapter 
6,  Section  2,  it  is  stated:  "Should  a  vacancy  occur 
in  the  office  of  the  President,  the  President  Elect 
shall  succeed  to  the  presidency."  I  call  this  to  your 
attention  and  recommend  that  you  give  it  serious 
thought.  This  is  contrary  to  the  usual  procedure,  as 
the  first  vice  president  is  the  logical  successor  in 
case  of  a  vacancy,  and  the  president-elect  would 
then  serve  his  term  at  the  time  for  which  he  was 
elected  and  no  more. 

Much  has  been  written  and  said  in  both  lay  and 
medical  publications  during  the  past  year  about 
kick-backs,  fee-splitting,  rebates,  and  various  other 
unethical  practices.  Your  Executive  Committee  has 
taken  a  definite  stand  on  these  matters  and  I  am 
convinced  that  the  Medical  Society,  through  its 
House  of  Delegates,  should  take  a  positive  stand  on 
these  practices  and  should  devise  some  means  by 
which  they  will  be  eradicated.  Condemning  these 
practices  by  resolution  is  not  enough.  The  public  has 
a  right  to  "expect  that  we  will  put  an  end  to  these 
flagrant  violations  of  medical  ethics  and  underhand 
methods  of  receiving  remuneration  for  our  services. 

Since  last  October,  we  have  had  a  full-time  exec- 
utive secretary  who  has  been  acquainting  himself 
■with  the  multitude  of  activities  and  duties  now 
carried  on  by  the  secretary-treasurer.  He  has  visited 
other  states"  and  attended  many  meetings  outside 
of  the  state,  besides  attending  all  Executive  Com- 
mittee meetings  and  practically  all  committee  meet- 
ings. Mr.  Barnes  is  an  intelligent  and  resourcei:ul 
man  with  a  background  and  training  which  fits  him 
well  for  the  position  he  now  occupies.  It  is  my  opin- 
ion that  it  is  now  time  that  he  actively  assume  office 
and  take  over  the  duties  for  which  he  has  been 
employed.  With  the  advice  and  assistance  of  our 
most  able  secretary-treasurer,  Dr.  Roscoe  McMillan, 
and  with  tne  help  of  the  other  officers  of  our  society, 
I  feel  sure  that  he  is  prepared  to  take  over  and 
function  efliciently.  I  recommend  that  his  office  be 
established  in  Raleigh,  that  all  the  files  and  records 
of  the  society  be  placed  there,  and  that  sufficient 
office  space  of  not  less  than  two  rooms  be  main- 
tained for  the  transaction  of  all  the  necessary  busi- 
ness of  our  organization. 

From  this  review  you  can  see  at  a  glance  that  this 
society  has  entered  into  the  realm  of  big  business, 
and  it  can  be  readily  seen  also  that,  in  order  to  con- 
duct these  varied  activities  properly,  considerable 
funds  will  be  needed.  During  the  past  year,  the 
funds  available  from  dues  have  not  been  sufficient 
to  carry  on  this  organization,  and  it  has  been  neces- 
sary to  draw  funds  from  our  reserve  to  carry  out 
the  necessary  activities.  This,  of  course,  cannot  go 
on.  We  must  have  sufficient  funds  to  meet  current 
expenses,  and  unless  the  dues  are  raised  it  will  I>e 
impossible  to  continue  the  activities  of  our  society. 
I  am  sure  you  physicians  realize  that  this  organi- 
zation is  more  important  in  securing  and  maintain- 
ing sufficient  revenue  to  the  individual  physician 
than  any  other  organization  with  which  I  am  ac- 
quainted. It  is  my  belief  that,  if  the  dues  are 
raised  to  $25.00  per  year,  sufficient  funds  to  meet 
necessary  expenses  will  be  available,  and  a  small 
surplus  will  result  so  that  our  reserve  may  be  built 
up.  When  you  realize  that  this  organization  is  the 
very  bread  and  butter  of  our  livelihood,  I  do  not 
believe  any  one  of  you  would  want  to  curtail  any 
of  its  activities.  We  do  not  hesitate  to  give  freely 


much  more  than  this  to  civic  clubs,  Community 
Chest,  and  many  other  promotional  bodies,  and 
surely  we  can  give  $2.5.00  per  year  to  this  organiza- 
tion "and  feel  that  we  are  getting  many  times  the 
equivalent  in  service  and  protection. 

.  .  .  Upon  motion  of  Secretary  McMillan,  seconded 
by  Dr.  Oren  Moore  of  Charlotte  and  carried  unani- 
mously. Chairman  Hart  appointed  a  committee  of 
three  men  to  study  President  Robertson's  address 
and  make  recommendations  to  the  second  meeting 
of  the  House  of  Delegates  on  Wednesday  afternoon. 
The  committee  consisted  of  Dr.  James  H.  McNeill 
of  North  Wilkesboro  as  chairman,  Dr.  Monroe  T. 
Gilmour  of  Charlotte,  and  Dr.  Donald  B.  Koonce  of 
Wilmington. 

President  Robertson  took  the  chair  again  and 
called  for  the  report  of  the  secretary-treasurer. 

Report  of  the  Secretary-Treasurer 

This  report  will  not  attempt  to  enumerate  the 
accomplishments  that  will  be  detailed  in  other  fa- 
shion by  the  various  committees  that  follow  me 
this  afternoon.  Rather  the  purpose  is  to  acquaint 
the  House  of  Delegates  with  certain  matters  per- 
taining to  the  make-up  and  workings  of  the  Society. 

By  way  of  background  I  want  to  say  I  am  con- 
fident that  the  reports  of  the  committees  this  year 
will  indicate  the  healthy  condition  of  the  Society, 
pertaining,  as  they  do,  to  so  many  subjects  that  are 
vital  in  the  field  of  medicine.  They  reflect  the  work 
of  committees  and  officers,  representing  a  cross 
section  of  our  membership,  who  have  been  diligent 
in  their  search  for  means  to  improve  medicine  and 
our  Society. 

It  is  gratifying  to  see  a  larger  number  of  physi- 
cians taking  a  more  active  interest  in  the  affairs 
of  the  organization.  The  Society  will  rejoice  that 
alert  and  forward-looking  men  are  giving  their 
time  and  enejgy  to  its  needs.  Our  veterans,  who 
have  had  opportunity  to  envision  medicine  from  a 
new  perspective,  and  our  younger  members,  who 
have  come  to  us  with  refreshing  open  minds,  are 
making  contributions  of  strength  and  enthusiasm. 
Our  elders,  with  deep  appreciation  of  our  heritage, 
weld  into  our  activities  the  wisdom  of  experience. 

The  death  of  President  Frank  Sharpe,  at  the 
height  of  his  career,  in  November,  1947,  cast  a 
deep  gloom  of  sorrow  over  all  of  us.  We  shall  miss 
the  presence  of  a  genial,  friendly,  kindly,  and  cou- 
rageous man. 

Membei-ship  in  the  Society  is  at  its  highest  level 
in  our  history.  At  the  close  of  the  year  we  had 
227G  members,  representing  407  honorary  fellows 
and  1869  active  fellows — a  net  gain  of  203  over 
1946.  One  hundred  and  eighty  new  members  became 
affiliated  with  the  Society  during  1947.  We  have 
added  90  new  members  this  year.  On  May  1,  the 
total  membership  for  1948  is  1988.  Since  our  last 
meeting  .52  doctors  have  died,  48  of  whom  were 
members  of  the  Society. 
Visits  fo  districts 

As  your  secretary,  I  visited  nine  of  the  ten  dis- 
tricts and  expect  to  visit  the  one  remaining  district 
before  the  summer  is  over.  It  is  gratifying  to  see 
organized  medicine  doing  its  part  to  meet  the  grow- 
ing demands  made  upon  it. 
The  auditor's  report 

The  auditor's  report  as  of  December  31,  1947,  is 
hereto  attached  and  will  be  published  in  detail  in 
the  August  issue  of  the  Journal;  therefore,  I  will 
not  go  into  detail.  We  have  no  liabilities.  We  in- 
vested during  1947,  $4,440.00  in  Series  "F"  bonds. 
This  brings  the  total  bonds  held  at  cost  value  to 
$39,324.00,  plus  the  increment  in  value  of  the  Series 
"F"  bonds  of  approximately  $1,200.00  due  to  lapse 
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of  time  since  the  purchase  date  of  the  bonds. 
Cash  receipts  and  disbursements 

For  the  first  time  since  I  assumed  office  the  ex- 
pense disbursements  exceeded  revenue  receipts  by 
$152.78  for  1947.  This  deficit  was  due  in  a  large 
measui-e  to  salary  and  travel  expense  of  the  execu- 
tive secretary  who  was  employed  during  the  year. 

As  information,  I  have  prepared  a  statement 
showing  in  condensed  form  the  balance  sheet  and  the 
cash  receipts  and  disbursements  for  each  of  the 
years  1944,  1945,  1946,  and  1947. 

It  is  interesting  to  observe  the  continuous  increase 
in  the  net  worth  or  unencumbered  balance  of  the 
Medical  Society  from  year  to  year,  with  the  excep- 
tion of  the  year  1947,  between  January  1.  1944  and 
December  31„  1947.  It  will  be  seen  that  the  net 
worth  almost  doubled  during  this  period. 


Net 
Worth 

Balance   January    1,    19H ?2(i.sci2.1.s 

Balance    December    31,    1944 2L21!i.(i(i 

Balance    December    31,    1!145 3ii.7!Hi.iu 

Balance    December    31,    104(i 4ii.TiMi.iis 


liirrriis 


[','!■  Cent 


of 
I  nrrtdse 


Balance    December    31,    lillV- 


-_  4(1.: 


13.311 


Dvriii'i 
Yrnr 

(Basi.-i 

*  imi'/r) 

3.(i.'.i;.,ss  17.7s'/,- 

ii.:i7i..-i:i  3i.!i(i'; 

|i.!iir>.i7  4M.22'; 

1.72. 7M  .7I',4 


Tot.al  increase  in  four  years 

Total  per  cent  of  increa.>5e  over 
balance  at   January  1,   10tt__. 


.$19,901.12 


As  business  manager  of  the  .lournal,  I  submit  the 
following  statement  of  income  and  expenditures  for 
1947: 

Receipts: 

Society  axipropriation   .$15,600.00 

Advertising,    etc 16,566.91 


Total    ....$32,166.91 

Expenditures: 

Editor's   salary   $  1,800.00 

Assistant  Editor's  salary  2,100.00 

Rent  300.00 

Printing  of  Journal  15,965.41 


Total    '...$20,165.41 

Excess  of  receipts  over  expenditures $12,008.39 

— or  an  operating  loss  of  $3,598.50 

The  publication  of  the  North  Carolina  Medical 
Journal  is  a  big  business  within  itself.  The  cost  of 
printing  the  Journal  is  constantly  mounting.  The 
following  is  a  summary  of  increase  from  1944  to 
1947: 

1944    $10,187.93 

1945  11,922.23 

1946   13,286.22 

1947  20,165.41 

Or  a  total  increase  of  $9,997.48 
Total  per  cent  of  increase 

over  1944  —  97.93  per  cent 

This  has  been  due  to  increase  in  labor  cost  twice  in 
1947,  increase  in  cost  of  paper,  and  the  decision  of 
the  Editorial  Board  to  assume  the  responsibility  of 
paying  for  all  cuts  for  original  articles  up  to  $20.00 
per  essayist.  In  1947  there  was  more  than  the  usual 
demand  for  cuts  for  individual  papers  and  no  way 
to  ascertain  the  requirements  in  advance.  In  this 
period  we  did  not  advance  the  subscription  rate,  and 
made  very  little  increase  in  advertising  rates.  It  may 
be  that  a  leveling  off  of  advertising  income  and  an 
ever-rising  curve  of  expense  will  necessitate  a  re- 
adjustment of  subscription  and  advertising  rates. 
That  is  a  possibility  which  the  staff  of  the  Journal 
does  not  contemplate  with  any  more  pleasure  than 
the  advertisers  and  subscribers,  but  it  is  a  possi- 
bility which  cannot  be  completely  ignored. 


Expanding  program 

We  live  in  a  moving  world.  Medical  progress 
brings  medical  problems.  Our  heritage  is  rich,  our 
accomplishments  have  been  good;  but  we  must  con- 
tinue to  build  and  progress  from  those  foundations. 

The  expanding  activities  of  the  Society  and  the 
development  of  greater  usefulness  to  its  members 
depend  upon  the  financial  resources  of  the  organiza- 
tion; therefore,  at  the  direction  of  the  Executive 
Committee  at  a  meeting  held  at  Pinehurst  on  Feb- 
ruary 8,  1948,  this  office  has  prepared  an  estimate 
of  the  budget  for  operations  during  the  fiscal  year 
1949. 

In  principle  this  estimate  is  based  on  an  expanded 
program  in  the  operation  of  the  Society's  affairs, 
the  necessity  for  which  has  been  brought  about  by 
two  primary  factors: 

1.  The  natural  growth  of  the  Society's  member- 
ship and  affairs  and  the  attendant  requisite  services 
demanded   by  this   growth. 

2.  The  current  impact  of  adverse  public  opinion 
toward  organized  medicine  and  the  necessity  of 
meeting  certain  negative  as  well  as  positive  chal- 
lenges. 

First,  there  are  approximately  2700  licensed  phy- 
sicians in  North  Carolina,  2276  of  whom  are  mem- 
bers of  the  State  Society — a  growth  of  38  per  cent 
in  seven  years.  Your  Society  has  the  following  re- 
sponsibilities to  these  members: 

A.  To  maintain  an  organization  to  keep  abreast 
of  the  status  of  these  members  at  the  local, 
state,  and  national  levels. 

B.  To  conduct  the  multitudinous  correspondence 
incident  to  the  relationship  of  individual  physi- 
cians, local  societies,  district  societies,  the 
State  Society,  and  the  A.M. A. 

C.  To  promote  the  dissemination  of  scientific  and 
technical  information  for  the  advancement  of 
the  profession. 

D.  To  maintain  and  promote  the  ethical  balance 
required  in  the  practice  of  medicine  and  in  the 
field  of  health  and  medical  care. 

E.  To  manage  the  business  affairs  of  the  profes- 
sional Journal. 

These  responsibilities  have  thrown  an  excessive 
burden  upon  the  part-time  executive  officers.  This 
lias  necessitated  relief  by  the  engagement  of  more 
personnel  to  carry  on  the  affairs  of  the  Society  con- 
sistent with  the  present  and  anticipated  growth  in 
membership  and  the  accompanying  demand  for 
service. 

At  the  direction  of  the  Executive  Committee,  a 
full-time  executive  secretary  has  been  employed  in 
the  person  of  Mr.  James  T.  Barnes.  Mr.  Barnes  came 
to  us  on  September  15,  1947.  He  has  demonstrated 
his  administrative  ability  and  his  clear  conception 
of  the  requirements  of  the  office.  He  has  been  inde- 
fatigable in  the  execution  of  all  duties  assigned  to 
him,  and  his  contacts  with  the  public  as  well  as 
with  the  profession  have  been  commendable.  In  the 
pursuit  of  his  duties  I  feel  he  will  reflect  credit  and 
be  of  inestimable  value  to  the  Society. 

Second,  organized  medicine  is  faced  with  a  situ- 
ation in  which,  if  it  is  to  survive,  it  must  recognize 
the  impact  of  public  opinion.  This  is  necessary  to 
bring  together  all  groups  of  people  and  interests  in 
a  combined  eft'ort  to  unite  the  state  in  the  attain- 
ment of  the  best  health  and  medical  care  which  our 
people  can  afford.  We  need  to  offer  a  constructive 
leadership  and  service  in  our  public  relations 
through  our  executive  officers  and  committees  as 
follows: 

A.  The  public  must  know  and  understand  the  ca- 
pacities  and   limitations   of   scientific   medicine 
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in  our  state  and  the  tremendous  requirements 
in  men  and  material  involved  in  bringing  scien- 
tific discoveries  and  methods  of  treatment  to 
sick  people. 

B.  The  public  must  know  the  costs  involved  in 
training  personnel,  creating  establishments, 
and  conducting  services  in  the  field  of  medical 
care  and  health. 

C.  The  public  must  know  and  understand  the 
limitations  of  present  personnel  and  facilities, 
and  other  difiiculties  encountered  in  rendering- 
adequate  medical  and  health  service  in  all 
areas. 

D.  The  public  must  know  the  portents  of  its  own 
responsibility  and  share  in  bringing  into  play 
the  advantages  of  modern  medical  and  health 
services. 

E.  The  public  must  recognize  the  excessive  de- 
mand on  current  facilities  and  personnel  and 
the  imbalance  between  the  economic  capacity 
to  deliver  medical  and  health  services  and  that 
reason  should  moderate  the  demand  until  these 
capacities  can  be  adjusted. 

So,  your  Society  proposes  to  do  a  .I'ob  for  organ- 
ized medicine,  and  to  do  it  requires  the  broadening 
of  the  scope  of  its  organization  and  activities 
in  such  a  manner  as  to  inform  the  public  intelli- 
gently, correctly  and  persistently  about  the  prob- 
lems of  medical  cai'e  and  health.  We  propose  action 
of  a  positive  nature  and  through  this  approach  w.e 
have  faith  that  many  of  our  difficulties  may  be 
resolved.  This  will  involve  costs  which  the  profes- 
sion must  recognize  as  essential  and  necessary.  The 
financial  means,  as  proposed  in  the  bud.get  estimate, 
should  be  considered  with  a  limited  sense  of  per- 
sonal sacrifice  when  compared  with  contributions  to 
other  civic  and  professional  enterpi'ises  where  our 
own  professional  interests  and  good  will  are  not  so 
paramountly  at   stake. 

I  eainestly  request  that  you  give  this  report  and 
pi'oposed  budget  serious  considei'ation.  Your  conclu- 
sions and  views,  gentlemen  of  the  House  of  Dele- 
gates, will  decide  what  course  is  to  be  taken  to 
safeguard  the  interest  and  promotion  of  the  work  of 
our  professional  organization. 

At  the  close  of  another  year  I  wish  to  express  to 
each  of  you,  the  Executive  Committee,  all  other 
committees,  and  to  President  Robertson,  my  per- 
sonal gratitude  for  your  creditable  work,  your 
thoughtfulness  and  cooperation  during  the  year. 
Respectfully   submitted. 

RoscoE  D.  McMillan,  m.d., 

Secretary-Treasurer 

Proposed  Budget  for  1948 

Receipts $41,341.7?, 

Balance  January  1,   1948 $        26.23 

Assessments   (2,000 

paying    members)    20,000.00 

Interest    (net)    287.50 

Sales  (anticipated  basis  1947)        278.00 

Revenue,   unexpected   nil 

Technical    exhibits    4,4.50.00 

Journal   advertising  16,300.00 

Expenditures    $57,737.80 

Schedule  A $19,129.80 

Schedule   B 20,664.00 

Schedule    C 7,550.00 

Schedule   D 1,100.00 

Schedule   E 5,219.00 

Schedule   F 4,075.00 

Reserves    $40,524.00 

U.  S.  Bonds 

Cost  value $.39,325.00 

Increment  1,200.00 


Excess  of  Expenditures 

Over  Receipts   (Current)   ....  $16,396.07 

SCHEDULE    OF    BlDGF.l'    ACCOUNTS 
Januiiiv  1,   111(3  to  Deceinl)er  .■!!,   19  1s 

A.     KXECfTIVE   nUDOET   ?  ?l!i,u'!i.sn 

.\-l    President,   expense   of OOii.iio 

.\-2  SeeretaiT-treasurer.    .sahirj^   of 2,luo.i»n 

A-ii    Seeretaiy-treasurer,    travel    of onii.iKi 

A  1  Secretar>-trea.surer,  clerical  ,a.ss't.  l.ostt.nit 
.X-.")  Secretary-treasurer,  oflfice  expense 
(12  niontlis  rent,  postajre,  tele- 
I)lione  and  telegraph,  printing!  and 
supplies,  and  repairs  and  replace- 
ments'.)          l.fiiin.Od 

\-C)  Executive  secretary,  salar>'  of .T.  ton. on 

A-7   R'xeeutive  secretary,  travel  of l,sini.iia 

.\-s  Executive  secretary,  clerical  ass't.     l.soo.nii 

A-it    Executive  otFiee,   eciuii)nient  of i.iioii.oii 

.'\-10  Executive  office,  expense  of 

(S     months     rent,     postage,     tele-        -^ 
plione  and  teleprraph,  printinfr  ami 
supplies',    and    repairs    and     i-e- 

placements.)     l,.')79.0(i 

.\-ll    Bonding   .lo.iid 

.\-12  .\udit     115. (in 

.\-l.'!    Taxes    (salary   tax) ll.i.so 

.\-l  1  Insurance  no. no 

11.     .lOUKXAE    BUDGET    20.c,il  l.no 

B-1    .liiuRNM.,    publication    of 1(1,000.00 

l!-2    .liirRNAi,.    cuts    for    ,300.00 

B-:i   Editor,  salary  of  l.soo.oo 

IM   Assistant   editor,   salan'  of 2.100. on 

H-.'i    Editorial    office,    expense    of 

(12  montlis  rent,  postage,  tele- 
jilione  and  telegraph,  printing  and 
supplies',  and  repairs  and  replace- 
ments.)               300.00 

B-0  Business  manager's  office,  expense  of 

(I)ostage,  printing  and  supplies) ^^        loo.uii 

B7    .ioiKNAr.    travel    nil 

B-s  Taxes   (salary'  tax)    39. on 

B-9  Refunds.   sul).scriptions   etc.    2r).oo 

C.  INTRA-FUNCTIONAL 

ACTU'lTV    BUDGET    7. .-,.10. no 

C-1  Executive   Committee,    expen.se    of 

and    travel   of  ccnincilors    1. tin. on 

r  2   CounciUu'S,   tra^■el  af  in   distl'ictS--         2.''n.no 
C-.3    (^'ouncilors.    expense    of    (postage, 

pi'inting  and   supplies)    loo.oo 

C-t    Legislative  Committee,  expense  of        r.oo.oo 
(■  .'»  Public  Relations'  Committee,  expense 

(including  previous  authorizations)      l,2nn.on 
C-'i    Maternal    Welfare   Committee,   ex- 
pense   (including   previous   author- 
izations)         1.. 300. on 

C-7    Rural    Health   and    Medical    Care 
Committee,    expense    of    (including 

previous    authorizations)     .700.00 

C-s  Preijaynient    Medical    Service- 
Hospital     Care    Fee    Connnittee. 

expense    of    30n.on 

C-9    Cancer   Committee,    expense    of 30o.oo 

C-10    Convention    Arrangements    Com- 
mittee,   expense    of    nil 

C-ll   Scientifle  Committee,  expense  of_        loo.oo 
(■-12  Postage,   printing  and  supplies  for 

committees   in    general    nil 

C  13  Committee    to    -Work    with    N.    C. 
Indus.    Com.    to    evolve    satisfac- 
toi-j-    plan    for    administration 
^^'orl<lnen"s  Compensation  .\ct.  -_        .700.00 

D.  EXTRA-FUXCTION'AL 

.\CTI\'ITV    BUDGET    Lion. no 

D-I  Delegates    to    .A.M.-X.,    expense    of 
(3    at    each   annual   and   interim 
session)    at    -?L7n    9n0.no 

D-2  Conference  dues  and  nat.  reports  nil 

D-3  Woman's    Auxiliarj'    200.00 

E.  ANNUAL  SESSIONS 

CONVENTION    BUDGET    .7,210.00 

El   Exhibit    tent    L.'iOO.on 

E-2  Supplier's  charges  11  seien.  booths  16.7. 00 

E-.3  Supplier's  charges   40   tech.  booths  73.7.00 

E-l  Freight  on   exhibit  booths    (truck)  27.7.00 

F.-7  Wiring  exhibit  tent   (est.  net  cost)  32.7.00 

E-(i  Programs    439. on 

E-7  Badges     190. on 

F.-s  Hotel    convention   expens'e   1,000.00 

E-0  Publicity     agent     77. on 

E  in  Orchestra    2.7n.oo 

Ell  Banriuet    .speaker    2n0.no 

E-12  Electric    amplifier   system    70. no 

E-13  Booth    title   cards    17. on 

F.  MISCELLANEOUS     BUDGET     4,07.7.00 

F-1  Previous  accounts  pa7"able   nil 

F-2  Refunds    (dues   etc.)    2iiii.no 

F-3  Legal    counsel,    retainer   of    and 

fees   for   2.oon.on 
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F-l-  Reportins    service    (oonvention. 

Executive   Committee,   etc.)    son. no 

K-."i  (.uest   speaker.',    expense    of 

and  /or   honorarium   20n.oo 

F  li  President's    .lewel    r.o.oo 

K-7  lieprint    of    Ucster    I'.i.Ofl 

F-s  C'ontinKeney  and   emergency Ton. on 

Audit    Report 
.January  1,  1917  to  December  .31,   1947 

January  2(3,  1948 
Chairman  and  Member.?  of  the  Finance  Committee 
Medical  Society  of  the  State  of  North  Carolina,  Inc. 
Red  Spring-s,  North  Carolina 
Gentlemen: 

Pursuant  to  engagement,  we  have  made  an  exam- 
ination and  audit  of  the  Cash  Receipt  and  Disburse- 
ment records  of  Dr.  Roscoe  D.  McMillan,  Secretary- 
Treasurer  of  the  JMedical  Society  of  the  State  of 
North  Carolina,  Inc.,  Red  Springs,  N.  C,  for  the 
year  ended  at  December  31,  1947. 

A  report  of  such  examination  and  audit,  consist- 
ing of  five  Exhibits  and  two  Schedules,  enumerated 
as  follows,  is  submitted  herewith,  and  is  subject  to 
the  comment  contained  herein: 

Exhibit  A     Balance   Sheet 

Exhibit  B     Budget    Comparison — Receipts    and 
Disbursements 

Exhibit  C     Cash   Receipts   and   Disbursements 

E.xhibit  C-a     Cash  Receipts  and  Disbursements — 
Other   Operating  Expense 

Exhibit  D     Comparative  Statements 

Schedule  1     Reconciliation   of   Cash 

Schedule  2     Investment  in  United  States  Defense 
Bonds 

Scope  of  Audit 

The  scope  of  the  audit  consisted  of  a  detailed 
examination  of  the  office  cash  book,  which  book  is 
used  as  a  record  of  original  entry  for  receipts  and 
disbursements.  The  receipts  as  shown  therein  were 
accepted  as  being'  correct  without  further  audit.  All 
paid  and  cancelled  bank  checks  and  supporting 
vouchers  were  examined  for  the  purpose  of  verify- 
ing the  correctness  of  the  disbursements.  The  Assets 
were  verified  to  the  extent  set  forth  hereinafter. 

Balance  Sheet— Exhibit  .V 

A  Balance  Sheet,  which  is  designated  here  as 
Exhibit  A,  has  been  prepared  to  show  the  Assets, 
Liabilities  and  Net  Worth  of  the  Medical  Society  as 
of  December  31,  1947. 

This  Balance  Sheet  has  been  divided  into  two  sec- 
tions. One  section  contains  the  Current  Operating 
Fund,  which  represents  the  Current  Assets  and  Lia- 
bilities, while  the  other  Fund  has  been  designated 
as  a  Capital  or  Non-Operating  Fund  and  which  con- 
tains the  office  equipment  owned  and  used  by  the 
Medical  Society  at  estimated  values  established  in  a 
prior  year.  The  Balance  Sheet  shows  the  Net  Worth 
or  unencumbered  and  unappropriated  balances  of 
the  two  Funds  to  be  $39,350.23  and  $1,203.07,  re- 
spectively. 

The  casli  in  the  Scottish  Bank,  Red  Springs,  N.  C 
in  the  amount  of  $26.23,  was  verified  through  a  re- 
conciliation of  the  balances  as  shown  by  the  records 
of  the  Secretary-Treasurer  of  the  Medical  Society 
with  a  statement  which  was  obtained  independently 
from  the  depository.  This  reconciliation  is  shown  in 
detail  in  Schedule  1  of  the  report. 

The  investment  in  United  States  Defense  and  Sav- 
ings Bonds  has  been  showm  at  cost  value  of  $39,- 
324.00,  in  the  Balance  Sheet,  and  in  detail  in  Sched- 
ule 2  of  this  report.  These  bonds  were  examined. 

The  office  equipment  which  has  been  shown  in 
detail   in   the   Balance   Sheet   under  the  heading   of 


Capital  or  Non-Operating  Fund,  was  brought  for- 
ward from  an  estimate  made  in  a  prior  year  and 
adjusted  for  purchases  made  during  the  year  under 
review.  The  items  shown  herein  represent  equipment 
of  the  Medical  Society,  now  located  in  the  office  of 
Dr.  McMillan.  As  there  were  no  liabilities  outstand- 
ing against  the  office  equipment,  we  have  sho^vll  the 
entire  amount  as  Net  Worth  of  the  Medical  Society 
under  an  appropriate  heading  in  the  Balance  Sheet. 
No  record  was  found  of  any  liabilities  against 
the  Medical  Society  at  the  close  of  the  year  under 
audit. 

Budget  Comparison — Receipts  and  Disbursements — 
Exhibit   B 

A  statement  showing  a  Budget  Comparison  of  the 
Cash  Receipts  and  Disbursements  for  the  current 
year  operations  of  the  Medical  Society,  has  been 
shown  in  Exhibit  B.  This  statement  is,  in  effect,  a 
statement  of  operations,  and  by  examination,  it  will 
be  seen  that  the  Expense  Disbursements  exceeded 
the  Revenue  Receipts,  by  $152.78,  for  the  current 
year.  This  amount  represents  an  Operating  Deficit 
and  has  been  deducted  from  the  Unexpended  Bal- 
ance of  the  Current  Fund  and  shown  in  the  Net 
Worth  section  of  the  Balance  Sheet.  This  deficit  was 
due,  in  a  large  measure,  to  salary  and  travel  expense 
of  an  Executive  Secretary,  which  was  employed  dur- 
ing the  year. 

Cash   Receipts   and   Disbursements — Exhibit   C 

A  statement  showing  in  detail  the  Cash  Receipts 
and  Disbursement  of  funds  passing  through  the 
hands  of  Dr.  Roscoe  D.  McMillan,  Secretary-Treas- 
urer of  the  Medical  Society  during  the  year  under 
review,  has  been  shown  in  Exhibit  C,  which  may  be 
summarized  as  follows: 

Cash  balance  -January  1,  1947 $  4,730.76 

Cash  Receipts  during  Year  36,103.02 

(Including  Refunds)  

Total  Cash  available $40,833.78 

Less — Disbursements  During   Current  Year: 
For  Operations 

(Including    Refunds)     $35,863.80 
Non-Operating   Items   ....        503.75 
Purchase  of  U.  S.  A. 
Savings  Bonds  as 
an  Investment  4,440.00       40,807.55 


Cash  Balance  at  December  31,  1947 $        26.23 

Comparative    Statements — Exhibit    D 

As  information  to  the  Medical  Society,  we  have 
prepared  a  statement  showing  in  condensed  form 
the  Balance  Sheet  and  the  Cash  Receipts  and  Dis- 
bursements for  each  of  the  years  1944,  1945,  1946, 
and  1947.  This  statement  has  been  designated  as 
Exhibit  D. 

It  is  interesting  to  observe  the  continuous  in- 
crease in  the  Net  Worth  or  Unencumbered  Balance 
of  the  Medical  Society  from  year  to  year,  with  the 
exception  of  the  year  1947,  between  January  1,  1914 
and  December  31,  1947.  It  will  be  seen  that  the  Net 
Worth  almost  doubled  during  this  period.  As  has 
already  been  explained,  the  decrease  during  1947 
was  due,  in  a  large  measure,  to  the  employment  of  a 
full-time  Executive  Secretary  during  the  latter  part 
of  the  year.  The  following  is  a  summary  of  the  in- 
crease in  Net  Worth  during  the  above  referred-to 
period: 

[luring  Per  Cent 

Net  Tt'ort/i         Vrcir  iif  Increase 

Halance   January    1,    IflU  -?20.5()2.1S     S  (Basis  100%) 

Balance  December  .-fl.  19U-  24.219. mi         3.n.-,fi.s8  17.78% 

Balance  December  :il,   194.';-  30, 79". ill         il..-.71..'i.i  31.96% 

Balance  December  31.   KUil     .to,70ii.oM         !i.91.-i.l7  t.S.22% 
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Hiikiilff  Di-.-i-inbor  31.   lUir.  +0,-)53.30       (— l.i2.7S)  (— .7t%) 

■      Tdtai,   Incrkask   in    Kdih    Veahs  S1!I,9!)1.12 

Total   Per  Cent  of  lNfHh:,\sE  o\eu 
Balance   at   .Ianlaky    1,    Hill  liT.L'i 

General   Comment 

It  should  be  understood  that  this  report  has  been 
prepared  on  a  strictly  Cash  Receipts  and  Disburse- 
ments basis.  Therefore,  no  receivables  have  been 
shown  in  the  report  which  may  have  been  due,  but 
uncollected  at  the  close  of  the  year.  Likewise,  no 
Liabilities  have  been  .shown. 

A  surety  bond  covering  faithful  performance  of 
the  Secretary-Treasurer  of  the  Medical  Society  was 
examined  by  us  and  appears  as  follows: 

Dr.  Roscoe  D.  McMillan,   Secretary-Treasurer 
Maryland  Casualty  Company 

Dated   6-15-41 — Term   Continuous 
Premium  paid  to  6-15-48 

Principal   Sum  $20,000.00 

An  insurance  policy  was  also  examined  which 
covers  fire  loss  in  the  amount  of  $1,500.00,  on  office 
equipment,  books  and  records  in  the  office  of  the 
Secretary-Treasurer.  This  policy  is  dated  June  10, 
1947  and  expires  June  10,  1950. 

As  may  be  observed  by  the  examination  of  the 
statement  of  U.  S.  Defense  and  Savings  Bonds, 
Schedule  2,  the  Medical  Society  made  an  investment 
during  the  year  of  $4,440.00  in  Series  "F"  Bonds. 
This  brings  the  total  bonds  held  at  cost  value,  to 
$39,324.00;  however,  there  is  also  an  unrecorded 
increment  in  value  of  the  Series  "F"  bonds  of  ap- 
proximately $1,200.00,  due  to  lapse  of  time  since 
the  purchase  date  of  the  bonds. 

We  are  glad  to  inform  you  that  the  financial 
records  as  maintained  by  the  Secretary-Treasurer, 
were  found,  upon  examination  by  us,  to  have  been 
well  kept  and  in  an  excellent  condition. 

In  conclusion,  we  wish  to  express  our  appreciation 
for  the  many  courtesies  and  cooperation  shown  us 
during  the  course  of  the  audit. 

Respectfully   submitted, 
S.  PRESTON  DOUGLAS, 
Certified   Public   Accountant 

EXHIBIT    A— BALAXCK    SHI'.KT 
December   ;n.    1!M7 

AS.^^KT!^ 
CURRENT   OrRRATIXr.   FIM): 
Ca.sli—  (SiliiMlule    1) 

The  .Scottish  Bank.  Keel  SijiiiiRs-,   N.  C.  ?        211.2.1 

Investment   in   l'.   S.   Snvin^js   Honils — 
At  Cost  (Scliednle   2)  :t!),.12  l.iio 

TOTAL   ASSETS— 
CURRENT    OPERATING    FUND    ?:i!i.:i.iii.2:! 

C.M'IT.M,   OK   NON-OI'ERATING  FUND: 

L'inlerwdud     T>pe\vriter    ?ll;5.on 

Wooden    File    Ca-se — Letter-size    21. (Hi 

Typewriter    Desk    2.'».iKi 

Steel    Office    Safe    ISli.illl 

Burrou:.'lis'   Adeline'    Machine    2(lli.0ii 

Checkwriter     Paymaster     4". on 

Electric    Mimcosrapll    Machine    300.11(1 

Steel   File   Ca.se— Letter-size   20.00 

F'our  Steel  Card  Files  20.00 

Office    Chairs    32.20 

One    Desk    02.5.'; 

Steel  Filin;;  Cabinet  2.1..'iO 

Office    Desk    47.!!.-. 

Letter    File    -T\yo  DraNver    29.1.0 

Steel     Filinfr    Cabinet    71.7r> 

Office    Cliairs    40.00         1,203.07 

TOTAL     ASSETS     Jl0.:l:-i3.30 

LIABILITIES    AND    NET    WORTH 
l.l.MHLITIES     §— 0  — 

NET  WORTH: 

Cnrrent  Operating:  Fund — 

Balance   .lanuary    1.    10  17 SSO.Ol  1.70 

Less- -Net   Deficit   from 

Operations — Exhil)it    B    Sl.'i2.7s 

Expenditures  made  for 

Capital    AdditioiL'i    111.7.';  2nl..13       3!l.:!,10.23 


Capital    Fund — Non-Operating — 

Balance  January   1,    1947   ?  1.091.. 32 

Plus — Purcha.se.','  during  Year  fron\ 

Current     Funds     111.7.')         1,203.07 

l(n'.\L   LIABILITIES    AND  NET   WORIH  $40,553.30 

EXHIBI']'    B     Bl'DCET    COMPARISON     RECEIPTS 
AND  DISBURSEMENTS 

January  1,  1917  to  December  31,    1917 

Viiiler  (*) 

Artiinl  Rereipt.'i  nr 

Budget  Rfifipta  or  (trer  (*) 

Provifiion  Di^bursfmentti  Extieufled 
RECEIPTS: 

Membership   Dues    -Current 
and   Prior  Ve.ars   {Less 

Kef(nids   of    S209. 00) ---15,000,00  $l.s.H30.00  ?   3,230,00 

.\dyertising    13,650,00  10,310.hI  2, COO. si 

Oilier    Sources    400.00  504.77  164.77 

TOTAL    RECEIPTS    $29,650.00         f35.705.5.s         S  0.055. .IK 

DISBURSEMENTS: 
Secretar\"'s  Office: 

S.alary     ?  2,400.00         $  2.400.00         ?  — 0  — 

Clerical  A.ssistance  --     I.SOO.oo  i.hoo.oo  —0  — 

Stationery 

,ind    Stamps'    700.00  a!i2.91  192.91 

Rent    300.00  :ioo.oo  — n  — 

Travel    Expense    600. 00  000.00  —  0  — 

.\uiIitinK    100.00  100.00  — 0  — 

Miscellaneous 

and    Emergency    __         700.00  580.41  110.59 

TOTAL-  - 
Skchktahv's   Office    ?  6,000.00         ?  (1,673.32         ?        73,32' 

Noiili    Carolina    Medical    Journal: 

Editor's    Salary    -,_.s  i„soo,oo  ?  i.hoo.oo  ?  — 0  — 

.\<s't.    Editor's  Salary     2,100.00  2.100.00            — 0  — 

Rent    300.00  300.00             — 0  — 

Printing    Journ.al     -._   12.500.00  15,95S,52              3,458,52'* 

TOTAL— 

N,   C.   MroiCAL   .loI-RNAL   ?10,700.00  ?20,15S.52  S   3,458.52* 

.\ll   (")ffices  except  Secretary's: 
Stationer^'  and 

Miscellaneous     __-    ?  400.00         S      29  1,01         $      105,99 
Councilors'  Travel  Exp.  250.00  250.00  —  0  — 
President's'  Travel  Exp.  400.00  400.00  —  0  — 
Executive    Committee  500.00  002.50  102.50* 
.-\ttoriiej''s  Fees  and  Leg- 
islative  Committee  2.500.00  2,S30.62  330.02* 
Other    Committees    _-  1.000.00  1,037,18  37. ta* 
State    Meeting 

Reporting    fioo.oo  755,71  155,7  1* 

.\.M..\.    Delesates    .„  (ioo.oo  600,00  — 0  — 

Guest    Speaker            -  1110.00  100.00  — 0  — 
Executive  Secretary: 

Salary          —  0  —  L575.00  1,575,00* 

Other    Expenses    ..  — n —  581,11  581.11* 

TOT.VL— 

Ol-HER    OlFlfES    $   6,350.00  S   9,020,52  $   2.676,52* 

TO'TAI. 

DISBURSEMENTS     S29,050.00  .?35,85S.36  ?   0.2oa,30* 

SUMMARY     BUDGET   POSITION 
RECEIPTS— Excess    of    Realized    over    Anticin.ited     ?  0,055,58 
DISBURSEMENTS-  Increase   over   Appropriations  0,208,36 

NET    DEFICIT    FROM    OPERATIONS    ?      152.78 

EXHinri'    C— CASH    RECEIPTS     AND    DISBURSEMENTS 
January  1.   1947  to  December  31,  1947 

RECEIPTS 

CASH    RECEIPTS   DURING    YEAR: 

Meniliership    Dues     Current   and   Prior   Year.i ?19,099,00 

Medic.il     Journal     Advertising     16,310.81 

Medical    Journal — Subscriptions   .and   Issues  Sold 90.00 

Medical    Journal — Memorial    Pages    159.50 

.Sale  of   Rosters    22.67 

Interest    from    U.    S.    Savings    Bonds— Series    "G"—        287.50 

Refund    for   Engraving    0.89 

Refund  of  Travel  and  Maintenance  to  State 
Secretarie.s-'  Conference  h>'  Executive  Secretary--        120.05 

TOTAL  CASH    RECEIPTS   DURING   YEAR $30,103,02 

CASH   BALANCE  JANUARY   1,    1947 4,730,70 

TOTAL    CASH    AVAILABLE    DURING    YEAR $40,833,78 

DISBURSEMENTS 
CASH  DISBURSEMENTS  DURING  YEAR: 
Secretary's  Office: 
Salary  of   Secretary  ?  2. 100.00     ? 
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Salary  of  Clerical  Assistant l.sdii.dii 

Kent     :i(Mi.ii(i 

Travel    Oiui.iio 

Surety  Bond   of  Secretary 50. on 

Stationery,    Supplies    and    Postage h!I2.!11 

Telephone    and    Telegraph    3i)K.n 

Auditing     $  loo.oo 

Insurance     ^^-  no. on 

Federal    O.    A.    B.    Tax t2.iMi         ii,ii-3.;ii; 

North  Carolina   Medical  Journal: 

Salary    of    Editor    f  l.Kiiii.do 

Salary  of   Assistant  Editor 2,100.00 

Kejit     300,(10 

Trinting  and   Mailing  Journal 15,929. tl 

Federal  O.   A.  B.  Tax 30.00       2o,l(i:..li 

Other    Operating    Expense — Exhibit    C-a___  9,025.07 

TOTAL    DISBURSEMENTS    FOR 

OrER.XTlNC    KXl'KNSE    S33,.s(i3.,H0 

Other   Disbursements     Non-Operating: 

Refund    of    .Membership    Dues »'  2l>!l.(io 

Purchase  of   Filing  Cabinet   and  Chair  111.75 

Purclui.se  of  U.  S.  Savings  Bonds l.tlo.oo 

C<nitribution   to  National  Association 

of    Nurse    Education    .so. 00 

Refund    of    Subscription    to   Journal--  1.50 

Flowers   for   Deceased    Members 41,50         1,913.75 

TOTAL    DISBURSEMENTS    DURING    YEAR $-10,807.55 

CASH   BALANCE    DECEMBER    31.    1917: 
The  Scotti.sh  Bank,  Red  Springs,  N.   C 21!. 23 

TOTAL    CASH    DISBURSEMENTS    AND    BALANCE. -S40,H33,7» 

EXHIBIT    C-a 

OTHER    OPERATING    EXPENSE:  , 

President's  Travel  Expense $      400.00 

President's    Jewel     19.95 

Councilors'    Travel    Expense    250. iMt 

Delegates  to  A.  M.   A.   000.00 

Reporting     Convention     755.7  1 

Convention    Speaker    100.00 

Executive  Committee: 

Postage.    Telegraph,    etc.    002.50 

Executive  Secretary: 

Salan-    ?1, 575.00 

Travel   and   Other   Expenses      685.41 

Federal  O.   A.  B.  Tax 15.75         2.270.10 

Legislative   Committee: 

Attorney    Fees    §2,337.11 

Other  Committee   Expenses — 
Postage.    Clerical,   etc 493.21         2.N30.ii2 

Cancer    Committee — Salary    of    Secretary  300.00 
Other  Committees — Clerical.    Stationery. 

Postage,    etc.   737.48 

Reprint   of   Roster    122.50     ?  9,025.07 

TOTAL  OTHER  OPERATING  EXPENSE- 
EXHIBIT     C     ?  0.025.07 

EXHIBIT    D~COMPARATIVE     STATEMENTS 

Januars'   1.    1011   to  December   31.    19  17 

Year  Year  Year  Yi'itr 

1944  1915  19  10  19  17 

BAL.\NCE    SHEET— DECEMBER    31.    OF    EACH    VE.\R 
Assets 

Cash    in    Bank S   1.840.85  f  5.457.11   S  4.73o.7li  s         :;(i.23 

Investment  in  L'.S. 

Bonds— at   Cost    21.504.00     24.524.00     34,s8  1.oo     :!9.324.iio 

Other    Current    .•\ss'ets    -—  0  —  l.oo     —  0  —        —  {i  — 

Etiuipment — 

Captal      Assets     989.41        1.013.91        1.091.32        1.203.07 

TOT.\L     ASSETS     ?24,394.26   $30,999.02   S40,7O0.OS   S4ll.553,30 

Liabilities 
Federal  With- 
holding   Tax     S       175.20   $       208.41    S  — 0—     f—  0  — 

.V(f   Worth 
Net  Worth    -Balance 
at  end  of  each  'i'ear  21. 219. 00     30,790.61     4ii,700.(i8     lo,j33.3o 

ToT.VL  Liabilities 

.VXD    Net    Worth    — §21,394.26   $30,999.03   $10,700.08   $40,553.:!0 
Net  Increase  in   Net 

Worth  or  Surplus 

During      Vear     $   3,656.88   $   6.571.55   $   0.915.47  ( — 152.78) 


other    Receipts 


358.70        2,009.83 


37  8.10 


093.21 


CASH    RECEIPTS    AND    DISBURSEMENTS    DURING 
EACH    YEAR 
CASH  RECEIPTS  DURING  YEAR: 
Membership  Dues  --$12,978.00  $12,636.00  $10,971.oo  $19.099. 00 
Advertising      8,739.31      10,814.12      15.771.09      10,310,81 


Tdtai.  Cash  Keceh'ts 

DruiNC      Vk.vk      $22,076.01    S26,05!l,95    $33,121.09    $36,103.(12 

C\SH   Balance  .\t 

.IaNIARV     1     OK 

Each     Year    3.151.32        1,840.85        5,157,11        4,730.70 


I'liTAL  Cash  AvAii.AiiLL     $25,227.53   $27,900.80   $38,578.20   $10,833.78 


CASH    DISBURSEMENTS   DURING   YEAR: 
Secretary's  Office    __$  5,718.18  $  5,579.08  s  6,220  11  s  6 
N.  C.  Medical 

.lournal      10,187.93      11,922.23      13,286.22      20. 

Other  Operating 

Expense    2,117.72        1.813.89        3,510.26        9, 

Investments,  Refunds 

and     Other     5,062.33        3,095.89      10,794.82        4, 


073.32 
165.11 
025.07 
943.75 


Total  C.vsh  Disbukse- 

iMENTS  During  Year     $23,380.08  $22, 143.69  $33,847.14  $40, 

Balance  of  Cash  at 
End  OF  Each  Year      $  1,810.85  $  5,437.11  $    1,730.76  $ 

SCHEDULE    1     RECONCILIATION    OF   CASH 
December  31,    1917 
CASH    ON    HAND    .5  _ 

THE   SCOTTISH   BANK,   RED   SPRINGS,    N.   C. : 
Checking   Account — 

Balance    per    Bank    Statement §  1,902.45 

Plus— Deposits   in    Transit  —  0 


807. 


$   1,902.45 

Less— Outst 

aiiding   Check 

Number 

287 

307 

401 

560 

763 

'  1323 

1325 

1329 

1335 

1337 

1339 

1340 

1341 

1342 

1343 

1344 

1345 

1346 

1347 

s: 

Amount 

$     8.00 

16.00 

4.00 

7.80 

14.00 

25.00 

10.00 

100.00 

100.00 

37.87 

8.05 

250.30 

381.20 

101.43 

147.95 

132.30 

25.00 

372.30 

57.00 

1348 
-EXHIBIT    A 

12.00 

1,876.22 

20.23 

TOTAL    CASH- 

$ 

26.23 
BONDS 

SCHEDULE    2- 

-LWESTMENT    IN    UNITED    STATES 

Decemb 

er    31,    1947 

Date  of 

Date  of         Par  Value 

Issue 

laturitii       At  Maturiti) 

Cost 

Dei'ense    Bonds^ 

-Series    "F": 

No.  .M75309F 

12-1-41 

12-1-33         .^ 

1.000.00             $ 

M7J3-OF 

12-1-41 

12-1-33 

1.000.00 

7 10.00 

.\I7537  1F 

12-1-11 

12-1-33 

1,000.00 

740.011 

M75372F 

12  1-11 

12-1-53 

1,000.00 

■7 10  nil 

M75373F 

12  1-41 

12-1-33 

1,000.00 

7 10.00 

.\I7537  1F 

12-1-41 

12-1-53 

1.000.00 

710.00 

M9ss;)sF 

1-1-42 

1-1-54 

1.000.00 

7  Ml. 00 

M9HS37F 

1-1-12 

1-1-54 

1. 000. no 

7  10. On 

.MOSSSOF 

1-1-42 

1-1-51 

1,000. on 

7 10. on 

M9SS35F 

1-1-42 

1-1-51 

l.ooo.nn 

74n.on 

.M98831F 

1-1-42 

1-1-54 

1, non.no 

740.00 

M93833F 

11-12 

1-1-34 

1,000.00 

740.00 

C89019F 

12-1-41 

12-1-33 

100.00 

74.00 

C.89020F 

12-1-41 

12-1-53 

lon.no 

74.00 

C89021F 

12-1-41 

12-1-53 

100. no 

74.00 

C89022F 

12-1-41 

12-1-53 

100.00 

71.00 

C89023F 

12-1-41 

12-1-53 

100.00 

7  4.00 

C89021F 

12-1-41 

12-1-53 

100.110 

74.00 

CS9023F 

12-1-41 

12-1-53 

100, on 

7  4.00 

CH9026F 

12-1-41 

12-1-53 

ion. 00 

74.00 

CsOslsF 

1-1-42 

1-1-5  1 

ino.no 

7  4.00 

C89819F 

1-1-42 

1-1-31 

100.00 

74.00 

C89820F 

1-1-12 

1-1-34 

liMi.no 

74.00 

C89821F 

1-1-42 

1-1-31 

100.00 

74.00 

CS9822F 

1-1-12 

1-1-54 

ion. on 

74.00 

C89823F 

1-1-12 

1-1-5  1 

100.00 

7  4.00 

C89824F 

1-1-42 

1-1-34 

ion.no 

74.00 

C89825F 

1-1-12 

1-1-54 

100.00 

74.00 

Savings  Bonds- 

-Series  "F"  : 

No.  M1171281F 

5-1-45 

5-1-37 

1.000.00 

740.00 

M1171282F 

3-1-13 

3-1-57 

1.000.00 

740.00 

.M123667SF 

11-1-43 

11-1-37 

1. 000.00 

740.00 

M1230679F 

11-1-43 

11-1-37 

1,000.00 

740.00 
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MI27817:iK 

1-1-lli 

1-1-r.s 

l.lMlll.iin 

710.00 

iM127815lll'' 

1-1  Hi 

i-i-r.s 

l.DIMI.dll 

710.00 

M127Sl.il  K 

11-  lU 

l-l-:-)S 

1,1100.011 

7-10.00 

M127S1-.2F 

1-1  iti 

i-i-:>.H 

l.noo.OO 

710,00 

M1.-i:!mi.-ihK 

x-i-h; 

8-1 -.-.s 

I.IIOII.IKI 

7  in. on 

.Mi:i:iMI.-,!iF 

N-l-lli 

S-l-Ss 

1. Olio. Oil 

7  in. nil 

.\li:i:i.s  iiiiiF 

s- 1  -  1 11 

8-1-3H 

1. noil. nil 

7  in. on 

Ml.i:is  KiiK 

s-MCi 

S-l-,-).S 

1. lino. nil 

7  111.1111 

.Ml.i:if.iii2K 

H-1-I(i 

8-1 -.-IN 

1. nun. on 

7  III. on 

MK).-istii.-iI'' 

s-l    Hi 

s-l-.-,s 

1. noil. no 

7  tn.nii 

M1.I72:|7-K 

H-l-Mi 

8-1 --|8 

1. lino. nil 

7  Ml. no 

Ml372:i7«K 

H-l-lli 

8-1--.S 

1. lino. no 

7  In. no 

Mi:i7237!lF 
M13723H0K 

M-l-lli 

8-1-.58 

1, nun. on 

7  in. on 

s-i-iu 

8-1-5S 

l.iinn.nn 

7  ID.iin 

Ml  t231SlF 

-22- 17 

4-1-Sil 

1. lion. no 

7  III. on 

Ml  1231S.-,F 

-22-17 

l-l-:-)ll 

l.nnn.on 

7  HI. nil 

Ml  l231siiF 

1-22-17 

t-l-.-iil 

]. lino. 00 

7lii.no 

M11231S7F 

-22-17 

l-1-.-.il 

1. null. no 

7  in. nil 

Ml  1231  ssF 

-22-17 

1-1 -.-.!l 

1. nun. on 

7  111. nil 

Ml  I231MIIF 

-22-17 

1-1-jil 

1,0011.00 

7  m.no 

S\A'iNi;s  Bonds 

Skiii 

:s   '■(.;■■: 

Interest  Kate 

2'i:'/(    parable 

seini-aiuiually 

from  date  of 

issue  — 

No,  MllsiitiKiG 

12-1-12 

12-1-.1  1 

1 .000.0(1 

J. linn. Ill) 

Ml  lM(i  Kllid 

2-1-12 

12-1-5  1 

1,0110.00 

1. lino. nil 

M1370.-i1K: 

1-1-13 

1-1 -.-|:1 

1 ,00(1. on 

1,11110. no 

M137(ifllS(; 

1-1-13 

1-1 -:".."> 

1 .0110.011 

1,11110.111) 

M1371i3l(i(; 

1-1-13 

1-1 -ri.! 

1 ,11110.011 

1,0011.110 

D(Uli-)lSfi 

1-1-13 

I-l-.l.l 

.Inn. no 

'>lin.nii 

Mi!i"r.733(; 

!1-M3 

n-i-.7.-i 

1,1)011. on 

1, linn. on 

M23.-..-.'lli7(; 

2-1-11 

2-l-.'ili 

l.nnn.on 

1. null. nil 

M27ll(l(l(il(; 

1-1- H 

l-l-.TIJ 

1. lion. no 

1. mill. nil 

M27n(i(;i)it(; 

l-M  1 

1-1 -.-111 

1. linn. on 

I.nnii.iin 

M27;L'sfi.ir. 

(i-l-U 

111-")!! 

1,11011. no 

1. linn. nil 

ML'772S!lliC. 

li-l-ll               G-l-.i(l 

ALl-F    AT    MATUKITV 

1,000.00 
$10, 100. 00 

1,000.00 

IdlAL   PAR    V 

TOTAL   COST  \ 

ALUE   AT  DATE 

OF    ACQUISITION- 

-EXHIBIT     A     ___- 

_f  311.32  1. no 

.  .  .  President  Robertson  introduced  the  executive 
secretary,  Mr,  James  T,  Barnes,  who  read  his  report. 

Report  of  the  Executive  Secretary 

Following  notification  of  appointment  in  July  of 
1047,  I  reported  to  your  president,  the  late  Dr. 
Frank  A.  Sharpe,  on  August  13,  1947,  that  I  would 
be  available  for  duty  on  and  after  September  16, 
and  by  a  subsequent  arrangement  with  your  consti- 
tutional secretary  actually  reported  to  his  head- 
quarters for  assignment  on  September  16,  1947.  In 
tlie  interim  my  time  has  been  spent  in  the  following 
activities:  a  careful  study  of  important  episodes  of 
the  Society's  activities  as  revealed  by  the  annual 
tiansactions  of  previous  years;  study  of  the  files 
containing  the  e.xtensive  correspondence  of  the 
present  and  immediate  past  secretaries;  study  of 
files  related  to  the  essential  cooperation  with  the 
American  Medical  Association  and  other  medical 
organizations  at  the  national  level;  a  study  of  mem- 
bership rolls  and  the  various  procedures  incident  to 
their  proper  maintenance,  the  collection  of  dues, 
and  corrections  and  additions  to  the  rosters;  study 
of  files  relating  to  component  societies  and  their 
functions;  a  careful  study  of  the  Constitution  and 
By-Laws,  particularly  of  the  duties  there  prescribed 
for  the  secretary;  a  study  of  the  provisions  of  the 
Medical  Practice  Act;  a  study  of  the  published  code 
of  ethics;  and  the  study  of  a  vast  amount  of  printed 
material,  accumulated  and  daily  flowing  through  the 
office  of  the  secretary  in  the  form  of  news  releases, 
reports,  brochures  of  state  and  national  medical  or- 
ganizations, and  medical  journals  of  all  descriptions 
— giving  emphasis  to  articles  containing  state-so- 
ciety-activity reports  and  public-relations  programs. 
Considerable  time  has  been  devoted  to  reviewing 
daily  correspondence  with  the  secretary  and  the 
office  secretary  and  in  noting  procedure  and  content 
of  replies  formulated  in  the  dispatch  of  this  phase 
of  the  business,  A  large  number  of  accumulated  and 
current  reports  of  functional  committees  have  been 
reviewed  to  denote  the  procedure  in  these  activities, 
to  detect  the  philosophy  of  the  professional  partici- 
pants,  and   to   observe   the   conclusions   and   recom- 


mendations reached  in  the  process  of  evolving  policy 
considerations  for  the  Executive  Committee's  action. 

I  have  attended  six  district  society  meetings  and 
two  county  society  meetings,  speaking  briefly  at 
each  on  the  invitation  of  the  secretary  or  the  presi- 
dent, I  have  attended  one  symposium.  The  reception 
so  far  has  been  kind  and  considerate  in  every  re- 
spect, I  attended  superior  court  two  days  observing 
the  legal  procedure  and  content  in  handling  the  trial 
of  an  oifender  of  the  Medical  Practice  Act,  which 
will  add  to  background  experience  in  previous  work 
with  this  and  other  courts  of  the  state.  Several  con- 
ferences have  been  held  with  retained  counsel  on  the 
subject  matter  of  medicine  and  related  legal  and 
legislative  activity. 

I  attended  the  annual  sessions  of  the  Medical  So- 
ciety of  Virginia,  where  the  opportunity  was  afforded 
to  observe  active  sessions  of  the  State  Council, 
House  of  Delegates,  scientific  sessions.  Woman's 
Auxiliary  (related  to  a  public  relations  program  for 
the  State  Society)  and  a  special  meeting  of  the 
Virginia  Medical  Service  (medical  prepayment  pro- 
gram); and  to  observe  the  scientific  and  technical 
exhibits,  where  the  interest  and  cooperation  of  ex- 
hibitors was  elicited  toward  participation  in  the 
ninety-fourth  annual  sessions  in  North  Carolina. 
This  visit  was  personally  very  helpful,  aside  from 
the  possibility  of  having  furthered  good  relation- 
ships between  the  officials  and  physicians  of  that 
society,  all  of  whom  gave  helpful  information  and 
suggestions  to  me, 

I  have  attended  eight  functional  committee  meet- 
ings and  three  Executive  Committee  meetings.  I 
have  been  markedly  impressed  as  to  the  resourceful- 
ness of  these  committees  of  the  Society  and  with 
the  determination  to  make  their  functions  and  activ- 
ities vital  to  the  life  of  organized  medicine  in  the 
state.  There  is  undoubtedly  much  that  a  full-time 
person  can  do  to  facilitate  the  work  of  these  com- 
mittees, some  of  which  have  definite  plans  in  that 
direction;  and  it  is  with  these  that  I  shall  desire 
to  work  closely  as  we  move  into  another  year. 

During  November,  1947,  an  orientation  visit  was 
made  to  A.M. A,  headquarters  in  Chicago  and  valu- 
able observations  were  made  as  to  the  complete  fa- 
cility there  for  conducting  the  important  work  of 
its  various  divisions.  Several  consultations  with 
ranking  members  of  the  division  staff  were  held  in 
an  effort  to  get  a  fuller  understanding  of  the  essen- 
tial relationships  which  must  exist  between  the  state 
and  national  levels  of  medical  organization  activity. 
While  in  Chicago,  I  represented  the  State  Society 
at  a  conference  on  the  home-town  care  of  veterans 
and  a  conference  of  state  secretaries  and  editors. 
These  conferences  were  particularly  helpful  to  sev- 
eral lay  workers  who  had  just  undertaken  executive . 
or  promotional  work  for  state  societies.  While  on 
this  mission  I  took  advantage  of  the  opportunity  to 
visit  the  office  of  the  executive  secretary  of  the  Dis- 
trict of  Columbia  Medical  Association,  'This  afforded 
me  the  privilege  of  observing  in  considerable  detail 
an  oflice  conducting  an  outstanding  program  of 
services. 

By  arrangement  of  the  secretary,  a  week  was 
spent  in  the  oflrce  of  the  executive  secretary  of  the 
West  Virginia  Bledical  Association  in  late  Novem- 
ber, This  is  a  very  old  set-up,  having  been  estab- 
lished about  twenty-five  years  ago.  A  careful  study 
was  made  of  all  records,  including  the  business  af- 
fairs of  the  association  and  its  management  of  the 
Journal,  including  the  editing  and  printing  of  the 
Journal.  While  in  that  state  I  attended  a  state-wide 
conference  on  rural  health,  from  which  much  help 
for  future  guidance  was  secured  and  some  of  the 
pitfalls  to  be  guarded  against  were  noted. 

Numerous   reports  containing  data  pertaining   to 
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North  Carolina  have  been  compiled  at  the  request 
of  various  A.M. A.  Councils,  and  forwarded  for  your 
Society.  There  are  increasing  evidences  that  more  of 
this  type  of  service  will  be  required  of  the  executive 
office  in  the  months  and  years  to  follow. 

In  recent  months  the  constitutional  secretary  has 
assigned  more  and  more  responsibility  to  the  exec- 
utive secretary.  A  considerable  amount  of  general 
correspondence  is  now  being  conducted,  and  I  have 
entered  into  more  of  the  routine  and  daily  responsi- 
bilities devolving  upon  an  executive  office.  With  the 
increased  sense  of  what  is  the  philosophy  of  organ- 
ized medicine,  enhanced  by  several  months  of  close 
observation  and  participation  in  the  secretary's 
office  and  his  work,  I  believe  that  I  can  now  begin 
to  be  much  more  useful  to  the  Society.  I  shall  ap- 
proach the  job  with  deep  humility,  but  with  a  strong- 
determination  to  learn  and  to  serve  the  best  interest 
of  medicine  in  this  day  when  it  is  being  woefully 
beset  from  many  points  of  view.  I  will  succeed  to  the 
extent  that  I  find  the  spirit  of  understanding  and 
guidance  in  the  great  number  of  professional  men  in 
all  levels  of  medical  organization.  It  is  from  the 
grass  roots  that  such  understanding  and  guidance 
must  come.  Of  this,  I  sense  assurance  in  that  there 
is  not  such  a  group  in  which  one  will  find  greater 
capacity  for  leadership  than  in  the  medical  men  of 
today.  With  your  help,  and  with  the  help  of  God, 
I  shall  do  my  best. 

Respectfully  submitted, 
JAMES  T.  BARNES 

Reports  of  the  Councilors 

First  District — Dr.  John  A.  Payne  (Sunbury)  re- 
porting for  Dr.  Zacl<  D.  Owens  (Elizabeth  City): 
In  the  year  1947  we  had  three  meetings — one  on 
March  26  at  Elizabeth  City,  one  in  August  at  Nags 
Head,  and  one  in  December  at  Windsor.  The  fellows 
have  shown  great  interest;  the  attendance  has  been 
good;  and  there  have  been  no  irregularities  in  the 
First  District. 

Second  District — Dr.  John  C.  Tayloe  (Washing- 
ton) :  The  Second  District  Medical  Society,  during  the 
year  of  1947-1948,  had  their  annual  meeting  in  New 
Bern,  with  approximately  a  hundred  members  pres- 
ent. Interest  in  the  District  and  State  Medical  So- 
cieties has  been  pronounced  through  the  Second  Dis- 
trict Medical  Society  during  this  year.  All  of  the 
counties  have  monthly  meetings  at  which  scientific 
papers  are  presented  and  medical  and  surgical  prob- 
lems are  discussed.  We  are  glad  to  welcome  back  to 
membership  many  who  were  absent  during  the  war. 
There  were  no  reports  of  any  irregular  medical  prac- 
tice acts  during  the  year. 

Third  District — Dr.  Donald  B.  Koonce  (Wilming- 
ton): The  aff'airs  of  the  Third  District  Medical  So- 
ciety have  progressed  satisfactorily  and  unevent- 
fully during  the  past  year.  There  have  been  no  seri- 
ous disturbances  or  unusual  conditions  demanding 
correction.  Two  excellent  and  well-attended  meet- 
ings were  held  under  the  able  presidency  of  Dr. 
Amos  Johnson,  of  Garland.  At  the  last  meeting 
(April  22)  Dr.  W.  E.  Miller,  of  Whiteville,  was 
elected  president  for  the  ensuing  year. 

Fourth  District— Dr.  Newsom  P.  Battle  (Rocky 
Mount):  The  component  societies  of  the  Fourth 
District  have  had  regular,  well-attended  meetings; 
the  scientific  programs  have  been  on  a  very  high 
level;  and  the  ethical  standards  of  organized  medi- 
cine have  been  supported. 

In  Edgecombe  County  one  physician  was  practic- 
ing without  a  license.  As  a  result  of  the  efficient 
work  of  the  Board  of  Medical  Examiners  and  the 
support  of  the  law  and  of  organized  medicine,  this 


physician  has  been  stopped  from  the  practice  of 
medicine  and  is  now  serving  in  a  hospital  in  the 
state.  Lest  there  be  some  misunderstanding  from 
something  some  of  you  gentlemen  might  have  heard, 
I  should  like  to  say  that  the  Edgecombe-Nash  Medi- 
cal Society  stood  behind  the  Board  of  Medical  Ex- 
aminers and  organized  medicine.  There  were  some 
physicians  in  Edgecombe  County  who,  for  reasons 
satisfactory  to  themselves,  were  in  favor  of  having 
action  withheld  for  the  moment  in  this  case,  so  that 
the  community  could  equip  itself  with  a  physician. 
However,  the  Board  of  Medical  Examiners  insisted 
that  the  law  take  its  course,  and  that  was  done. 

The  Fourth  District  Medical  Society  has  quarterly 
meetings.  The  meetings  have  been  well  attended, 
and  the  programs  have  been  unusually  good.  It  is 
my  opinion  that  the  Fourth  District  is  in  good  con- 
dition, and  the  District  is  planning  to  carry  on  its 
good  work  throughout  the  coming  year. 

Fifth  District — Secretary  McMillan  reporting  for 
Dr.  John  N.  Robertson  (Fayetteville) :  I  have  just 
had  a  telegram  from  Dr.  Robertson  saying  that  he 
could  not  be  here  this  afternoon  but  that  he  wished 
to  report  that  the  Fifth  District  is  in  excellent 
condition  and  doing  fine  work. 

Sixth  District— Dr.  Millard  D.  Hill  (Raleigh): 
I  am  happy  to  report  that  all  the  county  societies 
in  my  district  are  having  regular  meeting's,  well  at- 
tended, with  excellent  progams.  The  District  Society 
lias  met  regularly,  the  last  meeting  being  held  at 
the  State  Hospital,  Camp  Butner,  as  guests  of  that 
institution.  To  my  knowledge  harmony  and  coopera- 
tion prevails  in  each  county.  I  am  not  aware  of  any 
litigation  against  any  member  in  my  district  at 
this  time  for  malpractice. 

Seventh  District— Dr.  Elias  S.  Faison  (Charlotte)- 
1  am  pleased  to  report  that  the  Seventh  District 
Society  has  functioned  smoothly  for  the  years  1947- 
48.  The  meetings  have  been  regular,  with  good  at- 
tendance and  excellent  papers. 

There  is  one  exception  to  this  report,  and  that 
concerns  Montgomery  County.  Due  to  the  paucity  of 
doctors,  this  society  is  unorganized,  and  I  recom- 
mend to  the  House  of  Delegates  that  they  be  joined 
with  Stanly  County. 

.  .  .  This  recommendation  was  put  to  vote  and 
passed  without  opposition. 

Eighth  District— Dr.  James  H.  McNeill  (North 
Wilkeshoro ) :  Your  councilor  attended  the  meetings 
of  the  Executive  Committee  of  the  Medical  Society. 
He  reported  the  actions  taken  therein  to  the  com- 
ponent county  societies. 

The  American  Cancer  Society  has  approached  the 
doctors  of  the  Wilkes-Alleghany  County  Medical  So- 
ciety relative  to  making  an  educational  film  con- 
cerning cancer-detection  centers.  As  there  was  some 
question  in  our  minds  as  to  the  ethics  of  this  situ- 
ation, we  presented  this  matter  to  the  Executive 
Committee  and  obtained  their  permission  to  partici- 
pate. 

The  American  Medical  Association  section  on  hos- 
pitals sent  a  request  to  this  office  for  information 
concerning  the  Stokes  Clinic  at  Walnut  Cove.  Infor- 
mation concerning  this  clinic  was  obtained  from 
neighboring  doctors  and  was  forwarded  to  the 
American  Medical  Association. 

During-  the  year  a  section  of  the  American  Acad- 
emy of  General  Practitioners  was  formed  in  North 
Carolina.  Your  councilor  cooperated  with  the  organ- 
izing group  in  furnishing  the  names  of  outstand- 
ing practitioners  in  our  district. 

In  the  fall  of  1947  Dr.  B.  O.  Choate  of  Sparta  was 
tried  for  practicing  criminal  abortion.  Dr.  F.  C. 
Hubbard  of  North  Wilkesboro,  Dr.  H.  L.  Johnson  of 
Elkin,  Dr.  Roy  Mitchell  of  Mt.  Airy,  and  I  testified 
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in  the  case.  Dr.  Choate  was  convicted  of  man- 
slaughter in  performing  an  illegal  abortion.  He 
appealed  his  case,  and  upon  review  by  the  Supreme 
Court  a  new  trial  was  granted. 

Your  councilor  coonerated  with  the  State  Board  of 
Medical  Examiners  in  the  case  of  one  of  our  mem- 
bers who  was  accused  of  narcotic  addiction. 

In  the  fall  of  1947  the  Eighth  District  meeting 
was  held  in  North  Wilkesboro.  It  was  well  attended. 
At  that  meeting  Dr.  Stevens  of  Greensboro  was 
elected  president  for  the  ensuing  term.  Greensboro 
was  selected  as  the  site  of  the  spring  meeting.  Dur- 
ing the  late  winter  and  early  spring  the  Guilford 
County  Medical  Society  group  has  been  having  many 
meetings  and  symposiums.  On  this  account  it  was 
thought  best  to  defer  the  meetings  usually  held  be- 
fore the  State  Medical  Society  until  June  of  this 
year. 

There  are  two  counties,  Ashe  and  Watauga,  now 
in  the  Ninth  District,  which  want  to  .ioin  the  Eighth 
Distict,  purely  for  reasons  of  convenience  in  at- 
tending meetings.  Those  two  counties  have  united 
to  form  one  society.  I  therefore  offer  the  following 
motion: 

RESOLVED,  that  the  Ashe-Watauga  Counties 
Medical  Society  be  transferred  from  District  Nine 
to  District   Eig"ht. 

.  .  .  This  motion  was  seconded  and  carried  unan- 
imously. 

Ninth  District — Dr.  Irving  E.  Shafer  (Salisbury): 
The  Ninth  District  Medical  Society  held  its  an- 
nual meeting  at  Mooresville  on  September  25,  1947. 
This  was  a  splendid  meeting  with  good  attendance. 
The  afternoon  session  was  devoted  to  scientific  pa- 
pers, which  were  interesting  and  informative. 

The  evening  meeting  was  a  dinner  at  the  Ameri- 
can Legion  Hut,  with  Dr.  James  W.  Davis,  States- 
ville,  toastmaster.  Brigadier  General  George  E. 
Armstrong.  Deputy  Sugeon  General  of  the  U.  S. 
Army,  was  the  guest  speaker.  Two  of  the  state 
officers  attended  the  annual  meeting — the  president. 
Dr.  Sharpe  (now  deceased),  and  the  secretary.  Dr. 
Roscoe  i\IcMillan.  Dr.  Roy  Tatum,  of  Taylorsville, 
was  elected  president  and  Dr.  J.  S.  Holbrook,  of 
Statesvi'le,  secretary  of  the  Ninth  District.  The  1948 
annual  meeting  will  be  in  Statesville  the  fourth 
Thursday  of  September. 

The  Rowan-Davie  County  Medical  Society  spon- 
sored the  University  Extension  Course  this  year, 
which  covered  ten  meetings.  The  course  consisted  of 
an  afternoon  clinic  at  4,  social  hour  at  6,  and  a  lec- 
ture at  7.  Lectures  were  given  by  outstanding  men 
in  their  field  of  medicine.  About  68  doctors  attended 
these  lectures,  and  benefited  greatly  from  them.  The 
Society  plans  a  similar  course   again   next   year. 

Everything  is  running  smoothly  in  the  Ninth  Dis- 
trict, which  has  a  number  of  new  doctors.  It  is  felt 
that  medical  ethics  should  be  stressed,  so  the  young- 
men  will  know  their  duties  to  their  fellow  profes- 
sional men. 

Tenth  District — Dr.  D.  M.  Mcintosh,  Sr.  (Old 
Fort):  We  have  had  two  meetings  of  the  Tenth  Dis- 
trict Medical  Society  during  the  past  year.  The 
meetings  have  been  well  attended,  and  a  goodly 
number  of  new  physicians  who  have  recently  moved 
into  our  district  were  present.  Interesting  papers 
were  read  and  discussed,  and  everyone  seemed  to 
enjoy  the  renewal  of  friendships. 

There  have  been  a  few  irregularities,  due  princi- 
pally to  some  unethical  conduct:  but  tliey  have  been 
adjudicated  harmoniously.  The  most  serious  one  was 
from  Polk  County  and  concerned  Dr.  Ralph  di 
Cosola,  of  Tryon,  who  located  there  about  a  year 
and  a  half  ago.  He  was  charged  with  misrepresen- 
tation and  grossly  unethical  conduct.  He  admitted 
his   guilt    and   voluntarily   resigned   from    the    Polk 


County  Medical  Society  and  agreed  to  leave  the 
state,  on  or  about  the  twenty-fifth  of  JNIay  of  this 
year. 

The  county  societies  have  been  meeting  with  fan- 
regularity;  but,  owing  to  the  small  number  of  doe- 
tors  in  several  of  our  counties  and  to  their  being 
exceptionally  busy,  it  has  been  difficult  for  them  to 
hold  legular  meetings.  Steps  are  being  taken  to 
effect  a  new  grouping-  of  some  of  these  counties.  So 
the  prospect  of  having-  organized  medicine  through 
the  whole  district  looks  very  encouraging. 

Recognition  of  the  Delegate  from   Virginia 

President  Robertson  recognized  Dr.  C.  L.  Harrell 
of  Norfolk,  official  delegate  of  the  Medical  Society 
of  Virginia  to  this  meeting.  Dr.  Harrell  extended 
greetings  from  the  Medical  Society  of  Virginia  and 
invited  any  doctors  who  would  to  attend  the  next 
meeting  of  that  societv,  to  be  held  at  the  John 
Marshall  Hotel,  Richmond,  October  17-20,  1948. 

Report  of  the  Delegates  to  the  American 
Medical  As.sociation 

Centennial  Meeting  held  at  Atlantic  Citv, 
June  9-13.  1947 

The  attendance  at  this  meeting-  w-as  the  largest 
in  its  history,  with  a  registration  of  1.5,667  doctors. 
The  first  meeting-  attended  by  your  delegates  was 
the  Secretaries'  Conference  held  in  the  Traymore 
Hotel  on  June  8,  1947.  There  were  about  250  secre- 
taries attending-  this  conference.  The  interest  was 
such  that  the  gathering  voted  for  a  similar  confer- 
ence in  June,  1948,  when  the  American  Medical  Asso- 
ciation meets  in  Chicago.  The  House  of  Delegates 
instructed  the  Board  of  Trustees  to  prepare  for  a 
similar  conference.  These  meetings  are  both  in- 
structive and  inspirational  to  all  of  those  attending. 
I  hope  that  many  of  our  county  medical  society 
officers  will  plan  to  attend  the  meeting  in  Chicago 
next  June. 

Guests  were  introduced  to  the  House  of  Delegates 
from  many  foreign  countries. 

There  was  read  to  the  House  of  Delegates  a  long 
telegram  sent  to  President  Shoulders  by  Senator 
IMurray  about  his  bill.  This  telegram  was  acknowl- 
edged by  President  Shoulders. 

President  Truman  addressed  a  long  letter  to  our 
secretary-manager,  Dr.  George  Lull.  This  letter  was 
read  to  the  House  of  Delegates.  The  letter  had  many 
statements  commending  our  profession  for  the  great 
and  useful  service  rendered  our  country  in  its  hour 
of  need  as  well  as  commending-  us  upon  our  century 
of  progress. 

IMany  resolutions  of  far-reaching-  import  were 
read  and  acted  upon.  Many  of  these  resolutions  had 
to  do  with  the  increase  of  general  practitioners  of 
medicine.  At  the  present  time  60  per  cent  of  the 
graduates  in  medicine  enter  the  specialties  and  40 
per  cent  enter  the  general  practice  of  medicine. 

All  registered  hospitals  are  being  requested  to  have 
a  section  of  their  statf  open  to  general  practitioners 
who  are  in  good  standing  in  their  county  medical 
societies. 

On  :\Iay  1,  1947.  the  membership  of  the  American 
Medical  Association  was  131,700.  Delegates  repre- 
senting this  Society  were  Dr.  Wingate  Johnson  (al- 
ternate for  Dr.  Roscoe  McMillan),  Dr.  Grady  Dixon 
(alternate  for  Dr.  Hamilton  :\IcKay).  and  Dr.  C.  F. 
Strosnider,  delegate.  Dr.  Wingate  Johnson  was 
chairman  of  the  Reference  Committee  on  General 
Practice.  Dr.  C.  F.  Strosnider  was  a  member  of  the 
Credential   and   Registration    Committee. 

The  House  of  Delegates  selected  Chicago  as  the 
1948  convention  city.  Atlantic  City  for  1949,  and 
San  Francisco  for  1950. 
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The  House  of  Delegates  adopted  the  following 
recommendations  of  President  Edward   L.   Bortz: 

1.  A  two-day  scientific  session  for  general  prac- 
titioners at  the  time  of  the  semi-annual  meeting  of 
the  House  of  Delegates. 

2.  Change  of  meeting  place  for  the  semi-annual 
session;  it  is  to  convene  in  a  different  geographic 
district  each  year,  at  which  time  the  two-day  session 
for  general  practitioners  will  be  held. 

3.  Establishment  by  the  House  of  Delegates  of  a 
Committee  on  Nursing  Problems. 

4.  Active  cooperation  by  the  Association  with 
government  otficials  to  work  out  a  program  for 
prompt  medical  service  in  ease  of  another  national 
emergency. 

5.  The  House  of  Delegates  to  take  under  advise- 
ment a  future  building  program  for  the  Association 
headquarters. 

Many  are  the  problems  of  the  Association,  as  was 
evidenced  by  the  four  days  of  concentrated  endeavor 
by  the  members  of  the  House  of  Delegates  who 
participated  in  the  Atlantic  City  meeting. 

Cleveland  Interim  Session 

The  interim  session  of  the  House  of  Delegates 
was  held  in  the  ballroom  of  the  Statler  Hotel,  Cleve- 
land, Ohio,  January  5  and  6,  1948.  One  hundred  and 
sixty-seven  delegates  out  of  a  total  of  175  regis- 
tered for  this  session.  Our  state  was  represented  by 
Dr.  Grady  Dixon  (alternate  for  Dr.  Hamilton  Mc- 
Kay), Dr.  W.  C.  Davison  (alternate  for  Dr.  Roscoe 
McMillan),  and  Dr.  C.  F.  Strosnider,  delegate.  Dr. 
Davison  served  on  the  Reference  Committee  on 
General  Practice  and  Dr.  C.  F.  Strosnider  served  as 
a  member  of  the  Registration  and  Credentials  Com- 
mittee. 

Three  names  of  general  practitioners  were  pre- 
sented to  the  House  of  Delegates  as  candidates  for 
the  General  Practitioner's  Award.  Dr.  Sudan  of 
Colorado,  having  received  the  majority  of  the  votes 
cast,  was  declaimed  elected  to  receive  said  award. 
Any  pi-actitioner's  name  can  be  forwarded  to  the 
Board  of  Trustees  of  the  A.M. A.,  with  a  record  of 
his  achievement  as  a  general  practitioner,  com- 
munity service  of  all  kinds,  and  scholastic  attain- 
ments. His  state,  county  or  district  medical  society 
or  any  individual,  club,  or  other  organization  can 
present  his  name  for  this  honor. 

Numerous  resolutions  were  introduced  and  acted 
on. 

The  Board  of  Trustees  reported  that  the  cost  of 
paper  alone  was  $106,000.00  more  than  it  was  last 
year,  and  that  this,  together  with  the  general  rise 
in  cost  of  labor,  material,  etc.,  made  it  imperative 
that  they  have  more  money  to  operate  the  business 
of  the  Association.  After  this  report  had  been  dis- 
cussed, a  resolution  was  presented  to  the  effect  that 
the  cost  of  fellowship  and  the  .Journal  be  increased 
from  $8.00  to  $12.00  per  annum  for  the  year  1948, 
and  that  the  trustees  could  make  the  dues  and  cost 
of  the  Journal  not  to  exceed  $12.00  per  annum  after 
1948.  This  resolution  was  acted  upon  favorably  by 
the  reference  committee  and  the  House  of  Delegates. 

The  A.M. A.  has  recently  employed  several  out- 
standing public  relations  experts  to  assist  the  Asso- 
ciation in  getting  the  public  acquainted  with  matters 
of  medical  economics  and  policies  of  our  organiza- 
tion. 

In  the  future  the  speaker  of  the  House  will  publish 
the  names  of  the  members  of  all  special  and  stand- 
ing committees  one  month  prior  to  the  annual  or 
r  interim  meeting. 

Our  Association  took  a  prominent  part  in  the 
formation  of  the  World  iledical  Association,  which 
was  organized  in  September,  1947,  in  Paris,  France. 
The  governing  body  of  this  organization  is  composed 


of  two  delegates  from  each  cooperating  nation. 
Finally,  I  want  to  assure  you  that  it  has  been  a 

genuine  pleasure  for  me  to  serve  you  as  one  of  your 

representatives  to  the  American  Medical  Association 

during  the  past  two  years. 

Respectfully  sulimitted, 
C.  F.   STROSNIDER,  M.D. 

Reports  of  Delegates  to  Other   Societies 

Medical  Society  of  Virginia — Dr.  Harry  L.  John- 
son (Elkin):  The  Medical  Society  of  Virginia  met 
at  Roanoke  on  October  13,  14,  and  15,  1947.  The 
meeting  was  well  attended,  and  there  were  a  number 
of  excellent  papers  presented.  I  attended  most  of 
the  sessions,  and  thank  you  for  the  privilege  of  be- 
ing present  as  your  representative  at  that  meeting. 

Medical  Association  of  Georgia  —  Dr.  Ben  H. 
Kendall  (Shelby):  The  Medical  Association  of 
Georgia  held  its  ninety-eighth  annual  session  in 
Atlanta,  April  27  through  April  30,  1948. 

A  very  instructive  scientific  program  was  pre- 
sented,  with   interesting   discussions. 

The  business  sessions  were  concerned  with  plans 
to  improve  public  relations,  inci-ease  interest  in  post- 
graduate study  for  physicians,  and  increase  the 
number  of  small  training  schools  for  nurses.  Prepa- 
rations were  being  made,  depending  upon  the  pass- 
age of  legal  authority,  to  establish  a  prepaid  insur- 
ance plan  for  hospital  and  medical  care. 

The  exhibits  were  in  the  spacious  Fulton  County 
Academy  of  Medicine  Building,  where  some  of  the 
meetings  were  held.  Many  kindnesses  were  extended 
to  your  delegate,  who  was  most  grateful  for  the  op- 
portunity to  attend  the  meeting. 

South  Carolina  Medical  Association — A  member: 
The  South  Carolina  meeting  had  not  been  held.  It 
is  to  be  held  next  week. 

Tennessee   State    Medical    Association — Dr.    B.    0. 

Edwards  (Asheville):  Mr.  President,  on  account  of 
the  shortage  of  coal  and  the  curtailment  of  railroad 
service  we  did  not  get  over  to  the  meeting  of  the 
Tennessee  Society. 

North  Carolina  Dental  Society — Dr.  B.  O.  Edwards 
(Asheville) : 

Report  of  the  Delegate  to  North  Carolina 
Dental   Society 

The  North  Carolina  Dental  Society  met  in  Ashe- 
ville, April  26,  27,  and  28,  1948,  in  their  ninety- 
second  anniversary  meeting.  I  attended  as  your  dele- 
gate. I  was  cordially  received,  and  asked  to  speak. 
I  gave  them  the  greetings  and  good  wishes  of  the 
officers  and  members  of  this  Society.  I  spoke  of  the 
pleasant  and  cordial  relations  that  now  exist  be- 
tween the  two  societies.  I  expressed  the  hope  that 
we  would  continue  to  work  in  harmony.  I  also  in- 
vited them  to  send  a  delegate  to  this  meeting  of 
our  Society. 

They  had  about  six  hundred  and  fifty  dentists  in 
attendance.  One  of  the  high  lights  of  this  meeting 
was  an  address  by  Mr.  M.  H.  Peterson,  the  associate 
administrator  of  the  National  Committee  of  Den- 
tists and  of  the  National  Physicians'  Committee, 
whose  subject  was  "The  Continuing  Threat  of  Col- 
lectivist  Planning."  It  was  a  good  speech.  The  best 
thought  he  advanced  was  that  the  best  work  done 
against  the  Murray-Wagner-Dingell  Bill  was  not 
done  in  Washington,  but  was  done  back  home  in  the 
congressmen's  districts,  I)y  the  dentists,  and  doctors 
and  their  friends. 

The  Society  voted  unanimously  for  the  establish- 
ment of  a  dental  college  in  North  Carolina,  to  be 
located  either  at  Carolina,  Duke,  or  the  Bowman 
Gray  School  of  Medicine.  They  discussed  at  length 
"Recent     Advancements     in     Drug     Therapy,"     and 
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"Dental  Education."  Di-.  Walter  McFall  was  named 
president-elect. 

It  appeared  to  me  that  they  had  a  highly  success- 
ful meeting.  I  would  like  to  say  that  it  was  a  pleas- 
ure to  me  to  have  the  privilege  of  representing  this 
Society  at  their  meeting. 

Respectfully   submitted, 
B.  0.  EDWARDS,  M.D. 

Report  of  Ihe  Hoard  of  Medical  Examiners 
May  2,  1917— May  2,  1948 

The  past  twelve  months  has  been  an  important 
period  in  the  life  of  the  medical  profession  of  the 
state  of  North  Carolina.  The  Board  of  Medical  Ex- 
aminers has  had  its  full  share  of  problems  that  con- 
front the  profession  and  the  citizens  of  our  state. 
This  report  is  prepared  in  an  effort  to  give  you, 
the  State  Medical  Society,  a  word  picture  of  these 
problems,  and  the  duties,  as  well  as  the  actions  of 
your  board  during  the  past  year. 

The  members,  in  an  effort  to  perform  conscien- 
tiously the  duties  assigned  to  the  board,  have  re- 
peatedly made  personal  sacrifice  in  order  to  carry 
out  both  the  spirit  and  the  letter  of  the  Medical 
Practice  Act  and  to  maintain  a  high  standard  of 
medical  licensure  in  fairness  to  all  the  citizens  of 
our  state,  to  the  medical  profession,  and  to  every 
applicant  seeking  admission. 

One  of  the  problems  which  has  constantly  con- 
fronted the  present  and  preceding  boards  has  been 
the  matter  of  licensure  of  foreign  graduates.  The 
first  requirement  of  the  board  is  that  a  physician 
be  a  graduate  of  a  grade-A  medical  school,  and  our 
only  source  for  such  information  has  been  the  Amer- 
ican Medical  Association.  On  May  1,  1947,  in  re- 
sponse to  repeated  requests — yes,  demands — by 
members  of  this  society  that  certain  foreign  grad'- 
uates  be  granted  at  least  a  modified  license,  the 
following  resolution  was  adopted: 

"That  certain  foreign  graduates  (four  in  mimber) 
who  have  applied  for  licensure  are  hereby  granted 
the  privilege  of  taking  the  annual  medical' examina- 
tion. If  these  graduates  pass  the  examination,  they 
will  be  given  a  temporai-y  license  for  a  period  of 
one  year  to  practice  within  the  limits  of  the  county 
in  which  they  reside.  During  this  period  of  time  the 
North  Carolina  State  Board  of  Medical  Examiners 
will  appeal  to  and  endeavor  to  procure  a  grading 
of  foreign  schools  by  the  American  Medical  Asso*^ 
ciation.  If  the  schools  from  which  these  applicants 
are  graduated  are  approved,  then  they  will  be  given 
complete  license,  and  if  the  schools  are  disapproved, 
the  license  will  terminate  at  the  end  of  twelve 
months." 

On  May  19,  1947,  the  secretary  wrote  a  letter  to 
the  Council  on  Medical  Education  of  the  American 
Medical  Association  requesting  that  the  Council 
work  out  a  plan  for  the  classification  of  foreign 
medical  schools,  and  stating  that  the  North  Carolina 
Board  of  Medical  Examiners  was  ready  and  willing 
to  assist  the  American  Medical  Association  and  to 
meet  its  proportionate  share  of  expense  for  a  survey 
of  these  schools.  A  Committee  on  Foreign  Cre- 
dentials has  been  formulated  by  the  Council  on  Med- 
ical Education  of  the  American  Medical  Association, 
and  a  questionnaire  was  prepared  to  be  sent  out  by 
the  State  Department  to  foreign  medical  schools. 
No  satisfactory  information  has  accrued  from  this 
committee. 

The  matter  of  licensure  for  grade-B  graduates  has 
been  a  constant  source  of  difficulty  and  debate,  but 
this  problem  is  being  reduced  in  frequency  as  grade- 
B  schools  are  being  permanently  closed. 

In  order  to  meet  the  demand  and  great  need  for 
additional  medical  service  in  North  Carolina,  and 
further  in  order  to  be  entirely  fair  to  every  North 


Carolinian  who  has  studied  medicine  and  also  to  dis- 
arm certain  factions  in  the  General  Assembly  who 
would  ovenide  the  powers  of  the  State  Board  of 
Medical  Examiners  and  take  the  matter  of  licensure 
into  their  own  hands,  two  other  experiments  have 
been  adopted  by  your  board  which  we  hope,  when 
thoroughly  understood,  will  meet  with  your  ap- 
proval. The  resolutions  are  as  follows: 

"That  on  account  of  the  extreme  emergency  in 
state  mental  institutions,  due  to  the  small  number 
of  physicians  that  have  been  available  for  service, 
the  North  Carolina  State  Board  of  Medical  Exam- 
iners hereby  temporarily  approves  certain  physi- 
cians recommended  by  the  General  Superintendent, 
Dr.  David  A.  Young,  and  grants  to  them  temporary, 
limited  licenses  to  practice  within  the  confines  of 
the  said  state  mental  institutions  and  under  the 
direction  and  supervision  of  Superintendent  David 
A.  Young  for  a  period  of  three  years." 

"That  any  native  North  Carolinian  graduated 
from  a  grade-B  or  unclassified  school  prior  to  1946, 
who  will  serve  a  rotating  internship  of  not  less  than 
two  years  in  hospitals  appi-oved  by  the  Board  of 
Medical  Examiners,  shall  be  allowed  to  take  the 
examination  for  medical  licensure  in  North  Carolina. 
The  question  of  a  native  North  Carolinian  is  to  be 
decided  by  the  board." 

One  of  the  most  frequent  and  painful  problems 
confronting  the  board  is  the  management  of  nar- 
cotic addiction  and  irregularities,  including  other 
violations  of  the  Harrison  Act,  by  physicians  in  our 
state.  Last  year  we  told  you  of  the  new  policy 
adopted  by  the  board  for  the  management  of  physi- 
cians who  were  afflicted  with  narcotic  addiction. 

At  its  meeting  in  January,  1948,  the  boai'd  adopted 
the  following  resolution  in  connection  with  narcotic 
cases: 

"That  the  North  Carolina  Board  of  Medical  Ex- 
aminers report  to  the  chairman  of  the  State  Mental 
Hygiene  and  Mental  Rehabilitation  Committee  and 
the  secretary  of  the  State  Medical  Society  in  regard 
to  narcotic  addicts,  particularly  those  who  have  been 
dischai'ged  as  cured,  and  that  this  committee  keep 
under  observation  these  individuals  and  report 
quarterly  to  the  State  Board  of  Medical  Examiners 
and  the  secretary  of  the  State  Medical  Society  on 
the  use  of  narcotics  and  allied  drugs  by  said  ad- 
dicts." 

We  believe  this  committee,  proposed  and  formu- 
lated by  our  beloved  Frank  Sharpe,  will  render  a 
great  service  to  many  members  of  our  profession. 

On  November  6,  1947,  the  secretary  was  sum- 
moned to  testify  before  a  Legislative  Commission 
to  Study  and  Investigate  Licensing  Boards  of  the 
State.  A  full-dress  investigation  was  entered  into 
by  the  Committee,  and  there  appeared  to  be  a  feel- 
ing on  the  part  of  the  investigators  that  a  layman 
should  be  included  on  the  Board  of  Medical  Exam- 
inei's.  It  has  been  suggested  that  one  board  be 
formulated  to  examine  physicians,  osteopaths,  chiro- 
practors, plumbers,  electricians,  nurses,  and  so  forth. 

The  board  considered  the  matter  of  revocation  of 
license  of  Dr.  W.,  who  was  convicted  in  the  Superior 
Court  of  Cherokee  County  for  manslaughter,  sen- 
tenced to  the  penitentiary  and  paroled.  The  secre- 
tary made  a  complete  investigation  of  the  case 
through  the  oflice  of  the  Attorney  General,  and  when 
it  was  shown  that  there  were  extenuating  circum- 
stances surrounding  the  crime,  the  board  took  no 
action  upon  revocation,  the  physician  having  already 
retired  fiom  the  pi'actice  of  medicine  on  account  of 
ill  health. 

The  case  of  State  vs.  Richard  C.  Bakei',  osteopath, 
was  finally  tried  in  October,  1947,  in  the  Superior 
Court  of  Richmond  County.  He  was  convicted  for 
practicing    medicine    without    a    license.    A    fine    of 
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S  100.00  and  the  costs  of  court  were  imposed  upon 
the  defendant.  An  appeal  was  taken  from  this  judg- 
ment, and  the  case  has  just  been  argued  before  the 
Supreme  Court  by  the  Attorney  General  and  the 
attorneys  for  the" Medical  Society  of  the  State  of 
North  Carolina.  A  decision  has  not  yet  been  handed 
down  by  the  Supreme  Court,  but  we  believe  there 
are  good  odds  in  favor  of  upholding  the  verdict 
of  the  Superior  Court. 

One   of   the   most   annoying   cases    that   has    been 
before  the  Board  of  Medical  Examiners  in  the  past 
decade   has   been   the   case   of   Dr.   F.,   who   in   1940 
swore   in   an   affidavit  before   the    Board   of   Medical 
Examiners  that   he   would   not  practice   medicine   in 
North  Carolina.   Since  that  time  this  physician  has 
not  only  violated  his  own  sworn  oath,  but  the  Medi- 
cal  Practice  Act  and  the  confidence   of  the  medical 
profession.   The   most   disappointing   feature   of   the 
entire  case,  however,  is  the  support  this  illegal  prac- 
titioner has  obtained  from  various  members  of  this 
medical    society.    When    the    physician.    Dr.    F.,    re- 
located   in    another   district,    the    Board    of    Medical 
Examiners,  the  councilor,   and   several   other   physi- 
cians in  adjoining  counties  resolved  to  produce  the 
evidence   and   demand    prosecution.     The     Board     of 
Medical  Examiners  went  to  extensive  trouble  to  pre- 
pare a  brief  in  the  case  of  Dr.  F.,  and  presented  the 
same  to  the  Attorney  General  for  his  approval.  The 
solicitor  was   directed   by    him    to    proceed    in    the 
prosecution.   When  the  case  was  ready  for  trial  we 
understand  that  physicians  in  the  community  were 
persuaded  to  sign  a  petition  for  the  solicitor  to  post- 
pone the  same.   Your   Board   of   Medical   Examiners 
could  not  agree  with  what  appeared  to  be  a  thought- 
less act  on  the  part  of  physicians,  and  directed  the 
solicitor  to   proceed   with   the   trial.   Dr.   F.   pleaded 
guilty  to  the  charge  of  practicing  medicine  without 
a  license  and  was  fined  $50.00  and  the  costs  of  the 
court.  Prayer  for  judgment  was  continued  upon  the 
condition   that  the  defendant   not   practice   medicine 
in  the  state  until  he  had  been  properly  licensed. 

To  summarize,  the  board  has  assembled  four  times 
in  the  past  twelve  months  in  order  to  expedite  licen- 
sure of  physicians  and  on  account  of  the  press  of 
business.  All  members  have  attended  all  meetings. 

126  applicants  licensed  through  endorsement  of 
credentials. 

133   applicants   licensed   by  wi'itten   examination. 
66  applicants  took  Part  I  of  the  written  examina- 
tion. 

Two  applicants  have  been  refused  license  for  fail- 
ure to  meet  the  requirements  of  the  board,  one  be- 
ing a  graduate  of  a  grade-B  medical  school,  the 
other  a  graduate  of  a  foreign  school.  One  applicant 
failed  to  make  a  passing  grade  on  Parts  I  and  II 
of  the  written  examination.  One  applicant  failed  to 
make  a  passing  grade  on  Part  I  only  of  the  written 
examination. 

One  license  was  revoked  on  account  of  narcotic 
addiction.  At  the  first  hearing  judgment  was  sus- 
pended in  order  to  observe  the  defendant.  After  he 
violated  the  direction  of  the  board,  the  judgment 
was  placed  in  effect  and  his  license  was  canceled. 

Six  hearings  were  held  on  account  of  narcotic  ad- 
diction. Three  physicians  were  placed  on  probation 
on  account  of  narcotic  addiction,  and  there  were  two 
revocations  of  narcotic  license  by  the  Bureau  of  Nar- 
cotics, Treasury  Department. 

Two  investigations  were  made  by  the  S.B.I,  at 
the  request  of  the  Board  of  Medical  Examiners.  In 
one  case  a  layman  was  practicing  medicine,  and  in 
the  other  a  physician  was  practicing  medicine  with- 
out license. 

One  hearing  was  held  by  the  Board  of  Medical 
Examiners  on  account  of  the  layman  practicing 
medicine. 


The  board  makes  the  following  recommendations 
to  the  Legislative  Committee  and  hopes  that  these 
will  be  adopted  by  the  House  of  Delegates: 

1.  Annual  registration  of  all  physicians 
We  can  see  the  following  benefits: 
a     Greater  aid  in  controlling  irregularities 

b.  Information  as  to  location,  type  of  practice, 
and  death  of  physicians 

c.  Aid  in  follow-up  and  control  in  case  of  revo- 
cation of  license  .    ■  ■   , 

d.  Elimination  of  confusion  in  names  and  initials 

e.  Aid  in  controlling  addicts 
A    total    of    twenty-eight    states,    the    District    of 

Columbia,   Alaska,   and    Hawaii    have   annual    regis- 
tration of  physicians. 

2.  Registration  of  resident  physicians 
This    would    help    to    control    physicians    coming 
into    the    state    and    remaining    for   many    years 
within  the  confines  of  a  hospital,  where  they  are 
almost  always  practicing  medicine. 

3.  Registration  of  interns 
ThTs  would  aid  physicians  in  procuring  desirable 
location  and   aid  communities  to  find  a   suitable 
physician  to  carry  on  practice 

4.  Basic  Science  Law 

5.  Institutions  of  the  injunctive  process,  which  gives 
the  judge  an  opportunity  to  issue  a  temporary 
restraining  order,  and  if  there  is  futher  violation 
on  the  part  of  the  physician,  trial  is  unnecessary. 

6.  That  in  case  of  revocation  of  license  and  appeal 
to  the  Superior  Court,  the  law  be  amended  so 
that  trial  could  be  held  in  Wake  County. 

The  Board  appeals  to  each  and  every  councilor 
to  represent  the  State  Medical  Society  by  cooperat- 
ing fully  with  the  State  Board  of  Medical  Examiners 
in  all  matters  pertaining  to  licensure  and  irregular- 
ities  on  the  part   of  physicians. 

Respectfully  submitted, 
MALORY  A.   PITTMAN,  President 
IVAN   PROCTER,   Secretary-Treasurer 
.  .  .  President  Robertson  appointed  Dr.  .1.  G.  Raby 
and   Dr.  J.   Street   Brewer  as  a  committee   to   read 
this    report,    consider     the     recommendations,     and 
present   their  conclusion   at   the   night  meeting. 


Report   of   the   North   Carolina    Board   of 
Nurse  Examiners 

I   am  happy  to  report  that  we  have  had  a  good 
year  examining  and  licensing  nurses. 
January  15-16,  1947 

200  took  the  examinations;   190  passed;  84  regis- 
tered bv  reciprocity 
May  27-28,  1947 

110  took  the  examinations;   104  passed;   63  regis- 
tered by  reciprocity 
Sept.  30-Oct.   1,  1947 

504  took  the  examinations;  458  passed;  41  regis- 
tered by  reciprocity 
March  24-25,  1948 
292  took  the  examinations   (papers  have  not  been 

graded);   110  accepted  by  reciprocity 
Making  a  total  of  1106  taking  examinations,  1050 
having  received  licenses  to  date,  and  298  registered 
bv  reciprocity. 

As  of  January  1,  1948,  the  enlarged  Board  of 
Nurse  Examiners,  which  includes  the  five  members 
of  the  North  Carolina  Board  of  Nurse  Examiners 
for  registered  nurses  and  three  ladies  appointed  by 
the  different  associations  of  the  practical  nurses, 
had  licensed  without  examination  481,  with  882 
practical  nurses  having  applied  for  registration  to 
date,  April  19,  1948.  Last  week  I  talked  with  Miss 
Miriam  Daughtry,  R.N.,  secretary  and  treasurer.  I 
learned  that  we  have  a  large  number  of  applications 
to  be  passed  on  at  our  next  regular  meeting. 

As  you  probably  know,  it  is  the  new  law  that  all 
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nurses,   both   registered   and   practical,  have  to   re- 
register  each   year   in    order   to   practice   in    North 
Carolina.  The  last  audit  showed  that  4657  registered 
professional   nurses  had  re-registered  between   Sep- 
tember 21,   1947   and   March   16,   1948.   In  this   way 
we  can  tell  how  many  nurses  we  have  in  the  state. 
Respectfully  submitted, 
LOUTEN  R.  HEDGPETH,  M.D. 
Nurse  Examiner — North  Carolina 
Board  of  Nurse  Examiners 

Report   of   Advisory    Committee   to   the   Auxiliary 

It  is  my  happy  privilege  to  bring  you  again  the 
annual  report  of  the  North  Carolina  Medical  So- 
ciety's Auxiliary. 

Your  Auxiliary  has  had  a  very  active  and  effect- 
ive year  under  the  capable  and  charming  leadership 
of  Mrs.  Reece  Berryhill  of  Chapel  Hill. 

The  usual  executive  meetings  have  been  held 
throughout  this  year,  and  much  interest  has  been 
shown  and  many  intelligent  discussions  have  been 
held  on  the  following  problems. 

1.  Public  relations 

Public  relations  between  the  medical  profession 
and  the  public;  the  medical  profession  and  other 
medical  personnel  including  hospital  administrators, 
technical  workers,  trained  nurses  and  practical 
nurses.  Much  of  this  work  has  been  done  by  each 
member  of  the  Auxiliary  considering  herself  a  liai- 
son officer  between  the  medical  profession  and  the 
above  mentioned  medical  personnel. 

2.  Recruitment  of  student  nurses 

The  Auxiliary,  cooperating  with  the  State  Nurses 
Association  and  the  North  Carolina  Hospital  Care 
Association,  has  done  much  towards  making  the 
tour  of  Miss  Student  Nurse  of  North  Carolina  a 
success.  In  each  community  to  which  Miss  Student 
Nurse  has  gone  the  Auxiliary  has  acted  as  hostess 
at  teas  to  which  all  prospective  student  nurses  were 
invited,  and  has  assumed  the  responsibility  for  mak- 
ing entrees  for  her  into  the  various  high  schools. 
The  Auxiliary  feels  that  this  work  has  been  very 
effective  in  that  the  number  of  girls  entering  nurs- 
ing trairing  in  North  Carolina  has  greatly  increased. 
The  wholesome  success  of  the  program  is  also  borne 
out  by  the  scrapbook  containing  many  newspaper 
articles  ami  pictures  belonging  to  the  North  Caro- 
lina Hospital  Care  Association. 

Not  only  has  the  Auxiliary  been  interested  in  so- 
liciting student  nurses  but  it  is  very  conscious  of 
the  economic  problems  that  exist  for  nurses  who  are 
now  in  training  in  hospitals  which  make  no  financial 
remuneration  to  the  students.  Your  Auxiliary,  as 
well  as  you,  knows  that  it  is  impossible  for  young 
people  preparing  themselves  for  a  life  profession 
to  live  by  food  and  shelter  alone.  To  do  something 
about  this,  it  has  been  suggested  in  your  Auxiliary 
that  the  Auxiliary  as  a  whole  or  in  its  separate 
units  create  one  or  more  student  loan  funds  for  stu- 
dent nurses.  These  various  groups  have  also  decided 
to  pool  from  their  own  wardrobes  and  the  ward- 
robes of  their  various  friends  street  and  evening 
clothes,  and  if  the  State  Nurses  Association  will  co- 
operate, to  pool  these  in  the  7iurses'  office  in  Raleigh 
and  have  them  cleaned  and  renovated  and  from 
there  have  them  distributed  through  the  various 
hospitals  to  those  nurses  who  may  need  them.  It  is 
the  hope  of  those  interested  in  this  program  that 
this  will  relieve  some  of  the  difficulties  of  the  stu- 
dent nurses.  I  am  happy  to  say  that  this  movement 
began  in  the  Kinston  Auxiliary  at  the  suggestion  of 
Mrs.  Oscar  Cranz,  and  under  the  capable  leadership 
of  Mrs.  Glenn  Tyndall. 

3.  Membership  and  organization 

During   the    year   just    past    your    Auxiliary   has 


made  an  effort  to  organize  an  auxiliary  in  every 
county  medical  society  in  the  state.  It  is  not  100  per 
cent  organized  as  yet,  but  the  number  of  associa- 
tions increased  during  the  past  year.  The  member- 
ship of  the  Auxiliary  at  this  reporting  is  1157  paid 
members. 
I.    Other  activities 

It  is  probably  needless  to  remind  you,  but  we  feel 
it  is  well  that  you  keep  in  mind  that  in  addition  to 
the  above  work,  the  Auxiliary  carries  on  the  follow- 
ing activities  and  does  so  by  the  use  of  membership 
dues  and  money  raised  in  different  ways  by  the 
various  auxiliaries. 

1.  The  McCain  Bed  at  Sanatorium  for  a  member 
of  the  medical  profession  or  other  medical  personnel. 

2.  The  Stevens  Bed  in  the  Western  North  Caro- 
lina Sanatorium  for  a  member  of  the  medical  pro- 
fession or  other  medical  personnel. 

.3.  The  Cooper  Bed  in  the  Eastern  North  Carolina 
Sanatorium  for  a  member  of  the  medical  profession 
or  other  medical  personnel.  (All  of  these  beds  have 
been  occupied  by  members  of  the  medical  profession 
or  other  medical  personnel  during  the  past  year.) 

4.  Student  loan  fund  that  is  available  for  any 
deserving  young  person  needing  help  to  complete 
his  or  her  medical  education. 

Your  Auxiliary  is  happy  to  make  this  report  and 
is  awaiting  directions  from  you  to  chart  its  course 
for  its  next  year's  work. 

Respectfully  submitted, 
RACHEL  D.  DAVIS,  M.D. 

Report  of  the  Committee  on  Hospitals 

The  immediate  major  concern  of  North  Carolina 
hospitals  is  financial.  Operating  costs  during  the 
war  years  were  fairly  well  stabilized  by  rationing 
and  control  of  prices.  Somewhat  more  than  a  year 
ago,  when  these  factors  were  removed,  costs  began 
to  climb  rapidly.  Four  items  are  involved  primarily: 
food,  supplies,  salaries  and  services,  just  as  they 
are  in  our  homes.  Any  housewife  is  confronted  with 
the  difficulty  when  she  shops,  pays  domestic  help, 
or  gets  a  plumber  or  electrician  to  repair  some 
household  gadget.  In  order  to  acquaint  the  public 
with  the  necessity  of  increased  hospital  charges  and 
other  problems  of  hospitals,  the  North  Carolina 
Hospital  Association  has  embarked  upon  an  exten- 
sive program  of  public  relations. 

The  nurse  shortage  is  not  as  acute  as  it  was  a 
year  or  so  ago.  although  this  varies  from  one  place 
to  another  throughout  the  state.  Those  hospitals 
conducting  training  schools  have  felt  the  beneficial 
effect  of  the  campaign  carried  on  last  year  and  this 
year  for  the  recruitment  of  student  nurses.  Credit 
for  this  is  due  the  council  on  public  education  of 
the  North  Carolina  Hospital  Association,  with  the 
able  assistance  of  the  public  relations  department 
of  the  Hospital  Saving  Association  and  the  State 
Nurse  Association  and  League  for  Nurse  Education. 

A  trend  in  professional  nurse  education  is  toward 
an  increase  in  the  use  of  universities,  particularly 
those  with  medical  schools  and  teaching  hospitals. 
In  general  it  would  seem  that  if  the  cultural  sub- 
jects and  other  subjects  which  do  not  require  hos- 
pital facilities  for  instruction  purpose  were  taught 
in  the  public  school  system  before  the  period  of 
hospital  teaching  began,  the  hospitals  would  be 
greatly  relieved.  The  question  has  not  been  settled 
as  to  the  proper  source  of  meeting  the  expense  of 
nurse  education.  At  present  it  falls  largely  upon  the 
hospital,  and  hence  upon  the  patient.  It  would  seem 
that  proper  sources  of  revenue  to  conduct  training 
schools  would  include  on  the  one  hand  state  subsidy 
through  the  department  of  puljlic  education,  and  on 
the  other,  tuition  fees  from  student  nurses  them- 
selves,   with    liberal    use    of    scholarships,    student 
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loans,  and  other  inducements. 

More  nurse  service  per  patient  is  required  than 
ever  before.  This  is  due  partly  to  various  new  meth- 
ods of  treatment,  such  as  the  extensive  use  of  peni- 
cillin and  the  sulfonamide  drugs,  early  ambulation, 
o.xyg-en  therapy,  transfusions,  infusions,  and  so 
forth.  Also,  in  "most  places  the  eight-hour  schedule 
of  duty  is  in  eflfect;  this  has  of  course  increased  the 
number  of  nurses  required. 

In  the  program  for  improving  the  economic  status 
iif  nurses,  there  have  been  some  instances  of  friction 
lietween  hospital  management  and  organized  nurs- 
ing. The  State  Nurses'  Association  has  failed  to  se- 
cure recognition  as  bargaining  agent  for  institu- 
tional nurse  members.  However,  partly  through  the 
Association's  influence,  and  partly  because  of  recog- 
nition of  fairness  to  the  nurse  profession,  most  of 
the  requests  of  the  nurses  for  better  working  con- 
ditions have  been  granted.  In  spite  of  the  increased 
demand  for  and  greater  variety  of  service,  and  a 
period  of  change  in  working  conditions,  there  is  a 
distinct  improvement  in  nursing  service  in  the  state. 
The  program  of  practical  nurse  training  is  yet  in 
its  infancy.  A  few  schools  have  been  started  or  are 
contemplated.  In  this  field  we  are  carefully  finding 
our  way.  The  prospect  is  good  for  a  greater  supply 
of  eflicient  basic  bedside  nursing  from  this  source, 
as  more  of  the  professional  nurses  devote  them- 
selves to  acutely  or  severely  ill  patients,  to  teach- 
ing, supervising,  public  health,  and  other  branches 
of  specialized  nursing. 

Hospital  construction  has  not  yet  assumed  a  rapid 
pace.  There  have  been  some  additions  to  estab- 
lished institutions.  For  the  large  part,  new  construc- 
tion, especially  in  rural  and  less  thickly  populated 
centers,  awaits  the  further  activation  of  the  North 
Carolina  Hospital  and  iledical  Care  Program.  We 
are  proud  of  the  fact  that,  of  all  the  states,  because 
of  the  foresight  of  leaders  in  medicine  and  states- 
manship. North  Carolina  recently  became  the  first 
state  to  receive  a  check  under  the  Hill-Burton  act 
for  hospital  construction. 

In  this  connection  we  are  beginning  to  learn  that 
some  of  the  poorer  counties  which  have  the  highest 
priority  for  grants  under  the  Hill-Burton  act  and 
are  therefore  entitled  to  receive  about  80  per  cent 
of  the  cost  of  construction  from  federal  and  state 
funds,  cannot  raise  even  their  meager  20  per  cent 
locally.  It  is  to  be  regretted  that  these  localities, 
most  in  need  of  hospitals  or  community  clinics,  will 
thus  forego  the  opportunity.  It  is  to  be  acknowl- 
edged that  even  if  hospitals  or  clinics  are  con- 
structed in  such  areas,  it  will  be  difficult  locally  to 
raise  the  necessary  funds  to  keep  them  in  operation. 
Funds  to  which  these  regions  are  rightfully  entitled 
will  therefore  go  to  localities  of  lower  priority,  and 
at  least  to  some  extent  hospital  facilities  and  medi- 
cal services  will  continue  to  be  more  concentrated 
in  areas  of  greater  wealth  and  population. 

It  is  not  always  as  much  an  impossibility  on  the 
part  of  a  so-called  poorer  area  to  put  up  its  small 
proportion  of  cash  to  erect  a  hospital  and  conduct 
it,  as  it  is  a  lack  of  appreciation  of  the  value  of  a 
hospital  to  such  a  community.  Once  that  public 
becomes  accustomed  to  hospital  and  medical  service, 
it  is  most  likely  never  again  to  be  without  such 
service.  Our  Society's  Committee  on  Rural  Health 
Education  has  an  extensive  and  well  planned  pro- 
gram to  arouse  in  such  communities  an  interest  in 
hospital  and  medical  care,  prepaid  voluntary  in- 
surance, and  all  matters   promoting  better  health. 

Most  of  us  are  familiar  with  isolated  examples 
of  major  hospital  construction,  such  as  the  Moses  H. 
Cone  Memorial  Hospital  in  Greensboro,  the  Western 
North  Carolina  Hospital  at  Asheville,  and  the  teach- 
ing hospital  at  Chapel  Hill. 


It  is  the  desire  of  this  committee  to  focus  the 
attention  of  the  members  of  this  Society  upon  the 
fact  that  in  our  time  the  very  character  and  pattern 
of  medical  practice  in  large  measure  is  determined 
in  hospitals.  Present-day  graduates  can  hardly  set 
about  their  work  without  available  hospital  facili- 
ties. This  dependence  upon  hospitals  demands  great- 
er interest  on  the  part  of  every  one  of  us  in  the 
problems  of  hospital  organization  and  management. 
Your  committee  called  the  attention  of  the  Society 
to  this  in  its  1947  report.  Little  if  any  increase  in 
interest  has  been  shown  thus  far.  It  is  true  that  the 
North  Carolina  Hospital  Association  was  organized 
and,  for  a  number  of  years,  conducted  by  medical 
men  with  the  cooperation  of  nurses.  With  the  pass- 
ing of  hospital  ownership  and  control  from  doctors 
to  lay  board  members  in  most  instances,  doctoi-B 
largely  have  withdrawn  their  interest  in  the  hos- 
pital association  and  in  problems  relating  to  hos- 
pitals and  nurse  education.  This  interest  must  be 
revived. 

Many  of  you  received  a  Bulletin  of  the  Southern 
Medical  Association  on  the  "Relationship  Between 
Physicians  and  Hospitals."  This  Bulletin  gives  a 
report  of  "a  committee  to  study  the  problem  of  the 
growing  trend  of  hospitals  to  encroach  upon,  enter 
into,  and  take  over  the  practice  of  medicine,  a  prob- 
lem comparing  in  seriousness  second  only  to  social- 
ized medicine."  Further  quotations  from  this  report, 
which  was  approved  by  the  Southern  Medical  Asso- 
ciation in  November,  1947,  are  as  follows: 

"Many  hospitals  have  taken  over  pathology,  lab- 
oratory work,  anesthesia,  diagnostic  x-ray  work, 
and  in  some  instances  x-ray  therapy,  collecting  di- 
rectly from  the  patients  and  paying  the  pathologist, 
radiologist,  or  anesthesiologist  on  a  percentage 
basis  or  salar.v  .  .  . 

"Many  teaching  hospitals  connected  with  large 
medical  schools  are  paying-  their  teaching  staflFs, 
usually  outstanding  physicians,  on  a  salary  basis, 
collecting  their  fees  and  paying  the  excess  into 
hospital  or  school  deficits  .  .  . 

"The  state  and  national  hospital  associations  have 
been  very  active.  They  are  attended  less  and  less 
by  physicians  and  there  have  been  increasing  dis- 
cussions of  medical  matters,  and  in  few  instances 
scientific  papers  have  been  presented.  It  is  the  feel- 
ing of  many  hospital  managers  (who  are  paid  on  a 
salary  basis)  that  the  physician  is  receiving  too 
much  and  should  be  placed  also  on  a  salary  basis." 
Among  the  possible  procedures  "in  opposing  this 
dangerous  trend"  are  suggested:  (1)  obtaining  in- 
formation "concerning  this  trend  in  communities, 
and  state  law's  regulating  the  practice  of  medicine"; 
(2)  "infiuence  the  American  Medical  Association  to 
require  for  hospital  recognition  that  the  hospitals 
do  not  practice  medicine;  (3)  "that  the  American 
^ledical  Association  appoint  a  special  committee  in 
each  state  ...  to  appraise  and  prepare  a  report  of 
the  physician,  hospital  and  medical  school  relation- 
ship in  their  respective  states." 

The  Bulletin  further  states  that  the  Board  of 
Trustees  of  the  American  Medical  Association  pre- 
sented a  brief  report  on  Hospitals  and  the  Practice 
of  Medicine  to  its  House  of  Delegates  at  the  Interim 
Session  at  Cleveland,  January  5-9.  1948.  This  report 
affirms  that  the  practice  of  medicine  by  hospitals 
has  been  a  moot  sub.iect  for  many  years  and  that  a 
great  deal  of  further  study  and  experimentation 
must  be  had  to  work  out  a  satisfactory  solution  to 
this  vexing  problem.  It  lists  several  conditions  upon 
which  the  medical  profession  should  insist  as  related 
to  the  specialties  of  pathology,  radiology,  anesthesi- 
ology and  physiotherapy,  which  should  in  large 
measure  be  under  the  jurisdiction  of  the  medical 
board  of  each  hospital. 
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This  information  points  to  the  necessity  in  each 
hospital  for  its  medical  staff  to  be  well  organized. 
Through  its  medical  advisory  board  the  staff  should 
make  its  wishes  clearly  known  to  the  governing 
authority  of  the  hospital.  Such  activity  is  standard 
procedure  of  hospital  organization  and  management. 
In  properly  conducted  institutions  it  is  almost  un- 
heard of  for  the  professional  staff  to  be  denied  its 
needs  and  privileges.  After  all,  the  doctor's  first 
interest  in  the  hospital  is  the  best  possible  environ- 
ment for  the  diagnosis,  treatment  and  recovery  of 
his  patient  at  the  least  possible  cost.  Almost  as 
important  is  the  training  of  future  doctors,  nurses 
and  technicians.  To  these  ends  all  the  facilities  and 
personnel  of  the  institution  should  be  devoted. 

Concluding  this  report,  your  committee  on  hos- 
pitals recommends: 

1.  That  the  Executive  Committee  of  this  Society 
be  kept  regularly  informed,  not  only  through  these 
annual  reports,  but  all  through  each  year  by  its 
Committee  on  Hospitals,  of  all  important  matters 
pertaining  to  hospitals. 

2.  That  the  E.xecutive  Committoe  of  the  Society 
establish  some  means  of  getting  in  direct  contact, 
whenever  occasion  arises,  with  the  medical  staff  of 
each  hospital  in  North  Carolina. 

3.  That  hospital  staffs  as  such  be  kept  informed 
by  direct  communication  of  all  important  matters 
pertaining  to  the  relationship  between  physicians, 
hospitals,  and  medical  schools;  to  the  trend  of  hos- 
pitals to  enter  into  the  practice  of  medicine;  and  to 
hospital  competition  with   private   practice. 

4.  That  each  medical  staff  be  requested  to  appoint 
from  its  membership  one  representative  whose  duty 
it  is  to  attend  hospital  association  meetings  year 
after  year,  keeping  abreast  of  the  work  of  hospital 
associations,  and  reporting  all  important  develop- 
ments to  his  medical  staff. 

5.  That  our  Society  get  in  behind  the  eft'ort  to 
merge  the  two  Blue  Cross  plans  in  accordance  with 
the  opinions  of  the  Blue  Cross  Commission,  the 
American  Hospital  Association,  and  the  American 
Medical  Association.  Delay  is  hampering  our  prog- 
ress. Unity  of  Blue  Cross  and  Blue  Shield  and  pro- 
motion of  this  voluntary  method  of  prepayment  is 
the  best  defense  against  the  government's  taking 
over  hospitals  and  medical  service. 

The  cry  for  government-controlled  medicine  will 
continue  either  until  we  have  it  or  until  medical  men 
and  voluntary  hospitals  meet  the  problem.  The  aver- 
age physician  is  still  far  from  awakening  to  his 
responsibility  in  public  relations  and  medical  care. 
We  are  not  making  enough  progress.  But  here  in 
North  Carolina  we  have  made  a  fine  beginning,  and 
the  eyes  of  the  nation  are  upon  us.  Our  program, 
with  the  leadership  of  the  profession,  the  help  of 
the  Medical  Care  Commission,  supported  by  our 
citizens  through  the  North  Carolina  Good  Health 
Association,  gives  medicine  as  a  free  enterprise  and 
voluntary  system,  its  best  hope  of  success. 

Respectfully   submitted, 

P.   G.  fox;  M.D. 

R.   D.   KORNEGAY,   M.D. 

HARRY  L.  JOHNSON,  M.D. 

HARRY  L.   BROCKMANN,   M.D. 

FRED  C.  HUBBARD,  Chairman 

Report  of  the  .Vdvisory  Committee  to  the  North 
Carolina  Medical  Care  Commission 

Dr.  Harry  L.  Brockmann  (High  Point),  Chair- 
man: There  has  been  no  occasion  for  a  meeting  of 
the  Advisory  Committee  to  the  Medical  Care  Com- 
mission during  the  last  year. 

We  recommend  that  a  committee  of  this  kind  be 
continued,  because  the  work  of  the  Commission  is 
just  getting  well  started  and  undoubtedly  there  will 


be  necessity  for  communication  between  the  Com- 
mission and  the  Medical  Society  of  the  State  of 
North  Carolina  all  the  time. 

Report    of   the    Committee    on    Mental    Hygiene 

In  an  organization  meeting  of  the  Executive 
Committee  of  the  State  Medical  Society,  held  in 
Greenslioro  on  May  2.5,  1947,  the  Mental  Hygiene 
Committee  was  asked  to  take  over  and  combine  with 
its  present  functions  the  additional  duty  of  the 
Doctors'  Rehabilitation  Committee,  This  we  are  glad 
to  do.  Our  first  meeting  was  held  in  Raleigh  on 
December  14,  1947.  Dr.  David  Young  received  the 
Executive  Committee's  permission  for  the  Mental 
Hygiene  Committee  to  promote  meetings  at  local, 
district,  and  state  levels  for  the  discussion  of  topics 
proposed  for  ultimate  discussion  at  the  International 
Congress  of  Mental  Hygiene  to  be  held  in  London 
in  August,  1948.  Nine  hundred  lettei's  went  out  to 
Parent-Teacher  Associations  over  the  state,  and  a 
similar  meeting  was  held  by  each  group  during  the 
month  of  April.  These  findings  have  been  consoli- 
dated and  sent  to  London. 

Each  Councilor  has  been  written  a  letter  from  the 
Mental  Hygiene  and  Rehabilitation  Committee  of- 
fering our  services  to  any  unfortunate  doctors  in 
his  district  who  are  narcotic  victims.  There  were  no 
cases  presented  by  the  Councilors,  although  most  of 
them  did  not  bother  to  answer  the  letter. 

A  similar  letter  .was  written  to  the  president  of 
the  Board  of  IMedical  Examiners,  and  their  re- 
sponse was  most  cordial.  We  now  have  a  very  pleas- 
ant relationship  with  them.  They  report  to  us  any 
indiscretion  on  the  part  of  doctors  coming  to  their 
attention,  and  have  turned  over  their  files  to  us  of 
the  doctors  who  are  known  addicts  to  narcotics.  We 
have  been  keeping  a  check  on  these  men  and  make 
a  quarterly  report  to  the  Examining  Board  as  re- 
quested by  them. 

We  have  also  made  arrangements  with  two  of  our 
best  hospitals  in  the  state  and  with  two  outside  of 
the  state  whereby  these  unfortunate  men  can  be  ad- 
mitted immediately  and  quietly.  If  able  to  do  so, 
they  will  be  allowed  to  do  some  refresher  work  on 
the  ward  while  they  themselves  are  under  treatment. 

This  Committee  requests  that  a  fund  be  created 
by  the  Medical  Society  for  the  assistance  of  physi- 
cians who  are  unable  to  defray  the  cost  of  treat- 
ment, and  that  rules  governing  the  expenditure  of 
this   fund    (probably   $500.00)    be   established. 

This  Committee  also  strongly  urges  the  State 
Medical  Society  Insurance  Committee  to  approach 
the  Blue  Cross  and  other  insurance  companies  in  re- 
gard to  hospitalization  for  psychoneurotic  patients, 
since  these  patients  are  just  as  ill  as  other  patients 
and  should  not  be  discriminated  against. 

We  also  recommend  to  the  Medical  Care  Commis- 
sion that  two  psychiatric  beds  be  available  at  all 
times  for  acute  emergencies  in  every  hospital  that 
is  being  built,  or  added  to,  through  funds  from  the 
Hill-Burton  Bill  or  Medical  Care  Commission,  and 
that  all  general  hospitals  set  aside  2  beds  for  acute 
psychiatric  cases,  and  that  the  hospitals  be  urged 
to  accept  these  cases. 

In  the  preventive  aspects  of  the  mental  hygiene 
regarding  doctors,  consideration  of  some  rather 
general  measures  should  be  made  as  a  means  of  en- 
couraging fellowship  and  mutual  assistance  among 
the  doctors  by  larger  attendance  at  meetings,  and , 
in  order  to  give  more  meaning  to  membership  in  the 
Society,  a  review  be  made  of  the  requirements  of 
members  to  remain  in  good  standing  with  intention 
of  placing  less  emphasis  solely  on  prompt  payment 
of  dues  and  more  emphasis  on  manifest  interest  in 
Society  activities. 
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A.  (1)   When  a  member  is  twelve  months  in  ar- 

rears in  his  dues,  this  should  be  referred 
to  the  County  Board  of  Censors,  which 
shall  report  to  the  secretary  of  the  State 
Society  as  to  whether  adequate  cause  for 
this  exists,  and  additional  time  may  be 
allowed  for  the  payment  of  dues  in  ar- 
rears. 
(2)  Requirement  of  at  least  25  per  cent  mir.i- 
mal  attendance  at  the  regular  county 
meetings,  and  that  failure  to  attend  be 
accompanied  by  a  statement  of  the  local 
county  Board  of  Censors  that  reason  for 
non-attendance   was   satisfactory. 

B.  (1)   That  to  all  new  members,  and  to  old  mem- 

bers annually  or  as  often  as  decided  by  the 
Executive  Committee,  the  secretary  of  the 
State  Society  shall  write,  both  calling  at- 
tention to  the  special  dignity,  prestige  and 
responsibility  of  the  doctor  in  his  work  and 
in  the  community,  and  the  precarious  posi- 
tion in  which  he  is  placed,  and  offering 
him  assistance  in  his  carrying  out  his 
work,  and  telling  him  that  the  Mental  Hy- 
giene and  Rehabilitation  Committee  and 
his  local  Board  of  Censors  are  ready  to 
help  him  if  called  upon,  and  to  all  new 
members  a  copy  of  ethics  and  of  laws 
relating  to  medical  practice.  When  the 
Board  of  Censors  is  thus  asl^ed  to  help,  it 
shall  act  as  the  local  representative  of  the 
Mental  Hygiene  Committee,  and  in  con- 
junction with  it,  for  the  purpose  of  pro- 
tecting the  doctor's  interests  and  good 
name  and  of  helping  him  back  to  good 
health  and  full  efficiency,  and  of  keeping 
the  matter  on  a  strictly  confidential  basis. 
When  the  County  Board  of  Censors  is  con- 
sulted, it  may  get  further  assistance  if 
needed  from  the  Mental  Hygiene  Commit- 
tee or  from  the  District  Councilor. 

(2)  That  in  accord  with  the  foregoing,  the 
County  Board  of  Censors  take  over  an  ad- 
ditional function,  slightly  different  from 
their  present  one,  to  act  as  a  local  rep- 
resentative for  this  Mental  Hygiene  Com- 
mittee and  act  in  a  protective,  helpful  and 
confidential  capacity. 

(3)  That  the  Mental  Hygiene  Committee  pro- 
ceed to  make  psychiatric  or  mental  health 
facilities  available  for  physicians  locally 
and  outside  the  state  through  cooperation 
of  the  medical  schools. 

A.  B.  CHOATE,  :\1.D.,  Chairman 

Report   of   the   Committee   on   Tuberculosis 

While  all  of  us  miss  the  guiding  genius  of  the 
pioneer  in  tuberculosis  work,  both  in  state  and  na- 
tion. Dr.  P.  P.  McCain,  nevertheless,  his  spirit  car- 
ries on. 

The  workers  who  have  followed  in  his  footsteps 
in  the  field  of  tuberculosis,  general  medicine,  and 
public  health  are  doing  a  very,  very  creditable  piece 
of  work,  and  much  has  been  done  in  the  fight  against 
tuberculosis,  especially  during  the  past  eighteen 
months  since  his  death.  The  following  remarks  will 
give  you  an  insight  as  to  results  of  the  state  tuber- 
culosis work: 

We  will  first  mention  the  result  of  the  Christmas 
Seal  Sale  for  the  year  of  1947:  Due  to  the  untiring- 
work  of  the  managing  director  of  the  North  Caro- 
lina Tuberculosis  Association,  Mr.  Frank  Webster, 
and  his  assistants,  both  in  the  central  office  at  Ra- 
leigh and  the  enthusiastic  support  and  effort  of  each 
local  group  in  the  respective  counties,  the  official 
Seal  Sale  totaled  $367,414.54.  This  represents  a  gain 


of  $34,328.53,  or  approximately  10  per  cent  more  than 
the  1946  total.  The  above  figures  are  representative 
of  just  what  is  being  accomplished  in  this  very 
necessary  work. 

At  long  last,  the  State  Legislature,  especially  the 
Appropriation  Committee  and  the  Budget  Bureau, 
have  become  more  sympathetic,  and  at  the  last 
meeting  of  the  Legislature  appropriated  more 
money — not  only  for  maintaining  the  present  sana- 
toria, but  also  for  the  addition  of  more  badly  needed 
beds  for  the  care  of  tuberculous  patients.  The  above 
agencies  also  appropriated  money  for  the  purchase 
of  streptomycin,  to  be  used  in  the  actual  treatment 
of  patients  in  the  three  state  sanatoria,  to  the 
amount  of  $30,000. 

Various  counties  are  also  supporting  their  sana- 
toria in  a  very  creditable  manner,  certainly  as  gen- 
erously as  the  state.  Thus,  these  institutions,  under 
very  efficient  and  far-seeing  leadership,  are  making 
rapid  advances,  both  in  the  treatment  and  in  the 
prevention  of  the  disease  in  its  various  forms  and 
manifestations.  Streptomycin  is  also  being  used  e.\- 
tensively  in  these  institutions. 

I  might  say  that  the  largest  streptomycin  clinical 
research  and  study  unit  in  tuberculosis  is  at  the 
Veterans  Administration  Hospital,  at  Oteen,  North 
Carolina.  This  study  was  begun  in  the  late  spring 
of  1946,  and  is  being  carried  on  in  increasing  volume 
to  the  present  time.  During  this  study,  good  thera- 
peutic results  have  been  obtained  in  certain  types 
of  tuberculous  lesions.  Also,  much  information,  "both 
of  a  positive  as  well  as  of  a  negative  sort,  has  been 
accumulated.  Approximately  400  cases  of  various 
types  of  tuberculosis  have  been  treated. 

Much  clinical  research  is  also  being  carried  out 
by  Dr.  Henry  S.  Willis,  Superintendent  of  the  North 
Carolina  Sanatoria,  and  his  associates. 

All  the  information  that  will  be  obtained  by  these 
study  units  will  be  available  as  a  guide  to  "future 
work. 

A  course  in  thoracic  diseases  was  conducted  March 
22-27,  1948.  This  was  sponsored  and  supported  by 
the  American  Trudeau  Society,  in  cooperation  with 
the  Duke  University  School  of  Medicine  and  the 
University  of  North  Carolina  School  of  Medicine, 
and  was  a  great  success.  The  attendance  was  much 
greater  than  anticipated.  The  various  papers,  ad- 
dresses, and  clinics  were  well  above  the  average,  as 
would  be  expected,  because  the  participants  were 
carefully  selected  by  the  very  able  committee,  of 
which  Dr.  H.  S.  Willis  was  chairman.  All  speakers 
were  outstanding  in  their  respective  fields. 

Mass  chest  x-raying  of  the  general  population  of 
the  state,  under  the  auspices  of  the  U.  S.  Public 
Health  Service,  through  the  N.  C.  State  Board  of 
Health,  and  by  the  use  of  local  county  equipment, 
is  proceeding  in  a  satisfactory  manner.  In  all,  ap- 
proximately 300,000  persons  have  been  x-rayed  in 
the  past  two  years,  ilany  early  and  curable  cases 
of  tuberculosis  are  being  detected,  and  thus  given 
a  chance  of  getting  their  diseases  under  control,  as 
well  as  preventing  the  spread  of  the  disease  to 
others. 

S.  M.  BITTING ER,  M.D., 
Chairman 

H.   S.  WILLIS,  :\I.D. 

C.  D.  THOMAS,  M.D. 

M.  D.  BONNER,  M.D. 

H.  F.  EASOM,  M.D. 

HILLIS  L.  SEAY,  M.D. 

Report  of  the  Committee  on  Scientific   Work 

Dr.  Roscoe  D.  ilcMillan  (Red  Springs),  Chair- 
man: The  Committee  on  Scientific  Work  has  made 
every  effort  to  put  together  a  program  which  will 
present  what  medicine  needs  today.  I  hope  that  all 
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of  you  will  visit  the  scientific  exhibits. 

Report  of  the  Historical  Commission 

Dr.  K.  I'.  B.  Konner  (Morehead  City),  Chairman: 
This  Commission  came  into  being  as  a  result  of  a 
recommendation  made  by  President  Vernon  four 
years  ago.  The  Commission  originally  appointed 
consisted  of  eleven  members.  Last  year  there  was 
a  revamping  of  the  Commission,  and  the  number  of 
members  was  reduced  to  nine.  As  now  constituted, 
it  consists  of  three  ex-presidents,  four  members  of 
the  faculties  of  the  three  medical  schools  in  the 
state,  and  two  plain,  ordinary  members.  During  the 
four  years  of  its  existence,  in  one  year  of  which 
the  Society  did  not  hold  a  meeting,  there  have  been 
four  meetings  called,  each  of  which  I  attended.  At 
the  first  meeting  there  were  three  members  of  the 
group  present;  at  the  second  meeting,  two;  at  the 
third  meeting,  two;  and  at  the  last  meeting,  two. 
The  fact  is  inescapable  that  with  so  large  a  body, 
consisting  of  men  whose  affairs  are  pressing  and 
important,  it  is  almost  if  not  quite  impossible  to 
secure  a  quorum.  Consequently  it  would  appear,  in 
the  light  of  actual  experience,  that  it  would  be  well 
to  i-educe  the  size  of  that  group  and  make  it  a 
working  group,  so  that  something  can  be  accom- 
plished towards  the  compilation  of  a  history  of 
medical  afl'airs  in  the  state.  Time  passes,  and  human 
recollection  is  fallible,  and  records  of  many  past 
happenings  after  a  time  will  be  unobtainable.  The 
sooner  a  start  is  made  the  better  it  will  be. 

I  therefore  recommend  to  this  Society  that  this 
Commission  be  discharged  and  that  a  smaller  group 
be  appointed,  so  that  it  will  be  possible  to  hold 
meetings  and  to  begin  the  preparation  of  the  his- 
tory of  medicine  in  North  Carolina. 

Report  of  the  Committee  to  Cooperate  with  the 
National   Physicians   Committee 

Your  committee  has  maintained  constant  contact 
with  the  National  Physicians  Committee  in  the  en- 
deavor to  keep  informed  on  the  constantly  changing 
maneuvers  in  the  national  capitol.  We  remain  im- 
pressed with  the  high  character  of  the  work  done  by 
the  National  Physicians  Committee.  We  are  of  the 
opinion  that  in  fighting  the  Wagner-Murray-Dingell 
bill  and  subsequent  versions  of  this  dangerous  piece 
of  legislation  the  National  Physicians  Committee 
has  done  more  than  any  other  group  to  preserve 
freedom  of  medical  practice  in  this  country,  and 
with  it  to  preserve  the  liberties,  the  freedoms,  and 
the  incentives  of  our  American  way  of  life. 

It  is  well  to  remember  that  although  we  have  won 
a  notable  battle  in  the  r  ~ntinuing  war  for  democracy 
there  will  be  no  let-up  in  the  attacks  of  the  Com- 
munists, the  fellow-travelers,  certain  groups  of  mis- 
guided "do-gooders,"  and  last  and  perhaps  most 
important  that  group  of  bureaucrats  entrenched  in 
the  social  security  set-up  in  Washington  who  are 
endeavoring  constantly  to  increase  the  tentacles  of 
their  power  through  the  imposition  on  this  country 
of  a  system  of  state-controlled  and  politically  domi- 
nated medical  care. 

Constant  vigilance,  perseverance,  much  work, 
broad  planning,  and  financial  support  will  be  nec- 
essary to  preserve  our  freedoms. 

A.   L.   DAUGHTRIDGE,   M.D. 

G.  W.  MURPHY,  M.D. 

GEO.  L.  CARRINGTON,   M.D., 
Chainnan 

The  reports  of  the  Committee  to  Cooperate  with 
the  North  Carolina  Dental  Society  and  the  Com- 
mittee on  Venereal  Disease  Control  were  called  for, 
but  no  reports  were  given. 


Report    of   the   Physician   Members   of   the   North 
Carolina    Medical    Care    Commission 

In  a  consideration  of  the  program  of  the  North 
Carolina  Medical  Care  Commission,  it  might  be  well 
to  review  briefly  the  history  of  the  Commission. 
Most  of  you  recall  that  the  State  Society  initiated 
the  movement  which  led  to  the  development  of  the 
Medical  Care  Commission  and  the  program  designed 
to  provide  for  the  people  of  the  state  extended  hos- 
pital facilities  and  Ijetter  medical  and  health  services. 
in  1943,  on  the  advice  of  leaders  in  the  State  Medi- 
cal Society,  Governor  Broughton  named  sixty  mem- 
bers to  form  the  North  Carolina  Hospital  and 
Medical  Care  Commission,  later  known  as  the  Poe 
Commission.  Fifteen  members  of  this  commission 
were  members  of  the  State  Medical  Society.  Sur- 
veys weie  made  and  plans  formulated  and  legisla- 
tion drafted  to  be  presented  to  the  194.5  Legislature. 
The  measure  was  passed  by  the  Legislature  and  be- 
came law  on  March  21,  194.5.  One  of  the  provisions 
of  this  law  was  the  establishment  of  the  Medical 
Care  Commission,  which  is  composed  of  twenty 
members  representing  the  chief  interests  of  the 
state.  Five  of  the  members  belong  to  our  State 
Medical  Society.  Other  provisions  of  this  bill,  which 
is  known  as  H.  B.  594,  provide  for  and  give  the 
Commission  authority  to  administer  all  state  and 
federal  funds  that  may  be  available  for  the  building 
and  equipment  of  hospitals  in  the  state.  It  provided 
the  Commission  with  a  fund  of  $500,000  with  which 
to  contribute  $1.00  per  day  tow^ard  hospitalization 
of  indigents  in  approved  hospitals  who  are  certified 
by  county  superintendents  of  welfare.  It  provided  a 
loan  fund  of  .$50,000  for  students  of  medicine,  and 
later  in  1947  for  students  of  dentistry,  pharmacy, 
and  nursing,  who  upon  completing  their  training, 
will  agree  to  practice  at  least  four  years  in  rural 
communities  of  2,500  or  less.  The  law  also  charged 
the  Commission  with  encouraging  the  development 
of  a  more  adequate  supply  of  doctors,  nurses  and 
medical  technicians,  and  their  distribution  so  as  to 
serve  the  rural  population.  The  Commission  was  also 
charged  with  encouraging  the  extension  of  Blue 
Cross  prepaid  hospital  and  medical  care  insurance. 
It  was  also  authorized  to  encoui-age  the  education 
of  more  Negro  doctors. 

The  1945  General  Assembly  required  the  Com- 
mission also  to  make  two  special  surveys.  The  first 
survey  to  be  made  was  that  of  the  existing  hospital 
facilities  of  the  state  as  a  basis  for  the  development 
of  a  state-wide  plan  for  the  building,  where  needed, 
of  new  hospitals  and  the  expansion  of  existing  ones. 
This  survey  was  completed  during  the  first  six 
months  of  1946.  The  second  survey  was  a  study  to 
determine  the  needs  of  expanding  the  University 
Medical  School  to  a  standard  four-year  school,  the 
building  of  a  teaching  hospital  of  at  least  400  beds, 
and  to  recommend  the  location  of  this  school  and 
hospital.  This  survey  was  made  also  during  1946  by 
a  group  of  seven  men  from  out  of  the  state  and 
who  are  national  authorities.  The  recommendations 
of  this  committee  were  adopted  in  August,  1946,  by 
the  Commission,  and  soon  after  this  its  recommen- 
dations were  made  to  the  Governor  and  the  Board 
of  Trustees  of  the  LTniversity.  The  General  Assem- 
bly of  1947  approved  the  plan  as  recommended  by 
the  Commission,  and  made  the  necessary  appropri- 
ations to  the  University. 

The  Hill-Burton  Bill,  public  law  725,  was  enacted 
by  Congress  in  August,  1946.  It  provides  federal 
grants-in-aid  to  the  states  of  $75,000,000  a  year 
for  a  five-year  period— or  a  total  of  $375,000,000  for 
the  five-year  period — to  be  used  in  financing  one- 
third  of  the  cost  of  approved  hospital  projects.  The 
state  and  local  authorities  are  required  to  provide 
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Table  1 


No.  No.  New 

Ho.ipifrils        Bifh 

Hospitals  and   Clinics   11  685 

State   Mental   Hospitals   e'D         487 

State  TB  Hospitals  3  130 

State  Cerebral  Palsy  Hospital.^..    1 40 

Total    21  i;342 

(1)  5  units  at  Goldsboro;   1   unit  at  Morganton 

(2)  Actual    slate    credits— ?6C8, 267 

(3)  Actual    state    credits— ?294, 293 

the  remaining  two-thirds  of  the  cost.  The  plan,  there- 
fore, contemplates  the  expenditure  during  the  five- 
year  period  in  the  United  States  of  approximately 
$1,125,000,000. 

The  federal  funds  are  allocated  to  the  states  on 
the  basis  of  their  needs.  Under  this  plan  North 
Carolina  is  allocated  $3,431,550  annually,  or  a  total 
of  $17,000,000  in  five  years.  This  approximates  about 
one  dollar  per  capita  on  the  required  mid-war  pop- 
ulation estimate  as  of  November,  1943;  whei'eas,  a 
number  of  states  receive  less  than  25  cents  per 
capita.  The  federal  law  requires  that  in  the  building 
of  hospitals  and  in  the  expansion  of  hospitals  there 
be  no  discrimination  against  groups  because  of  race, 
color,  or  creed;  and  that  valid  guarantees  against 
deficits  for  a  period  of  two  years  be  provided  in  the 
operation  of  aided  hospitals. 

The  federal  law  is  administered  by  the  United 
States  Public  Health  Service,  Hospital  Facilities 
Division.  This  agency,  under  the  federal  law,  has 
drawn  up  rules  and  regulations  regarding  the  finan- 
cial aid  toward  hospital  construction.  It  requires 
that  each  state  hospital  agency  make  a  survey  of 
existing  hospital  resources  and  needs  of  the  state 
and  develop  a  state-wide  plan  for  hospitals  that  will 
meet  the  federal  requirements.  It  has  established 
also  construction  standards  for  all  essential  depart- 
ments and  areas  of  hospitals,  and  federal  aid  will 
not  be  allowed  for  projects  that  fall  below  the  stip- 
ulated federal  standards.  Technical  personnel  of  the 
federal  government  is  to  cooperate  with  state  per- 
sonnel upon  plans  and  specifications  for  hospitals. 
This  personnel  includes  hospital  administrators,  hos- 
pital architects,  construction  engineers,  and  so  forth. 

The  North  Carolina  state  plan  was  approved  by 
the  U.  S.  Public  Health  Service  in  1947.  It  was  one 
of  the  two  first  plans  approved. 

The  General  Assembly  in  1947  enacted  a  hospital 
licensing  law  to  be  administered  by  the  Commission 
which  is  mandatory  for  those  hospitals  that  receive 
state  and  federal  aid,  and  is  optional  for  others. 
There  was  also  adopted  an  Enabling  Act  which 
permits  the  state,  counties,  cities  and  towns,  sepa- 
rately or  jointly,  to  raise  funds  for  building,  equip- 
ping, maintaining  and  operating  hospitals.  Both 
publicly  owned  and  non-profit  hospitals  are  eligible 
for   the    Commission's    aid. 

The  survey  of  the  state's  hospital  resources  made 
by  the  Commission  in  1945  showed  that,  exclusive  of 
nine  state-owned  hospitals,  67  out  of  100  counties 
of  the  state  had  some  hospital  facilities.  Thirty- 
three  counties  were  found  to  have  no  hospital  facili- 
ties whatever.  On  the  whole  these  counties  were 
small  in  area,  population  and  financial  resources. 
Their  tax  rates,  in  general,  were  high  and  their 
bonded  indebtedness  high.  These  counties  of  course 
in  the  main  are  unable  to  finance  their  part  of  hos- 
pital construction,  even  though  it  is  less  than  20 
per  cent  of  the  total  in  some  cases.  Furthermore, 
they  are  probably  unable  to  make  up  deficits  which 
they  probably  would  incur  during  the  first  two  years 
of  operation. 

The  funds  provided  by  the  state  are  worked  out 
on  an  equalization  basis  so  that  some  of  the  richer 
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counties  get  as  low  as  10  per  cent  of  the  total  cost 
of  construction  while  some  of  the  poorer  counties 
get  as  much  as  50  per  cent  of  the  total  cost.  In  the 
general  hospitals  in  Noth  Carolina  there  are  about 
9,346  lieds.  This  is  about  2.7  per  thousand  of  popu- 
lation. The  goal  set  by  the  U.  S.  Public  Health 
Service  calls  for  an  average  ratio  for  the  state  of 
4.5  per  thousand,  or  a  total  of  15,003  beds.  The 
three  state  mental  hospitals  were  designed  to  accom- 
modate 8,013  patients.  Other  private  mental  hos- 
pitals will  accommodate  about  265  patients.  Com- 
bined, the  mental  beds  give  a  ratio  of  2.4  beds  per 
1,000  population,  whereas  the  national  goal  is  5.0 
per  1,000.  Under  the  present  program  there  will  be 
an  increase  in  the  ratio  of  the  state  for  mental  pa- 
tients to  4.0  per  thousand. 

In  the  fall  of  1946  the  Commission  figured  that 
the  cost  of  all  hospital  construction,  including 
nurses'  homes — would  cost  $7,000  per  bed,  and  the 
State  Legislature  granted  the  amount  requested — 
$6,250,000— for  the  biennium  that  began  in  1947. 
The  cost  of  construction  has  increased  so  that  at 
the  present  the  estimate  of  the  U.  S.  Public  Health 
Service  placed  it  at  from  $12,000  to  $15,000  per  bed 
exclusive  of  nurses'  homes.  In  order  to  hold  cost 
down,  the  Jledical  Care  Commission  adopted  almost 
minimum  standards  approved  by  the  Public  Health 
Service,  and  the  encumbrance  figure  for  standard 
hospitals  was  placed  at  $12,000  per  bed,  and  $8,000 
for  clinics  having  one  story,  no  basement,  no  ele- 
vator, and  less  expensive  equipment  and  construc- 
tion. The  entire  allocation  of  federal  funds  to  the 
state  for  the  current  year  up  to  April  had  been 
encumbered  with  the  exception  of  less  than  $1,000. 
The  total  allocations  are  shown  in  table  1. 

To  date  there  have  been  eleven  county  elections 
on  bond  issues  in  the  state  amounting  to  over  three 
and  a  half  million  dollars.  Nine  of  the  eleven  have 
been  successful;  two  failed.  The  commission  has  in- 
formation tending  to  show  that  more  than  50  hos- 
pitals are  planning  to  build  an  addition  to  their 
facilities  and  more  than  $10,000,000  is  available  or 
pledged  in  support  of  applications  for  state  and  fed- 
eral aid. 

Ninety-four  sites  for  79  hospitals  in  61  counties 
have  been  inspected  and  74  approved  for  new  con- 
struction or  expansion  of  existing  hospitals.  The 
site  inspection  committee  included  a  hospital  admin- 
istrator, architectural,  and  engineering  personnel 
from  the  Commission  and  from  the  U.  S.  Public 
Health  Service,  and  a  sanitary  engineer  from  the 
State  Board  of  Health.  The  inspections  relate  to 
central  location  of  site,  transpoi'tation  facilities,  ele- 
vation, drainage,  soil  formation,  and  especially  to 
adequate  water,  sewerage,  and  electric  facilities. 

The  future  of  the  iledical  Care  Commission  for 
the  extension  of  hospital  and  medical  facilities  in  the 
state  of  North  Carolina  on  the  whole  looks  bright. 
There  are  many  problems,  however,  to  solve  and 
hurdles  to  make  before  we  can  be  on  a  sound  foot- 
ing. Problems  of  maintenance,  ability  of  poorer  com- 
munities to  share  in  the  program  of  construction, 
the  size  of  the  facility  the  community  needs,  and 
how  to  solve  the  problems  of  manning  these  facil- 
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ities  with  doctors,  nurses,  and  technicians  are  still 
pressing.  I  have  a  feeling,  however,  that  the  people 
in  these  communities  will  rally  to  the  support  and 
respond  to  the  needs  of  these  facilities  once  they 
have  them  and  realize  the  real  benefits  derived 
therefrom. 

We  are  glad  to  report  that  the  plans  for  expan- 
sion of  the  medical  school  at  Chapel  Hill  are  pro- 
ceeding satisfactorily.  A  year  ago  a  committee  was 
appointed  fi-om  the  board  of  trustees  of  the  Univers- 
ity to  work  with  the  administration  in  evolving  plans 
for  the  construction.  This  committee  is  composed  of 
seven  outstanding  citizens  of  the  state.  Repoi'ts  from 
Chapel  Hill  indicate  that  the  architect's  plans  are 
well  advanced  and  that  construction  is  expected  to 
begin  late  this  vear. 

J.  STREET  BREWER,  IVI.D. 

FRED  C.  HUBBARD,  M.D., 
Chairman 

Report  of  the  Committee  on  Rural  Health  Education 

The  Committee  on  Rural  Health  Education  of  the 
American  Medical  Association  was  conceived  in 
1946.  It  was  felt  by  the  Association  that  an  active 
prog-ram  through  which  the  rural  areas  of  our 
country  could  obtain  better  and  extended  hospital 
services  should  be  launched.  It  was  clear  that  a 
program  of  education  for  the  medical  profession  as 
well  as  the  civilian  population  in  matters  pertaining 
to  better  health  was  needed.  The  fact  that  rapid 
changes  in  social,  economic  and  scientific  advance- 
ment were  taking  place  in  this  country  made  it  all 
the  more  apparent  that  such  a  program  was  needed. 
As  a  result  a  national  committee  was  appointed  and 
organized  medicine  in  general  responded  to  the 
movement. 

The  first  national  health  conference  was  held  in 
Chicago  early  in  1946;  a  second  was  held  in  Chicago 
in  1947.  The  third  nationally  held  conference  was 
held  in  Chicago  also  in  February,  1948.  It  was  my 
privilege  and  pleasure  as  the  chairman  of  your 
committee  to  attend  this  meeting.  Representatives 
from  all  the  principal  organizations  in  the  United 
States  attended  and  took  active  parts  in  the  pro- 
gram at  this  meeting.  The  following  committees 
made  interesting  and  revealing  reports: 

1)  Committee    on    hospital    facilities    and    health 
centers. 

2)  Methods    of    bringing    and    holding    physicians 
and  dentists  in  rural   areas. 

3)  Volunteer  medical   prepayment  plans. 

4)  Nursing  needs  of  our  rural  communities. 

5)  Health    councils    as     agencies    for    promoting 
rural  health. 

6)  Medical   care  for  lower  income   groups. 

The  discussion  centered  mostly  around  the  ques- 
tions of  actual  needs  for  improved  medical  and  hos- 
pital care  in  rural  areas,  and  what  is  being  done 
towards  improving  those  conditions.  Many  other 
questions  were  discussed  relating  to  rural"  healtii. 
Economic  and  social  problems  bearing  on  ways  and 
means  of  obtaining  rural  area  hospitals,  communit,- 
clinics,  better  churches,  better  schools,  better  roads, 
and  other  matters  which  would  have  a  direct  bear- 
ing in  attracting  doctors  and  nurses  to  these  rural 
areas  werecliscussed.  The  proper  education  of  the 
public  and  its  social  responsibility  in  providing  bet- 
ter opportunities  for  increased  medical  and  hospital 
facilities  were  discussed  at  length.  The  matter  of 
attracting  rural  school  boys  and  girls  through  vo- 
cational guidance  courses  to  consider  medical  and 
nursing  education  was  included  in  these  discussions. 

The  matter  of  Blue  Cross  prepaid  insurance  in 
relationship  to  better  medical  and  hospital  care  was 
given  prime  importance  in  the  program  of  the 
National    Health    Conference.    Wavs    and    means    of 


promoting  the  spread  of  Blue  Cross  insurance  and 
getting  it  into  the  hands  of  the  farm  people  and  the 
lower  income  groups  were  considered  at  length.  It 
was  recommended  that  voluntary  non-profit  prepay- 
ment medical  care  plans  be  developed  on  a  state- 
wide basis  predicated  against  local  needs,  and  this 
was  based  on  the  experience  of  some  85  medical 
society  sponsored  plans  and  some  87  Blue  Cross 
plans  throughout  the  country. 

The  matter  of  nursing  needs  in  rural  communities 
and  how  to  correct  this  through  the  program  of  in- 
creased facilities  and  expansion  of  home  nursing 
courses  in  hospital  schools  had  a  very  prominent 
part  in  the  discussion.  It  was  felt  that  this  not  only 
helps  individuals  to  help  themselves  in  time  of  need 
but  is  a  valuable  means  of  recruiting  students  for 
schools  of  nursing.  Courses  for  practical  nurses  who 
are  properly  trained  and  licensed  for  the  protection 
of  the  patient  was  urged.  Improved  status  of  nurses 
in  rural  communities  in  regard  to  working  condi- 
tions, professional  recognition,  opportunity  for  ad- 
vancement,  and   increased  income  was  considered. 

The  health  council  as  an  agency  for  promoting 
rural  health  was  discussed  at  length.  It  was  the  con- 
cept of  the  committee  that  health  councils  should 
be  composed  of  representatives  from  three  groups; 

1)  Those  allied  and  auxiliary  professional  groups 
who  render  health   service.    • 

2)  Those  who  leceive  health  services. 

3)  Those  government  agencies  oflicially  concerned 
with  health  and  medical  care  and  also  includ- 
ing those  voluntary  agencies  manifesting  a 
continuing  interest  in  health  and  medical  care. 

It  was  decided  that  the  objectives  of  the  health 
council  would  be: 

1)  To  bring  together  medical  and  allied  profes- 
sional and  citizen  clubs  to  the  end  that  dis- 
cussion, debate,  and  interchanging  of  opinions 
and  planning  of  health  and  medical  care  may 
be  effected. 

2)  To  encourage,  stimulate,  foster  and  support 
the  establishment  of  medical  and  health  coun- 
cils in  areas  where  deemed  advisable  within 
each  state. 

The  function  of  the  health  council  was  to  be: 

1)  A   survey  of  medical  care  and  health  needs. 

2)  To  determine  the  existing  and  needed  facilities 
and  personnel  for  meeting  the  findings  of  the 
survey. 

3)  Recommending  ways  and  means  of  providing 
adequate  facilities  and  personnel  for  meeting 
the  constantly  changing  needs. 

4)  To  disseminate  as  widely  as  possible  informa- 
tion pertaining  to  health  and  medical  care 
problems  and  programs. 

5)  To  conduct  or  promote  such  meetings  as  may 
be  helpful  in  eff'ectuating  the  program. 

More  than  .500  persons  attended  the  third  annual 
rural  health  conference  mentioned  above.  The  con- 
ference had  leaders  in  child  health  and  welfare  work 
throughout  the  country,  and  repesentatives  of  many 
farm  groups  and  members  of  the  medical  profession. 
Improving  the  health  services  for  the  rural  child 
was  the  theme  of  the  meeting.  Perhaps  the  phase 
of  the  program  which  attracted  greatest  interest 
was  the  discussion  carried  on  by  four  farm  youths 
concerning  better  health  for  America's  six  million 
farm  families.  Each  of  these  youths  appeared  before 
the  microphone  in  the  big  hall  in  Chicago's  Palmer 
House  and  gave  his  views  on  "Rural  Youth  Looks  to 
Health."  The  discussion  of  the  problem  was  cer- 
tainly an  eye-opener,  and  perhaps  lent  more  weight 
to  the  argument  in  favor  of  better  rural  hospital  and 
health  facilities  than  any  other  pai't  of  the  program. 

On  October  8,  1947,  I  attended  the  Southeastern 
Regional    Conference   on   Rural    Health,   which   was 
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held  in  Atlanta,  Georgia.  Here  again  was  a  record 
attendance  and  a  broad  discussion  of  the  problems 
of  rural  health  by  leaders  from  all  the  principal 
farm  groups,  welfare  groups,  the  medical  profession, 
U.  S.  Public  Health  Service  and  other  important 
national  leaders.  This  confeience  included  all  of  the 
Southeastern  states. 

In  1947  the  Committee  on  Rural  Health  Educa- 
tion of  the  North  Carolina  I\'Iedicai  Society  was  ap- 
pointed. This  committee  consists  of  Dr.  Reece  Berry- 
hill,  Dr.  M.  D.  Hill,  and  myself.  We  realized  very 
soon  that  this  program  was  a  very  important  one, 
a  program  with  great  potentalities  for  far-reaching 
elVects,  and  one  which  would  of  necessity  be  slow 
in  gaining  momentum.  The  A.M. A.  plan  in  general 
calls  for  a  state  council  representing  all  groups  that 
would  be  interested  in  a  public  health  movement. 
This  council  would  be  responsible  for  policies  and 
programs  in  the  state  in  a  general  way.  The  next 
step  in  the  foi'mation  of  the  state  program  was 
plans  for  a  State  Health  Conference.  This  was  ar- 
ranged and  was  held  in  Chapel  Hill  on  February  27 
of  this  year.  There  was  a  large  attendance  repre- 
senting many  of  the  voluntary  agencies  of  the  state, 
the  Jledieal  Society,  and  the  State  Health  Depart- 
ment as  well  as  other  state  departments.  The  pro- 
gram as  presented  consisted  of  speakers  from  in  the 
state  and  out  and  who  had  wide  reputations  in  their 
respective  fields.  The  entire  program  consisted  of 
discussion  bearing  directly  or  indirectly  on  the  ex- 
tension of  public  health. 

Your  committee  on  public  health  now  is  in  the 
process  of  establishing  Rural  Health  Councils.  It 
was  decided  best  to  follow  out  the  plan  of  initiating 
the  program  in  the  different  counties  with  the  local 
medical  society  spearheading  the  movement.  In  as 
much  as  the  State  Health  Department  is  a  baby  of 
the  State  Society  and  has  done  much  in  the  past 
years  to  break  the  ground  for  rural  health  advance- 
ment, we  are  asking  them  to  go  right  along  with 
us  in  the  establishment  of  Rural  Health  Councils. 
This  they  have  consented  very  willingly  and  enthu- 
siastically to  do.  It  was  decided  to  try  the  plan  out 
in  five  or  six  widely  dispersed  counties  which  have 
public  health  departments  and  health  educators.  The 
presidents  and  secretaries  of  these  counties  are  being 
asked  to  cooperate  with  the  health  department  of- 
ficers and  the  health  educators  in  deciding  upon  the 
needs  for  a  Rural  Health  Council.  After  their  con- 
ference, if  it  is  decided  a  council  is  needed,  they  will 
define  their  objectives  and  arrange  a  definite  pro- 
gram. Then  the  leaders  in  agricultural  organiza- 
tions, welfare  depai'tments,  civic  organizations,  min- 
isterial organizations,  school  representatives  and  in- 
dividuals who  are  interested  in  such  a  program  will 
be  called  in  and  plans  and  objectives  set  forth  and 
the  organization   of   a  local   health   council   effected. 

I  want  to  give  due  credit  to  the  N.  C.  Good  Health 
Association  and  particularly  its  executive  secretary, 
^!r.  H.  C.  Cranford,  for  the  splendid  cooperation 
and  work  they  have  given  in  conjunction  with  the 
Rural  Health  Program.  This  organization  was  asked 
to  promote  the  program,  and  has  done  a  wonderful 
job,  particularly  in  connection  with  the  rural  health 
■'•onference  and  in  promoting  the  program.  We  ex- 
pect the  continued  cooperation  of  the  Good  Health 
Association  and  feel  that  its  interest  will  be  greatly 
needed  in  bringing  the  program  to  a  successful 
stage. 

It  is  obvious  that  a  program  such  as  this  will 
necessitate  the  cooperation  of  all  the  state  and  vol- 
luitary  agencies  in  North  Carolina.  It  is  also  clear 
that  it  will  be  a  long  drawn  out  program,  requiring 
perhaps  two  or  more  yeai's  to  get  well  under  way 
and  to  become  effective.  Never  before  in  the  history 
of   our   country   have    people   been    so    public-health 


conscious.  As  a  result,  I  believe,  there  is  a  tendency 
to  overlap  and  of  overorganizing  of  programs  relat- 
ing to  extension  of  medical  and  hospital  services  to 
the  rural  public.  Just  at  the  present,  there  are  at 
least  three  or  four  organizations  in  the  state  which 
have  pretty  much  the  same  objectives  in  this  direc- 
tion. It  is  my  hope  that  as  the  pi'Ograms  of  these 
different  organizations  develop,  it  will  be  possible 
to  combine  our  efforts  and  in  that  way  have  more 
concentrated  effort  and  better  results. 

In  general  I  think  it  can  be  said  that  the  concept 
of  medical  practice  has  changed  markedly  during 
the  last  few  years.  No  longer  is  it  enough  to  say 
that  the  whirlwind  and  dramatic  rescue  of  a  patient 
on  the  part  of  a  doctor  or  a  group  of  doctors  is 
sufficient  justification  for  our  existence  as  a  fratern- 
ity. Preventive  medicine  and  a  frank  presentation 
of  the  facts  relating  to  diseases  are  expected  of  us. 
People  now  want  to  know  why  disease  conditions 
exist.  They  expect  to  be  protected  against  the 
hazards  of  disease  and  epidemics,  and  rightly  so. 
We  have  made  great  strides  in  this  direction,  but 
this  is  not  enough.  "We  must  carry  the  message  to 
Garcia"  and  see  that  the  advantages  of  present-day 
medical  facilities  reach  the  people  of  our  rural  areas. 
As  a  result  of  a  benevolent  state  and  federal  govern- 
ment great  progress  is  being  made  in  the  extension 
of  medical  and  hospital  services.  The  medical  pro- 
fession of  our  state  has  responded  to  the  challenge. 
We  as  physicians  individually  and  collectively  feel 
more  keenly  than  ever  before  our  responsibility  in 
safeguarding  the  health  and  happiness  of  our  rural 
people.  Organized  medicine  is  determined  that  to 
the  underprivileged  class  and  the  rural  areas  of 
our  country  should  come  better  means  of  protecting 
life  and  providing  good  health.  The  North  Carolina 
Medical  Society  has  definitely  committed  itself  to 
the  proposition  that  there  should  be  better  and 
more  evenly  distributed  medical,  nursing  and  hos- 
pital services  in  our  rural  areas.  It  is  gratifying  to 
know  that,  under  the  leadership  of  organized  medi- 
cine, the  foundation  has  been  laid  and  the  machinery 
set  up  for  a  great  program  of  extended  medical  and 
hospital  services  to  the  people  of  our  state.  We 
are  meeting  the  challenge.  Let  us  now  carry  through 
courageously  and  in  a  determined  way  to  the  end 
that  oui   aims  may  be  accomplished. 

Respectfully   submitted, 

W.   R.   BERRYHILL,   M.D. 

M.  D.  HILL,  M.D. 

FRED   C.   HUBBARD,    M.D., 
Chairman 
...  At  5:45  p.m.  a  recess  was  taken  until  8  p.m. 

MONDAY    EVENING    SESSION 

The  House  of  Delegates  reconvened  in  the  ball- 
room of  the  Carolina  on  Monday  evening,  and  was 
called  to  order  at  8:40  p.m.  by  the  president. 

Report    of   the    Committee   on    Publication 

Dr.  Roscoe  D.  McMillan  (Red  Springs),  Chair- 
man: I  do  not  have  a  detailed  report  to  make.  I  am 
sure  you  all  read  the  North  Carolina  Medical  .Jour- 
nal. This  is  your  .Journal,  and  it  us  up  to  the  mem- 
bers of  the  Medical  Society  of  the  State  of  North 
Carolina  to  patronize  our  advertisers,  to  send  in 
news  items,  and  to  do  all  they  can  to  strengthen 
the  .Journal. 

Report   of  the   Public   Relations   Committee 

The  accomplishments  of  the  Public  Relations 
Committee  during  the  past  year  when  reviewed 
critically  and  numerically  have  been  rather  small. 
However,  our  committee  started  out  last  summer 
entirely  green  and  absolutely  from   scratch.   Taking 
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this  into  consideration,  I  do  not  feel  that  we  have 
done  so  very  badly. 

First:  We  have  very  successfully  sponsored  a 
high  school  essay  contest  under  the  direction  of 
Dr.  Stuart  Gaul  of  Charlotte  and  in  collaboration 
with  the  Good  Health  Association.  This  contest, 
which  is  to  be  an  annual  affair,  is  open  to  any  high 
school  student  in  the  state,  and  the  winner  is  to 
receive  a  scholarship  to  the  North  Carolina  college 
of  his  or  her  choice.  The  winner  of  our  first  contest 
is  to  be  presented  her  scholarship  at  the  general 
session  here  Wednesday  morning. 

Second:  We  have  inaugurated  and  kept  up  a  pub- 
lic relations  column  in  the  North  Carolina  Medical 
.Journal,  the  articles  for  this  column  being  written 
one  month  by  a  prominent  physician  and  the  next 
month  by  a  prominent  layman  on  the  subject  of 
public  relations. 

Third:  We  proposed  the  presentation  of  a  plaque 
each  year  to  that  county  medical  society  which  did 
the  most  for  public  relations  during  that  year.  This 
proposal  has  died  a  very  agonizing  death  because 
of  lack  of  interest  by  the  county  societies. 

Fourth:  It  was  attempted  to  have  a  public  rela- 
tions committee  appointed  in  each  county  medical 
society  to  work  with  the  state  committee.  This  met 
with  only  fair  success. 

Fifth:  A  most  successful,  though  poorly  attended, 
Public  Relations  Conference  was  held  in  Raleigh 
on  March  21.  It  is  hoped  that  this  can  be  made  an 
annual  affair.  At  this  conference  the  morning  hours 
were  given  to  short  papers  by  state  authorities  on 
various  phases  of  medical  public  relations.  The 
afternoon  session  was  devoted  to  the  discussion  of 
and  the  organization  of  a  Public  Relations  Council. 
Sixth:  As  a  result  of  the  above  conference,  an 
adequate  Public  Relations  Council  has  been  ajj- 
pointed.  This  council  consists  of  a  public  relations 
councilor  from  each  of  the  ten  districts  appointed 
with  the  help  of  the  regular  executive  councilor  of 
that  district.  We  have  been  fortunate  in  getting  out- 
standing men  as  councilors  in  each  district:  three 
of  the  ten  are  past  presidents  of  the  Medical  Society. 
These  councilors  are  to  act  as  contact  men  between 
the  state  public  relations  committee  and  the  public 
relations  committees  of  the  county  societies  in  the 
individual  district.  In  this  way,  we  hope  to  do  what 
we  so  far  have  failed  to  do — to  take  a  public  rela- 
tions program  to  the  local  county  societies  and 
thereby  to  the  individual  doctors. 

The  plans  for  the  coming  year  are:  First,  through 
our  councilors  to  organize  public  relations  commit- 
tees in  each  county  society.  Second,  during  the  sum- 
mer months  to  organize  adequate  local  speakers' 
bureaus  in  each  county  society,  an  adequate  state 
speakers'  bureau,  and  with  the  already  promised 
help  of  the  American  Medical  Association,  a  speak- 
ers' bureau  of  nationally  known  men  outside  of  the 
state.  Third,  to  start  in  the  fall  to  provide  an  or- 
ganized public  relations  program  for  the  local  and 
state  committee.  This  program  will  consist  of  radio 
talks,  newspaper  articles,  talks  before  civic  organi- 
zations, motion  pictures,  and  so  forth.  The  extent  of 
the  program  is  going  to  be  limited  by  the  lack  of 
time  which  members  of  the  local  and  state  commit- 
tees can  give,  and  even  more  so  by  the  lack  of  funds 
which  are  available.  But  we  can  at  least  begin  what 
we  hope  in  a  very  few  years  will  turn  into  a  public 
I'elations  program  comparable  with  other  states. 

As  to  finances,  the  Public  Relations  Committee  of 
the  North  Carolina  Medical  Society  spent  $750.00  of 
the  Society's  money  during  the  past  year — $600.00 
for  a  scholarship,  and  $1.50.00  for  expenses  inci- 
dental to  carrying  on  the  high  school  contest.  We 
do  not  know  what  we  will  be  allowed  for  the  coming 


year.  The  Pulilic  Relations  Department  of  the  Medi- 
cal Society  of  Virginia  spent  $17,407.80  in  1946-47, 
and  were  budgeted  for  $28,000.00  in  1947-48.  The 
Public  Relations  Department  of  the  Michigan  Medi- 
cal Society  has  been  given  $134,000.00  in  the  1948 
budget.  Dr.  McMillan  and  Mr.  Barnes  were  recently 
approached  by  a  North  Carolina  commercial  service 
who  presented  an  unsolicited  prospectus  whereby 
they  would  handle  the  North  Carolina  Medical  So- 
ciety's public  relations  program  for  $14,000.00  the 
first  year. 

DONALD  B.  KOONCE,  M.D., 
Chairman 

...  A  motion  to  accept  this  report  was  seconded 
and  carried. 

Report   of  the   Finance  Committee 

Dr.  V.  M.  Hicks  (Raleigh),  Chairman:  The  Fi- 
nance Committee  had  a  meeting  about  two  months 
ago,  and  after  the  meeting  made  a  report  to  the 
Executive  Committee.  I  have  served  as  chairman 
of  the  Finance  Committee  now  for  a  number  of 
years,  and  have  seen  the  Society  go  up  the  hill  and 
down  again  on  its  finances.  We  were  doing  very  well 
for  several  years,  because  we  were  not  spending 
any  money  and  were  not  doing  very  much  in  a 
business  way.  But  the  Society  at  its  last  annual 
meeting,  as  you  well  know,  embarked  upon  a  new 
program,  which  involved  the  employment  of  a 
whole-time  executive  secretary  and  coordinating  its 
various  business  functions.  This  has  not  yet  been 
completed,  but  the  result  of  it  is  that  the  Society 
this  year  is  operating  at  a  deficit.  It  is  able  so  to 
do  because  in  the  years  past  a  surplus  was  built  up. 

Many  things  are  coming  up  before  the  Executive 
Committee  during  the  year  which  involve  the  imme- 
diate expenditure  of  money  that  is  not  included 
in  the  anticipated  budget;  and  there  is  no  money 
availalile. 

All  of  this  I  have  said  is  preliminary  to  the 
recommendation  that  the  Finance  Committee  made 
to  the  Executive  Committee  at  its  last  meeting  here, 
which  was  that  the  dues  of  the  Society  be  increased 
to  $25  a  year.  If  the  Society  is  to  go  forward  in  a 
business  way  and  in  a  representative  way  in  North 
Carolina  we  must  do  this.  It  is  the  only  wav  we 
shall  laise  the  money  that  will  enable  the  officers 
of  the  Society  to  put  on  the  program  that  the 
membership  wants.  Those  of  you  who  were  here  this 
afternoon  heard  the  President's  recommendation 
that  the  dues  be  increased  to  this  amount.  That  is 
the  sense  of  the  Finance  Committee,  and  that  is  its 
I'ecommendation  to  the  House  of  Delegates. 

.  .  .  Dr.  Wayne  .1.  Benton  of  Greensboro  moved 
that  the  report  of  the  Finance  Committee  be  ac- 
cepted and  the  dues  increased  to  $25  a  year.  This 
motion  was  seconded.  Dr.  D.  T.  Smith  of  Durham 
suggested  that  the  increase  in  dues  might  work  a 
hardship  on  full-time  health-department  employees 
and  full-time  employees  of  medical  schools.  He  sug- 
gested as  an  amendment  that  this  increase  not  apply 
to  members  on  a  full-time,  salaried  basis  but  that 
their  dues  remain  at  the  old  rate.  Following  some 
discussion.  Dr.  Paul  F.  Whitaker  of  Kinston  offered 
the  following  amendment  to  Dr.  Benton's  motion: 
"Provided,  that  the  dues  of  certain  teachers  and 
certain  men  in  public-health  work  shall  be  fixed  by 
the  Executive  Committee."  This  amendment  was 
seconded  and  put  to  a  vote,  but  was  not  carried. 
Dr.  Benton's  original  motion  was  then  put  to  a  vote 
and  carried  with  one  dissenting  vote. 

Report  of  the  Conference  Committee  on  Crime  and 

Psychiatry    Cooperating   with    the   North 

Carolina    Bar    Association 
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It  is  regretted  that  your  committee  is  unable  to 
make  any  definite  report  of  importance  concerning 
our  action  during  the  past  year.  A  good  deal  of  in- 
formation has  been  assembled  and  it  is  hoped  that 
this  may  be  of  value  in  our  later  deliberations. 

A  committee  from  the  North  Carolina  Bar  Asso- 
ciation was  late  in  being  appointed  by  the  Bar 
Association,  and  it  has  not  been  practical  to  secure 
a  joint  meeting  of  the  two  committees  as  yet. 

It  may  be  of  interest  to  the  Hou.se  of  Delegates 
to  know  the  membership  of  the  North  Carolina  Bar 
Association  committee.  It  is  as  follows: 

Frank    C.    Patton,   Chairman Morganton 

Robert  E.  Lee Wake  Forest 

Charles  W.  Tillett  Charlotte 

W.   H.   Holderness   Greensboro 

R.  A.  Whitaker  Kinston 

It  is  the  suggestion  of  your  chairman  that  your 
_.  committee  may  be  reappointed  or  continued. 
Respectfully  submitted, 
JAMES  W.' VERNON,  M.D., 
Chairman 

Keport  of  the  Committee  to  Study   the   Recommen- 
dations   Made   in   the   Report   of   the    Board 
of  Medical  Examiners 

Dr.  .1.  G.  Raby  (Tarboro):  The  report  made  this 
afternoon  by  Dr.  Procter,  secretary  of  the  Board  of 
Medical  Examiners,  contained  several  recommenda- 
tions. The  first  is  annual  registration  of  all  physi- 
cians. The  committee  appointed  by  your  president 
this  afternoon  approved  that  item. 

The  Board's  second  recommendation  is  for  regis- 
tration of  resident  physicians.  Your  committee 
recommends  approval  of  that. 

The  third  recommendation  is  for  the  registration 
of  internes.  Your  committee  recommends  approval, 
with  the  stipulation  that  this  registration  not  cany 
a  fee. 

Item  four  concerns  the  liasie-science  law,  which 
the  Board  recommends.  The  purpose  of  this  law  is 
to  require  anyone  practicing  any  of  the  healing 
arts  to  pass  a  basic-science  examination  before  he 
can  be  licensed.  The  committee  recommends  ap- 
proval by  the  House  of  Deleg'ates. 

Recommendation  five  is  for  "Institution  of  the  in- 
junctive process,  which  gives  the  judge  an  oppor- 
tunity to  issue  a  temporary  restraining  order,  and 
if  there  is  further  violation  on  the  part  of  the  physi- 
cian trial  is  unnecessary."  The  committee  recom- 
mends approval. 

The  Board's  last  recommendation  is  that  the  law 
be  amended  so  that,  in  case  of  revocation  of  license 
and  appeal  to  the  superior  court,  the  trial  could  be 
held  in  Wake  County.  Dr.  Procter  stated  that  the 
records  would  be  in  Wake  County.  The  committee 
recommends    approval   of   that   recommendation. 

.  .  .  Dr.  L.  R.  Hedgpeth  of  Lumberton  asked  if 
there  would  be  any  charge  for  the  annual  registra- 
tion. Secretary  MciMillan  replied  that  there  would 
be.  Dr.  Rachel  Davis  of  Kinston  asked  why  the 
$25  privilege  tax  paid  to  the  state  every  year  did 
not  serve  to  registei-  all  doctors  practicing  in  the 
state.  Secretary  Mcilillan  stated  that  both  the  Rev- 
enue Department  and  the  Narcotics  Bureau  had  told 
him  that  they  were  not  able  to  furnish  accurate  in- 
formation on  the  total  number  of  doctors  practicing 
in  North  Carolina. 

Dr.  Strosnider  moved  that  the  report  be  tabled. 
This  motion  was  seconded  and  put  to  vote,  but  was 
not  carried.  Dr.  W.  A.  Sams  of  Marshall  then  moved 
that  the  I'eference  to  annual  registration  of  all 
physicians  in  the  report  of  the  committee  on  the 
recommendations  of  the  Board  of  Medical  Examin- 


ers be  eliminated,  and  that  the  rest  of  the  report 
be  adopted.  This  motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Home  Care 
for  Veterans 

The  Committee  on  Veterans  Affairs  has  held  two 
meetings  during  the  past  year.  In  addition  to  these 
there  have  been  many  conferences  between  members 
of  the  committee,  representatives  of  the  Veterans 
Administration,  and  physicians.  During  the  course 
of  the  year  there  were  two  meetings  on  the  home- 
care  program  for  veterans  on  the  national  level. 
These  meetings  were  attended  by  representatives 
of  the  medical  societies  and  intermediaries  from 
many  of  the  thirty-eight  states  which  have  a  home- 
care  program  for  veterans.  On  September  14,  1947, 
your  chairman  attended  such  a  meeting  in  Wash- 
ington, D.  C,  and  on  November  6,  1947,  Mr.  E.  B. 
Crawford  of  the  Hospital  Saving  Association  and 
Mr.  Barnes,  our  executive  secretary,  attended  a 
meeting  in  Chicago. 

One  very  significant  thing  was  brought  out  in 
tliese  discussions— namely,  that  all  the  thirty-eight 
states  which  are  working  on  this  program  are  ex- 
periencing the  same  diflnculties  and  have  essentially 
the  same  point  of  vie^v  as  we  have  in  North  Caro- 
lina. This  fact  within  itself  was  of  some  comfort  to 
us,  and  enabled  us  better  to  approach  the  overall 
picture  and  at  the  same  time  pointed  very  definitely 
to  the  fact  that  if  anything  is  ever  to  "be  accom- 
plished with  the  Veterans  Administration  all  of 
these  thirty-eight  states  will  have  to  act  largely  as 
a  unit  in  exerting  their  influence. 

In  addition  to  the  meeting  referred  to  above,  pri- 
vate conferences  have  been  held  with  Dr  J  C 
Harding,  who  is  in  charge  of  the  Home  Care  Pro- 
gram for  the  Veterans  Administration,  and  Dr.  H.  H. 
Earp,  from  the  Richmond  office.  Also  on  January  25 
1948,  we  met  with  Dr.  Earp  and  Dr.  Eastwood  from 
the  \^'.ashlngton  office.  A  lengthy  discussion  was  held 
with  these  gentlemen,  and  many  questions  were 
asked.  For  example,  the  question  was  asked,  "Will 
the  Veterans  Administration  clinics  be  further  e.x- 
panded  and  take  over  more  and  more  of  the  out- 
patient care  of  the  veterans?"  The  answer  to  this 
was  "No";  but,  frankly,  it  did  not  sound  too  con- 
vincing. Also,  "Will  your  Veterans  Administration 
Hospitals  now  being  contemplated  for  North  Caro- 
lina have  large  outpatient  services?"  The  answer  to 
this  was  "No." 

The  following  statement  was  made  by  Dr.  Earp, 
and  we  have  his  permission  to  quote' him:  "The 
Veterans  Administration  will  always  need  the  sup- 
P°i't  of  the  medical  society  ir  the  states,  because 
the  Veterans  Administration  can  never  establish 
enough  clinics  to  give  the  veterans  adequate  medical 
treatment." 

Dr.  R.  M.  Cullison  has  replaced  Dr.  Weirick  in 
Winston-Salem.  From  the  best  we  are  able  to  learn. 
Dr.  Cullison  has  been  with  the  Veterans  Adminis- 
tration for  approximately  ten  years.  He  is  a  native 
of  Iowa,  had  an  active  practice  in  internal  medicine 
until  he  went  to  the  Veterans  Administration.  He 
was  transferred  to  North  Carolina  from  Fort 
Howard  in  Baltimore. 

We  have  been  told  recently  that  new  and  simpler 
forms  were  in  process  of  being  printed,  and  also 
that  Dr.  Magnuson's  broad  policies  would  in  all 
probability  be  essentially  the  same  as  General 
Hawley's.  Dr.  Eastwood  and  Dr.  Earp  also  assured 
us  that  the  Veterans  Administration  was  desirous 
of  going  ahead  with  the  local  programs  and  they 
anticipate  no  new  clinics  to  be  established  in  North 
Carolina  but  there  would  probably  be  increased  statf 
in  the  clinics  already  in  existence.  They  seem  to  feel 
that  within  the  next  five  years  probably  the  Veter- 
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aiis  Administration  clinics  would  do  nothing  much 
more  than  rating  examinations  for  pensions  and 
sufficient  amount  of  work  to  keep  their  staffs  pro- 
fessionally  satisfied. 

Such  statements  of  policy  would  lead  one  to  ex- 
pect that  the  home-care  program  should  function 
well  and  lie  an  asset  to  the  Veterans  Administration, 
the  veterans,  and  the  physicians.  Yet,  in  actual  prac- 
tice the  whole  thing  becomes  so  complicated  by  gov- 
ernmental red  tape  and  directives  and  counter- 
directives  from  one  office  to  another  that  we  doubt 
seriously  if  it  can  ever  work  effectively  and  reason- 
ably. This  type  of  confusion  points  in  a  very  small 
way  to  what  can  happen  under  governmental  medi- 
cine. Your  committee  still  feels  that  the  principles 
of  medical  care  of  a  veteran  for  a  service-connected 
disability  by  his  own  local  physician,  who  will  in 
turn  be  remunerated  on  a  fee-for-service  basis — a 
fee  agreed  to  by  the  Medical  Society  and  the  Vet- 
erans Administration — is  sufliciently  fundamental 
to  fight  for.  Therefore,  your  Committee  definitely 
approves  of  the  home-care  program  for  service- 
connected  disabilities,  but  at  the  same  time  opposes 
very  vigorously  the  building  of  large  veterans'  hos- 
pitals and  clinics  throughout  the  country  which  will 
unquestionably  be  used  ultimately  for  "the  care  of 
non-service-eonnected  disabilities.  Furthermore,  it 
is  our  opinion,  if  the  home-care  program  for  vet- 
erans is  to  be  continued,  that  hospitalization  in  local 
institutions  should  be  allowed  for  service-connected 
disabilities  which  are  not  acute  emergencies.  Ap- 
proval of  this  would  undoubtedly  be  diflicult  to  ob- 
tain. 

We  also  feel  that  the  various  veterans'  organiza- 
tions should  be  made  aware  of  what  the  home  care 
program  means  and  also  of  what  it  would  mean  to 
have  the  large  veterans'  hospitals  for  a  regimented 
program  of  medical  care.  We  feel  that  the  same 
amount  of  money  required  to  build  and  maintain 
these  large  hospitals  could  be  expended  much  more 
profitably  to  the  veteran  by  enlarging  and  improv- 
ing existing  medical  and  hospital  facilities  in  the 
veteran's  home  community.  In  short,  our  year's 
work  has  been  not  without  difficulty,  and  we  do  not 
feel  that  we  have  accomplished  very  much. 

E.  I.  BUGG,  M.D. 

ALEXANDER  WEBB,  Jr.,  M.D 

J.  H.  McNEILL,  M.D. 

J.  B.  STEVENS,  M.D. 

E.  McG.  HEDGPETH,  M.D.. 
Chairman 
.  .   .  Upon  motion,   duly  made   and   seconded,   this 
report  was  adopted. 

Report  of  the  Cancer  Committee 

On  behalf  of  the  Cancer  Committee  it  gives  me 
great  pleasure  to  present  to  you  this  report  on  the 
activities  and  accomplishments  of  this  committee 
during  1947-48.  It  is  our  opinion  that  colossal  strides 
have  been  made  during  the  past  year  in  the  control 
of  cancer  in  North  Carolina. 

A  report  of  the  activities  of  this  committee  prior 
to  December  7,  1947,  was  presented  to  the  Executive 
Committee  in  Raleigh  on  that  date.  This  report  will 
deal  with  the  activities  since  that  date. 

The  committee  wishes  to  express  its  thanks  to 
President  Robertson  and  Secretary-Treasurer  Mc- 
Millan for  the  letter  to  all  county  societies  asking 
that  their  April  meeting  be  devoted  to  cancer. 

The  following  constitutes,  we  think,  colossal 
strides  in  cancer  control  in  our  state. 

First:  We  have  been  able  to  secure  a  director  of 
cancer  control  in  the  State  Board  of  Health.  I  am 
happy  to  report  that  Dr.  Ivan  Procter  of  Raleigh, 
one  of  the  state's  most  prominent  obstetricians  and 
gynecologists,  has  accepted  this  post.  He  has  as  his 


aljle  assistant  Dr.  Mildred  Schram,  a  Doctor  of  Phil- 
osophy, as  field  director.  Dr.  Schram  was  formerly 
director  of  cancer  control  for  the  Donner  Founda- 
tion in  Philadelphia  and  has  had  many  years  of 
experience  in  cancer  control.  A  survey  has  been 
made  of  the  needs  of  the  state.  The  operation  and 
methods  of  other  states  have  been  studied.  Now  we 
feel  that  North  Carolina  is  well  on  the  way  to  have 
the  best  system  of  cancer  control  of  any  state  in 
the  nation.  Time  will  be  required  to  accompli.sh 
this,  but  it  will  be  accomplished.  On  Tuesday,  April 
27,  1947,  the  first  cancer  detection  center  and  diag- 
nostic management  center  in  North  Carolina  opened 
its  doors  in  Wilmington.  Other  counties  to  liave 
similar  centers  in  the  very  near  future  are  Bun- 
combe, Mecklenburg,  and  Forsyth.  The  establish- 
ment of  clinics  in  these  counties  has  already  been 
approved  by  the  local  county  medical  societies.  The 
clinics  are  financed  liy  grants  from  the  U.  S.  Public 
Health  Service  and  the  American  Cancer  Society, 
North  Carolina  Division,  and  funds  available  from 
the  State  Board  of  Health.  I  would  ask  and  urge 
your  utmost  cooperation  with  Dr.  Procter  and  Dr. 
Schram. 

Second:  The  re-organization  of  the  American 
Cancer  Society,  North  Carolina  Division.  At  a  meet- 
ing held  in  Raleigh  on  March  .30  this  re-organization 
took  place.  A  new  constitution  and  by-laws  were 
adopted  and  officers  elected.  This  constitution  and 
by-laws,  as  adopted,  places  absolute  control  of  this 
organization  in  North  Carolina  in  the  hands  of  the 
Medical  Society  of  the  State  of  North  Carolina 
through  its  Cancer  Committee.  It  was  the  feeling 
of  the  committee  that,  since  cancer  is  purely  a  med- 
ical problem,  the  control  of  any  voluntary  health 
agency  dealing  with  this  disease  should  be  by  or- 
ganized medicine.  The  chairman  of  the  Cancer  Com- 
mittee is  the  chairman  of  its  Executive  Committee 
and  Board  of  Directors.  Members  of  the  Cancer 
Committee  are  members  of  both  bodies.  The  major- 
ity of  the  members  of  both  committees  are  physi- 
cians. The  present  Commander  of  the  American 
Cancer  Society,  North  Carolina  Division,  Mrs. 
George  E.  Marshall,  has  always  been  most  coopera- 
tive in  seeking  advice  from  and  carrying  out  the 
desires  of  the  committee.  We  would  commend  to 
you  and  ask  your  support  for  this  organization,  for 
in  this  state  it  is  your  organization.  The  committee 
has  held  four  meetings  during  this  year.  All  have 
been  well  attended. 

The  chairman  atteiuled  the  national  meeting  of 
the  American  Cancer  Society  in  New  York  last 
October.  Dr.  Ivan  Procter  attended  the  regional 
meeting  of  the  organization  in  Miami,  Florida  dur- 
ing October. 

During  the  coming  year  we  hope  to  have  estab- 
lished within  the  State  Board  of  Health  a  cytological 
laboratory  for  the  mass  interpretation  of  cytological 
smears  for  the  diagnosis  of  cancer  after  the  method 
of  Papanicolaou.  We  feel  that  this  will  be  a  gi'eat 
help  toward  our  aim  to  make  every  physician's  of- 
fice a  detection  center  for  cancer. 

The  American  Cancer  Society  is  carrying  on  one 
of  the  most  intensive  educational  programs  on  can- 
cer this  nation  has  ever  known.  The  final  results  of 
the  educational  campaign  depend  upon  the  members 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina. It  is  the  duty  of  each  and  every  member  of  this 
Society  to  be  on  the  lookout  for,  and  to  thoroughly 
EXAMINE  every  individual  presenting  any  of  the 
early  signs  or  symptoms  of  cancer.  The  burden  of 
proof  that  a  mole,  indigestion,  lump  in  the  breast, 
or  irregular  bleeding  is  not  malignant  rests  with 
you. 

The  committee  feels  that  with  the  increased  in- 
terest,   education    and    facilities    in    North    Carolina 
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cancer  should  be  added  to  the  list  of  reportable  dis- 
eases. Much  valuable  information  as  to  the  incidence, 
location,  occurrence  in  industry  of  this  disease 
could  be  gained.  We,  therefore,  recommend  to  you 
that  the  House  of  Delegates  request  the  State  Board 
of  Health  to  have  cancer  added  to  its  list  of  report- 
able diseases. 

In  conclusion  we  would  urge  that  each  and  every 
physician  become  more  alert  to  the  early  signs  and 
symptoms  of  cancer  and  EXAMINE  every  patient 
carefully  who  presents  the  symptoms. 

RespectfuUv   submitted, 

IVAN   PROCTER,  M.D. 

L.  P.  WILLIAMS,  M.D. 

H.  B.  IVEY,  M.D. 

ROBERT  P.  MOREHEAD,  M.D. 

E.  McG.  HEDGPETH,   M.D. 

.  HUGH  A.  McAllister,  m.d. 

F.  L.  KNIGHT,  M.D. 

B.  W.   McKENZIE,  M.D. 
MONROE  T.  GILMOUR,  M.D. 
F.   M.  HOUSER,   M.D. 
EDW.  W.  SCHOENHEIT,  M.D. 
THOMAS  L.  LEE,  M.D., 
Chaii'man 
...   A  motion  that   the   report  be   accepted   was 
seconded  and  carried. 

Organization   of   the   Nominating'    Committee 

A    recess    of   twenty    minutes    was    taken,    during 
w-hich    the    delegates    from    the    different    districts 
selected  their  representative  on  the  nominating  com- 
mittee.   Following    the    recess    the    names    of    the 
members  elected  were  reported  as  follows: 
First   District— Dr.   Zack   D.   Owens 
Second  District— Dr.  J.  S.  Rhodes,  Jr. 
Third  District — Dr.   Donald  B.   Koonce 
Fourth  District— Dr.  H.  B.  Ivey 
Fifth  District— Dr.  L.  R.  Hedgpeth 
Sixth  District— Dr.  Millard  D.   Hill 
Seventh  District — Dr.  Claude  B.  Squires 
Eighth   District — Dr.  John   R.   Bender 
Ninth   District— Dr.   Ross   S.   McElwee 
Tenth  District— Dr.  B.   0.  Edwards 
Secretary  McMillan  appointed  Dr.  Millard  D.  Hill 
of  Raleigh  as  temporary  chairman. 

Report  of  the  Hospital  Saving   Association 

The  printed  annual  report  of  Hospital  Saving 
Association,  Blue  Cross-Blue  Shield,  is  available  at 
our  booth,  and  I  would  like  to  take  this  opportunity 
to  urge  each  one  of  you  to  secure  a  copy  and  study 
it.  I  would  also  like  to  point  out  some  of  the  main 
points  in  this  report  with  more  up-to-date  figures. 

The  protection  provided  by  this  coverage  is  now 
held  by  approximately  370,000  North  Carolinians, 
and  over  $10,000,000  has  been  paid  to  the  hospitals 
and  physicians  in  claims.  Approximately  2.50,000  of 
the  total  number  protected  have  surgical  coverage 
also.  The  last  two  years  have  shown  the  greatest 
new  growth  in  the  Association,  which  within  itself 
is  striking  evidence  of  the  continued  interest  in  the 
prepaid  protection  by  the  people  of  the  state.  The 
year  1948  will  verv  likely  show  a  total  of  more  than 
400,000  participants,  with  nearly  .300.000  on  the 
surgical  pi'Ogram.  Our  payments  to  hospitals  and 
doctors  will  be  at  least  two  and  three-quarter  mil- 
lion dollars  this  year.  It  is  interesting  to  note  that 
gynecology  was  responsible  for  the  greatest  per- 
centage of  the  days  used  in  the  hospital  program, 
with  maternity  a  close  second.  In  regard  to  the  sur- 
gery, tonsillectomies  were  responsible  for  the  great- 
est percentage  of  the  actual  cases,  with  maternities 
next  in  line  and  gynecologic  procedures  third.  In 
,  the  actual  cost  of  procedures,  maternities,  appendec- 


tomies and  gynecologic  procedures  were  all  about 
the  same.  This  is  "big  business"  for  our  Society, 
and  let  me  say  that  it  deserves  the  keenest  interest 
and  concern  of  the  individual  physician  and  of  the 
Medical  Society. 

The  Hospital  Saving  Association  is  anxious  and 
ready  to  continue  any  activities  relative  to  the  So- 
ciety and  to  offer  the  help  of  its  public  relations 
department  and  other  facilities  to  the  Society  and 
any  of  its  joint  services  or  in  any  way  it  may  be 
found  helpful.  As  medical  director,  I  noticed  several 
things  about  the  work  that  should  be  of  interest  to 
all  doctors: 

(1)  The  need  for  careful  reporting  of  claims  in 
order  that  they  may  be  promptly  and  properly  pro- 
cessed without  extra  red  tape  or  questioning." 

(2)  The  need  for  promptness  in  processing  claims. 
This  is  the  association  of  the  Medical  Society,  and 
each  one  of  us  should  understand  the  coverage  so 
that  we  will  not  be  put  in  the  position  of  defending 
our  own  program.  An  explanation  by  the  physician 
to  the  patient  of  the  existing  condition  clause  will 
enable  us  to  interpret  the  problems  correctly,  and 
therefore  we  will  not  be  in  a  position  of  defending 
a  turned-down  claim.  There  is  definite  need  for  more 
knowledge  and  support  on  the  part  of  individual 
physicians. 

The  economic  phase  of  our  lives  and  work  as  doc- 
tors is  becoming  more  and  more  of  a  vital  problem 
for  all  of  us.  The  increasing  cost  of  medical  care  is 
difficult  for  people  to  bear.  The  voluntary  prepay- 
ment principle  is  of  increasing  necessity  if  we  wish 
to  maintain  the  values  of  scientific  medicine  and  the 
free  enterprise  of  the  American  way  of  life.  As  a 
Society  we  should  recognize  the  tremendous  and 
very  real  danger  of  federal  participation  and  even- 
tual control  if  it  is  followed  through.  It  should  be 
serious  business  of  ours  to  encourage  and  maintain 
our  own  program  of  prepayment  so  that  the  people 
will  not  lose  faith  in  our  voluntary  system.  It  will 
mean  sacrificing  some  of  our  previous  ideas,  and 
even  methods,  if  we  are  to  preserve  basic  values. 
The  Hospital  Saving  Association  is  more  than  anx- 
ious to  help  in  this  fight  in  any  and  every  way  this 
Society  sees  fit  to  use  it.  As  the  1947  report  s"tates, 
"With  the  continued  cooperation  and  splendid  sup- 
port of  the  public,  the  Medical  Societv  of  North  Car- 
olina and  the  North  Carolina  Hospital  Association, 
the  Association  looks  to  even  greater  achievements! 
Hospital  Saving  Association  is  your  community 
health  service  organization.  It  is  the  desire  of  the 
Board  of  Trustees  and  the  staif  of  the  Association 
to  make  every  effort  to  continue  its  services  to  reach 
out  over  the  entire  state  and  to  make  available  even 
greater  protection  against  hospital  and  surgical  ex- 
penses." 

E.   McG.   HEDGPETH,   M.D., 
Medical  Director. 

...  A  motion  to  adopt  the  report  -was  seconded 
and  carried. 

Report   of  the   Committee  on  Industrial   Health 

While  the  Committee  on  Industrial  Health  has  had 
no  active  meetings  it  has  nevertheless  been  in  con- 
tact with  the  Division  on  Industrial  Health  of  the 
American  Medical  Association,  which  is  quite  active 
in  the  organization  of  committees  throughout  all 
the  state  societies.  At  the  instigation  of  the  Council 
on  Industrial  Health  of  the  American  Medical  Asso- 
ciation we  have  succeeded  in  securing  the  approval 
of  the  Executive  Committee  of  the  Society  of  certain 
recommendations  which  we  feel  are  of  importance 
in  the  development  of  industrial  health  in  this  state. 
These  recommendations  are  as  follows: 
1.    That  the  North  Carolina  State  Medical  Assoeia- 
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tion  urge  its  members  to  report  known  cases  of 
industrial  diseases  to  the  local  health  depart- 
ments. ,  ,.  ,  , 
2  That  the  North  Carolina  State  Medical  Associa- 
tion urge  the  medical  schools  of  the  state  to 
broaden  their  program  for  undergraduate  and 
postgraduate  teaching  of  industrial  health. 

3.  That  the  North  Carolina  State  Medical  Associa- 
tion recommend  to  the  county  medical  societies 
to  appoint  committees  on  industrial  health  to 
work  with  the  State  Committee  on  Industrial 
Health.  ,    . 

4.  That  the  North  Carolina  State  Medical  Associa- 
tion urge  industry  to  require  a  pre-employment 
physical  examination  including  an  x-ray  of  the 
chest,  since  it  is  the  opinion  of  the  Committee 
that  no  examination  of  the  chest  is  complete 
witliout  an  x-ray,  and  that  periodic  health  exam- 
inations include  an  x-ray  of  the  chest. 

5.  That  the  North  Carolina  State  Medical  Associa- 
tion urge  industry  to  make  provision  for  em- 
ploying physically-handicapped  individuals,  pro- 
vided they  are  not  infectious  to  anyone. 

The  Executive  Committee  is  now  in  the  process  of 
trying  to  secure  consummation  of  these  recommen- 
dations. 

It  is  the  hope  of  the  committee  that  an  individual 
committee  on  industrial  health  can  be  appointed  in 
each  of  the  local  societies  to  cooperate  with  the 
State  Society  on  all  matters  involving  industrial 
health. 

Your  chairman  cooperated  with  the  Department 
of  Pulilic  Relations  in  presenting  a  discussion  of 
public  relations  in  industrial  health  at  a  meeting 
held  in  Raleigh  during  March. 

This  constitutes  essentially  the  activities  of  the 
committee. 

Your  chairman  wishes  to  express  his  appreciation 
to  the  secretary.  Dr.  McMillan,  for  his  cooperation 
in  the  work  of  the  committee. 

Respectfullv   submitted, 
HARRY   WINKLER,   M.D. 
Chairman 

.  .  .  Upon  motion,  duly  made  and  seconded,  the 
report  was  accepted. 

Report   of   the   Legislative   Committee 

This  committee  has  not  been  very  active  this  year, 
because  of  the  fact  the  Legislature  did  not  meet. 
But  we  are  expecting  the  1949  Legislature  to  have 
a  number  of  bills  that  will  require  a  lot  of  study 
and  forethought,  and  this  committee  is  requesting 
that  you  please  give  us  your  wholehearted  support 
that  the  bills  may  be  properly  guided  through  the 
Legislature  in  such  a  manner  that  they  will  be 
beneficial  and  not  detrimental  to  the  Society. 
We  wish  to  thank  you  in  advance  for  this  service. 
MILLARD  D.  HILL,  :\I.D.. 

Chairman 
HUBERT  B.  HAYWOOD,  M.D., 

Advisory   Chairman 
.JOSEPH  J.  COMBS,  M.D. 
GEORGE  W.  PASCHAL,   M.D. 
...  A  motion  to  accept  the  report  was   seconded 
and  carried. 

Report   of   the   Committee   Appointed   to   Effect    a 

Merger    of   the    Hospital    Saving    Association 

and   Hospital   Care   Association 

Your  committee  appointed  to  effect  a  merger  of 
the  Hospital  Saving  Association  and  the  Hospital 
Care  Association  is  happy  to  report  that  we  believe 
a  satisfactory  basis  for  the  merger  has  been  worked 
out.  The  main  difliculty  in  the  past  has  been  the 
matter  of  control  of  the  merged  association.   Quite 


naturally  neither  group  was  willing  to  give  up 
control  of  an  organization  for  the  development  of 
which  they  had  worked  so  hard  and  so  successfully. 
Both  groups,  however,  were  cognizant  of  the  po- 
tential benefits  of  a  merger,  particularly  in  view  of 
the  national  situation  that  has  developed  in  the 
drive  for  a  go\  ernmentally  controlled  system  of 
medical  care  and  hospital   service. 

On  April  21  your  committee  met  in  Durham  with 
the  merger  committees  of  the  Hospital  Association, 
the  Hospital  Care  Association,  and  the  Hospital 
Saving  Association.  At  that  meeting  a  plan  was 
evolved  that  each  group  was  willing  to  recommend 
to  its  sponsoring  organization. 

The  plan  agreed  upon  is  as  follows: 
The  board  of  trustees  of  the  merged  corporation 
will  consist  of  eighteen  members,  nine  of  whom 
will  be  appointed  by  the  Hospital  Care  Association 
and  nine  of  whom  will  be  appointed  by  the  Hospital 
Saving  Association.  The  trustees  from  each  associa- 
tion will  consist  of  three  doctors,  three  hospital 
administrators,  and  three  members  representing  the 
public. 

The  members  of  the  original  board  of  trustees  will 
be  appointed  for  terms  of  four,  five  and  six  years. 
One  appointee  from  each  category  of  each  associa- 
tion will  be  appointed  for  four  years,  one  from  each 
category  of  each  association  for  five  years,  and  one 
from  each  category  of  each  association  for  six  years. 
At  the  end  of  their  term  of  oflice  and  subsequently, 
their  successors  will  be  elected  for  terms  of  three 
years.  They  will  be  elected  as  follows: 

The  medical  representatives  will  be  elected  by  the 
Medical  Society  of  the  State  of  North  Carolina; 
the  hospital  repiesentatives  will  be  elected  by  the 
North  Carolina  Hospital  Association;  and  the  rep- 
resentatives of  the  public  will  be  elected  by  the 
board  of  trustees  of  the  merged  corporation.  Mem- 
bers of  the  original  board  will  be  eligible  for  re- 
election. 

This  arrangement  gives  the  merged  association 
the  lienefit  of  an  experienced  board  during  its  early 
years.  It  gives  the  Hospital  Care  Association  equal 
representation  with  the  Hospital  Saving  Association 
on  the  original  board,  but  gives  to  the  original  board 
and  to  all  succeeding  boards  the  ratio  that  the  Medi- 
cal Society  and  the  Hospital  Association  have  in- 
sisted upon;  namely,  one-third  representation  from 
the  Medical  Society,  one-third  from  the  Hospital 
Association,  and  one-third  from  the  public. 

Your  committee  recommends  that  you  approve  a 
merger  on  this  basis. 

DAVID   T.    SMITH,   M.D. 
ARTHUR  H.   LONDON,  M.D. 
GEO.   L.   CARRINGTON,   M.D.,  • 
Chairman 
.   .   .  Dr.  David  T.   Smith  moved  that  the  report 
be    adopted.    This    motion    was    seconded    by    Dr. 
Lester   A.   Crowell,   .Jr.,   and   after   some   discussion 
was  passed. 

The  report  of  the  Insurance  Committee  was  called 
for,  but  no  report  was  given. 

Report  of  the  Special  Committee  on  Workmen's 
Compensation 

In  September,  1947,  the  Executive  Committee 
sanctioned  the  testing  of  the  Workmen's  Compensa- 
tion Act  by  means  of  selected  cases  to  be  presented 
to  the  courts.  The  necessary  cases,  suitable  as  to 
local  circumstances,  cooperative  patients,  and  par- 
ticipating physicians,  were  quite   difficult  to  find. 

After  reviewing  a  large  number  of  possibilities, 
four  have  been  selected  to  date  and  legal  proceed- 
ings are  now  in  progress.  These  actions  are  very 
simple,   involve   small   amounts   of   money,   and   are 
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entirely  civil  in  type.  They  are  friendly  in  character, 
and  it  is  clearly  understood  that  they  are  test  cases 
only.  They  do  not  involve  the  Industrial  Commission 
or  "any  agent  of  the  state.  There  is  every  reason  to 
lielieve  that  they  will  reach  the  Supreme  Court  with 
a  very  minimum  of  publicity  and  without  having 
created  any  new  enemies  for  the  profession. 

Even  if  these  cases  should  be  decided  contrary  to 
our  hopes,  we  will  have  secured  a  precedent  to  guide 
(lur  future  course. 

The  present  chairman  of  the  Industrial  Commis- 
sion has  announced  that  he  soon  will  resign  to  en- 
gage in  private  business.  There  is  reason  to  hope 
that  the  reorganized  Commission  will  take  an  atti- 
tude more  concerned  with  the  welfare  of  the  injured 
workman  and  more  sympathetic  toward  the  prob- 
lems of  his  medical  care. 

This  committee  suggests  that  the  Legislative  Com- 
mittee be  instructed  to  attempt  to  secure  at  least 
one  simple  change  in  the  Workmen's  Compensation 
Act. 

Section  26  now  reads:  "The  pecuniary  liability  of 
the  employer  for  medical,  surgical,  hospital  service, 
or  other  treatment  required,  when  ordered  by  the 
Commission,  shall  be  limited  to  such  charges  as  pre- 
vail in  the  same  community  for  similar  treatment 
of  injured  persons  of  a  like  standard  of  living  when 
such  treatment  is  paid  for  by  the  injured  persons, 
and  the  employer  shall  not  be  liable  in  damages  for 
mal-practice  by  a  physician  or  surgeon  furnished  by 
him  pursuant  to  the  provisions  of  this  section,  but 
the  consequences  of  any  such  mal-practice  shall  be 
deemed  part  of  the  injury  resulting  from  the  acci- 
dent, and  shall  be  compensated  for  as  such." 

We  recommend  that  the  word  "for"  be  inserted  in 
place  of  the  words  "limited  to."  The  section  would 
then  read;  "The  pecuniary  liability  of  the  employer 
for  medical,  surgical,  hospital  service,  or  any  other 
treatment  required,  when  ordered  by  the  Commis- 
sion, shall  be  for  such  charges  as  prevail  in  the  same 
community  for  similar  treatment  of  injured  persons 
of  a  like  standard  of  living  when  such  treatment 
is  paid  for  by  the  injured  persons,  etc." 

Respectfully  submitted, 
G.   W.    MURPHY,    M.D., 

Chairman 
R.  B.  DAVIS,  M.D. 
FRANK  C.   SMITH,  M.D. 
HUGH  A.  THOMPSON,  M.D. 
ROWLAND  T.  BELLOWS,  M.D. 
M.  H.  GREENHILL,   M.D. 
A.  C.  AMBLER,  M.D. 
VERNE   S.   CAVINESS,   M.D. 
T.   R.  HUFFINES,   M.D. 
HARRY  WINKLER,  M.D. 

.  .  .  Following  some  discussion.  Dr.  W.  M.  Cop- 
pridge  of  Durham  moved  that  the  report  be  adopted. 
This  motion  was  seconded.  Dr.  C.  W.  Bailey  of 
Rocky  Mount  offered  the  following  as  a  substitute 
motion:  "RESOLVED,  that  the  Act  be  amended  to 
provide  that  the  files  can  not  be  closed  in  any  case 
until  six  months  after  treatment  of  the  case  has 
ceased  or  been  concluded."  This  motion  did  not  re- 
ceive a  second,  and  the  motion  to  accept  the  report 
of  Dr.  Westbrook  Murphy's  committee  was  put  to 
vote  and  carried. 

Report   of  the  Committee  to  Review  the  Matter  of 
Hospital.    Medical    and    Surgical    Insurance 

Dr.  V.  K.  Hart  (Charlotte),  Chairman:  One  year 
ago,  at  our  mfeeting  held  in  Virginia  Beach,  reso- 
lutions were  passed  by  the  House  of  Delegates 
authorizing  the  formation  of  a  committee  to  study 
the  question  of  all-inclusive  insurance  for  people  of 
low  income.  Last  summer  the  late  Dr.  Sharpe  asked 


me  if  I  would   not  take  the  chairmanship   and   or- 
ganize  and   select   a   committee.   I   did   not  presume 
to  know  about  the  best  qualified  men,   so   I   sought 
the  advice  of  the  men  who  are  in  the  specialties  as 
to  who  could  best  serve  in  this  matter.  Furthermore, 
we  tried  to  keep  in  mind  the  geographical  distribu- 
tion, so  that  the   state  as   a  whole   could   be   repre- 
fented.  The  following  were  chosen  as  members: 
Dr.  H.  H.  Bradshaw,  Winston-Salem 
Dr.  ai.  B.  Woodhall,  Durham 
Dr.  John  S.  Rhodes,  Raleigh 
Dr.  R.  A.  White,  Asheville 
Dr.  H.  G.   Strickland,   Greensboro 
Dr.  J.  B.  Sidbury,  Wilmington 
Dr.  Paul  F.  Whitaker,  Kinston 
Dr.  J.  E.  J.  Jacobs,  Charlotte 
Dr.  David  G.  Walton,  Charlotte 
Dr.  C.  E.  Howard,  Goldsboro 
Dr.  J.  Stieet   Brewer,  Roseboro 
Dr.   Kenneth   L.    Pickrell,   Durham 
These   men   have   reviewed   with   the   members   of 
their  specialties  their  own  ideas  of  the  fees  which 
should  be  charged  for  service  rendered,  keeping  in 
mind  the  original  resolution,  setting  up  as  a  tenta- 
tive income  group  those  with  incomes  of  $3,000  for 
a   family    (with   one   person   working),   $2,500  for   a 
couple,  and  $2,000  for  an  individual. 

The  committee  had  a  meeting  at  Sedgefield  last 
September.  To  give  you  some  idea  of  the  work  done 
then,  I  might  say  it  occupied  two  days,  and  the  re- 
port made  over  two  hundred  pages  of  minutes.  Fee 
schedules  were  outlined.  We  had  another  meeting 
in  Raleigh,  where  the  whole  question  was  reviewed. 
At  that  meeting  in  Raleigh  it  was  resolved,  so  far 
as  the  hospital  aspect  goes,  that  we  would  not  set 
an  arbitrary  room  rate.  The  idea  of  the  committee 
is  to  furnish  adequate  hospital  service,  as  well  as 
surgical  and  medical  care.  But,  as  was  pointed  out 
by  Mr.  Cra-v\-ford  and  Mr.  Herndon,  conditions  vary 
so  much  in  different  communities  that  it  is  impos- 
sible to  have  a  uniform  rate.  So  far  as  the  room  or 
bed  rate  is  concerned,  therefore,  it  is  left  to  the 
Blue  Cross  organization  to  go  into  the  community 
and  write  the  contract  they  think  best  suited  to 
that  community,  for  the  hospital  services  being  pro- 
vided. 

Since  the  last  meeting  two  or  three  difficulties 
have  arisen  with  which  I  should  like  to  acquaint 
you.  In  the  first  place,  the  Blue  Cross  people  ap- 
proached us  with  this  question:  Could  they  not  sell 
surgical  insurance,  according  to  the  fee  schedule 
established,  apart  from  medical  insurance;  or  could 
not  the  prospective  buyer  buy  medical  insurance  and 
not  surgical  insurance  ?  In  other  words,  could  not 
this  contract  be  divided  according  to  the  wishes  of 
the  buyer  ?  The  committee  feels  that  if  we  are  to 
embark  on  this  program  this  should  be  sold  as  pack- 
age insurance — that  the  whole  plan  should  be  sold 
if  we  wish  to  furnish  complete  coverage.  I  think 
that  is  just.  I  know,  for  one,  that  the  medical  man 
has  been  militated  against  in  all  insurance  plans. 
Furthermore,  I  think  you  will  agree  with  nie  that 
some  of  the  most  catastrophic  illnesses  we  have 
from  an  economic  standpoint  are  medical  illnesses 
and  not  surgical  illnesses.  At  least  they  can  be 
equally  crippling. 

The  Blue  Cross  organizations  have  been  rather 
wary  or  fearful  of  medical  coverage.  They  have  very 
little  to  go  on  in  the  way  of  actuarial  statistics. 
They  first  wanted  to  exclude  the  first  two  days  of 
all  medical  illnesses.  Dr.  Sidbury  and  Dr.  Brewer 
and  Dr.  Whitaker,  representing  medicine,  have  taken 
up  this  question  and  have  recommended  that  cer- 
tain illnesses  be  excluded — in  other  words,  that  they 
should  be  liable  for  the  first  two  days  of  such  ill- 
nesses   as   diabetic   coma    and    coronary   thrombosis. 
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It  is  obvious  that  most  of  the  doctor's  woi-l<  comes 
in  the  early  days  of  such  illness.  The  Blue  Cross 
committees  have  assured  us  that  they  will  work 
with   the  doctors  on  this  question. 

Recently  this  phase  was  interjected  into  the  dis- 
cussion. The  committee  was  asked  if  we  would  be 
willing  to  agree  not  to  charge  an  additional  amount 
greater  than  the  difference  between  the  fee  schedule 
finally  decided  upon  by  the  Medical  Society  and  that 
provided  l)y  the  insurance,  provided,  of  course,  that 
the  persons  come  within  that  income  group.  I  find 
there  is  a  great  difference  of  opinion  on  this  propo- 
sition. Some  feel  it  will  encourage  the  sale  of  sur- 
gical insurance  only.  Some  feel  that  we  should  not 
charge  any  more,  and  that  the  charging  of  an  adili- 
tional  fee  is  hurting  the  medical  profession. 

I  feel  that  when  the  final  report  is  made  to  the 
Executive  Committee  they  should  give  up  one  whole 
session  to  this  problem.  It  is  a  matter  of  grea< 
importance.  We  shall  establish  precedents  which  vvill 
obligate  us  in  medicine  for  a  good  many  years. 
Therefore  I  think  the  matter  should  be  given  a 
great  deal  of  thought  and  consideration. 

I  am  not  sure  we  have  the  proper  income  groups. 
These  matters  remain  to  be  decided,  but  I  can  re- 
poi-t  to  you  that  I  have  never  worked  with  a  group 
as  sincere  and  as  industrious  as  the  members  of 
this  committee.  They  have  put  in  a  lot  of  work  and 
time  on  your  behalf,  and  I  feel  sure  that  out  of 
these   efforts   something   good   will   come. 

President  Robertson:  You  understand,  gentlemen, 
that  this  is  not  a  final  report  of  Dr.  Hart's  Com- 
mittee. That  will  be  given  to  the  Executive  Com- 
mittee at  a  later  date.  Therefore  no  action  is  neces- 
sary at  this  time. 

Report    of   the   Committee   to   Study    Ways   and 
Means    of    Improving    Our    Orgaiiization 

Dr.  William  M.  Coppridge  (Durham):  In  the 
president's  report  to  the  House  of  Delegates  at 
Virginia  Beach  last  year  was  a  recommendation 
that  a  committee  be  appointed  to  study  ways  and 
means  of  improving  our  Society.  Several  points 
were  suggested  for  guidance:  (1)  to  study  methods 
of  strengthening  our  organization  in  general;  (2) 
to  suggest  means  of  improving  our  public  relations; 

(3)  to  study  ways  and  means  of  establishing  perm- 
anent executive  offices  in  a  central  location  and  of 
increasing   the   executive   personnel    of   the    Society; 

(4)  to  consult  and  cooperate  with  the  Board  of  Med- 
ical Examiners  in  solving  problems  of  licensure  and 
of  regulation  of  medical  practice;  (5)  to  consult  the 
Editorial  Board  and  editors  of  the  Journal  and  seek 
to  aid  them  in  conducting  this  important  enterprise. 
I  think,  from  the  reports  you  have  heard  here  today, 
we  can  say  that  most  of  these  suggestions  have 
been  followed  and  that  we  are  making  definite  prog- 
ress. 

Dr.  Koonce,  in  his  splendid  report,  has  outlined 
what  is  being  attempted  in  the  way  of  improving 
our  public  relations.  President  Robertson  has  out- 
lined the  fine  work  being  done  by  our  executive  sec- 
retary and  the  additional  benefits  to  be  expected 
from  his  services  in  the  future.  Dr.  Robertson  also 
took  up  the  matter  of  establishing  permanent  exec- 
utive offices. 

This  committee  is  headed  by  Dr.  C.  T.  Smith,  of 
Rocky  Mount,  as  chairman.  He  found  at  the  last 
minute  he  could  not  be  here  and  asked  me  to  present 
this  report  for  him.  The  Committee  is  composed 
of   the   following   members: 

Dr.   Robert   L.   McMillan,   Winston-Salem 

Dr.  Wm.  M.  Coppridge,  Durham 

Dr.  Monroe  T.  Gilmoui',  Charlotte 

Dr.  M.  D.  Bonner,  Jamestown 


Dr.  J.   Stuart   Gaul,   Charlotte 

Dr.  E.  E.  Menefee,  Durham 

Dr.  Ralph  G.  Fleming,  Durham 

Dr.  W.  L.  Thomas,  Durham 

Dr.   R.   H.   Crawford,   Rutherfordton 

Dr.  W.  W.  Noel,  Henderson 

Dr.  A.  A.  James,  Sanford 

Dr.   Alexander  Welib,  Jr.,   Raleigh 

Dr.   F.   P.   Hunter,   Warrenton 

Dr.  W.  T.  Rainey,  Fayetteville 
Because  of  the  large  size  of  the  committee.  Dr. 
Smitli  had  some  difficulty  in  getting  all  the  men 
together.  For  that  reason  he  very  wisely,  I  think, 
divided  the  group  and  had  it  meet  in  two  sections, 
one  composed  of  the  members  from  the  east  and 
the  other  of  those  from  the  west.  These  two  sec- 
tions, in  their  reports,  made  essentially  the  same 
recommendations,  some  of  which  have  already  been 
acted  upon  by  the  Society  here  today. 

Dr.  Smith,  however,  has  not  been  able  to  get  the 
two  groups  together  to  formulate  a  combined  report. 
He  has  asked  me  to  state  this  fact  and  to  say  to 
you  that  he  will  attempt  to  get  the  whole  committee 
together  and  prepare  a  complete  report,  which  will 
be  furnished  to  the  Executive  Committee  at  a  later 
date.  I  suggest,  therefore,  that  this  report  be 
received  merely  as  information.  I  think,  Mr.  Presi- 
dent, it  will  be  unnecessary  to  take  any  action  on 
it  at  this  time. 

Report    of    the    Committee    to    Cooperate    with    the 

Council  on  Medical  Service  and  Public  Relations 
of   the   American    Medical    Association 

Dr.  Wingate  M.  Johnson  (Winston-Salem).  Chair- 
man: I  should  like  to  say  something  about  the 
World  Health  Organization,  which  will  meet  soon  in 
Geneva.  The  United  States  should  take  part  in  this 
organization,  and  the  Senate  has  passed  a  bill  pro- 
posing this.  At  present  that  bill  is  tied  up  in  a  ■ 
committee  in  the  House. 

I  should  like  to  oft'er  the  following  motion:  RE- 
SOLVED that  the  House  of  Delegate's  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  go  on 
record  as  urging  our  representatives  in  Congress 
to  do  all  in  their  power  to  further  the  passage  of 
the  bill  providing  for  participation  by  the  TJnited 
States  in  the  World  Health  Organization,  and  that 
the  secretary  be  instructed  to  write  or  wire  our 
representatives  to  that  effect. 

.  .  .  This  motion  was  seconded  and  carried. 

Report   of   the   Maternal   Welfare   Committee 

The  Committee  on  Maternal  Welfare  has  com- 
pleted its  second  year  of  active  work  at  this  time. 
Its  duties,  according  to  the  by-laws  of  the  Medical 
Society  of  the  State  of  North  Carolina,  were  to 
promote  high  standards  of  obstetric  care  for  the 
state. 

This  could  be  done  only  by  learning  the  specific 
problems  which  are  present  within  the  state,  rela- 
tive to  the  care  of  obstetric  patients.  A  maternal 
mortality  survey  was  begun  on  August  1,  194fi. 
This  study  has  continued  since  that  date,  and  320 
maternal  deaths  have  been  fully  analyzed.  A  copy 
of  each  analysis  has  been  niailed  to  the  physician 
who  attended  the  patient  in  her  final  illness. 
Seventy-two  additional  maternal  deaths  are  in  the 
Pi'ocess  of  study  and  analysis  at  the  present  time. 
Five  meetings  of  the  committee  have  been  held 
duii ng  the  past  year  to  review  and  analyze  these 
records,  and  to  transact  the  other  business  of  the 
committee. 

The  maternal  mortality  survey  has  served  the 
<louble  purpose  of  stimulating  interest  in  obstetrics 
upon  the  part  of  the  physicians  within  the  state, 
and  learning  the  exact  problems  which  must  be  over- 
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come  to  improve  our  record.  They  are  as  follows: 

( 1 )  Ignorance  or  neglect  upon  the  part  of  the 
]iatient  and  her  family  is  the  principal  factor  re- 
sponsible for  40  per  cent  of  our  maternal  deaths. 
This  may  be  overcome  by  a  widespread  educational 
campaign  to  reach  every  citizen  of  North  Carolina. 
One  comprehensive  newspaper  article  has  been  pre- 
pared, and  released  after  its  approval  by  the  Public 
Relations  Committee  of  the  Society.  It  will  soon 
appear  in  papers  throughout  the  state.  The  Maternal 
Welfare  Committee  is  now  engaged  in  a  project  for 
preparation  of  a  series  of  radio  transcriptions  of 
public  information.  Tentative  arrangements  have 
been  made  for  their  broadcast  throughout  the  state. 

(2)  The  North  Carolina  Hospital  Association  has 
indicated  their  interest  in  assisting  with  any  pro- 
gram to  improve  maternal  care  in  North  Carolina. 
The  greatest  number  of  maternal  deaths  have  been 
problems  of  obstetric  hemorrhage,  and  the  difficulty 
of  the  administration  of  whole  blood  transfusions 
has  accounted  for  many  preventable  deaths  which 
are  considered  the  responsibility  of  the  physician 
attending  the  patient.  Blood  banks  must  be  estab- 
lished to  correct  this  deficiency.  The  North  Carolina 
Hospital  Association  will  assist  in  encouraging  their 
formation.  The  responsibility  of  the  hospitals  will 
be  further  emphasized  to  correct  specific  problems 
which  have  been  learned  in  the  committee's  studies. 

(3)  An  article  has  been  prepared  for  the  North 
Carolina  Medical  .lournal  each  month.  General  prob- 
lems are  thereby  brought  to  the  attention  of  ihe 
physicians  of  the  state. 

The  committee  was  supported  originally  by  a  gift 
from  an  anonymous  donor,  and  has  received  addi- 
tional support  from  time  to  time.  The  financial 
statement  of  the  committee  for  the  current  year 
is  as  follows: 

Financial  Statement— April  30,  1948 

Balance  June  30,  1947 $1270.27 

Receipts 495.00 


$1765.27 
Disbursement 

Secretary  $1375.00 

Supplies    and   printing 215.93 


Balance  April  30  $  174.34 

Respectfully   submitted, 
FRANK  R."  LOCK,  M.D., 

Chairman 
J.   STREET   BREWER,   M.D. 
G    M.  COOPER,  IVI.D. 
ERNEST    W.    FRANKLIN,   ,IR., 

M.D. 
JASPER   S.  HUNT,   M.D. 
THOMAS  LESLIE  LEE,  M.D. 
IVAN   PROCTER,    M.D. 
R.  A.  ROSS,  M.D. 
R.  A.  WHITE,  M.D. 
...  A  motion  to  accept  the  report  was  seconded 
and  carried. 

Report   of   the   Committee   on   Selection   of   Faculty 

Members  for  the  Four-Year   Medical   School   of 

the   University   of   North    Carolina 

President  Robertson:  There  is  a  report  to  be  made 
for  the  Committee  to  collaborate  with  President 
Graham  and  Dean  Berryhill  of  the  University  of 
North  Carolina  regarding  the  selection  of  the  fac- 
ulty for  the  medical  school  to  be  established  at 
Chapel  Hill.  This  committee  was  appointed  by  Dr. 
Sharpe,  who  asked  me  to  serve  as  chairman.  The 
other  members  are  Dr.  Coppridge  of  Durham  and 
Dr.  Brockton  R.  Lyon  of  Greensboro. 


We  met  twice  at  Chapel  Hill  with  Dean  Berryhill 
and  others  representing  the  University  and  had 
most  satisfactory  conferences  with  them.  I  think 
they  see  eye  to  eye  with  us  and  feel,  as  we  do,  that 
they  want  nothing  but  the  best;  and  they  are  de- 
termined to  have  it.  Since  that  time,  and  also  in 
accordance  with  Dr.  Sharpe's  wishes,  the  committee 
has  been  enlarged  to  include  two  members  from 
each  of  the  specialties,  and  is  now  quite  large.  The 
committee  met  Sunday  afternoon,  and  met  once  be- 
fore in   Raleigh. 

At  the  meeting  Sunday  afternoon  the  chairman 
was  directed  to  appoint  two  subcommittees  from 
that  group,  one  to  confer  with  the  University  au- 
thorities on  the  matter  of  salaries  and  also  the 
matter  of  the  maintenance  of  proper  relations  be- 
tween the  medical  school  and  the  profession,  the 
faculty  and  their  relation  with  private  practitioners. 
We  felt  that  is  a  very  fundamental  and  important 
thing.  That  subcommittee  was  appointed  with  Dr. 
.Arthur  H.  London  as  chairman,  the  other  members 
being  Dr.  Russell  Lyday  of  Greensboro,  and  Dr. 
V.  K.  Hart.  The  other  is  a  subcommittee  on  legisla- 
tion, consisting  of  Dr.  J.  B.  Sidbury,  as  chairman, 
Dr.  Amos  Johnson  of  Garland,  and  Dr.  W.  A.  Sams 
of  Marshall.  The  subcommittee  on  legislation  is  to 
collaborate  with  the  Legislative  Committee  of  the 
State  Medical  Society  to  secure  appropriation  by 
the  General  Assembly  of  a  sum  adequate  to  obtain 
a  top-flight  faculty.  As  you  understand,  the  last 
legislature  did  not  appropriate  anything  for  the 
payment  of  the  faculty,  and  unless  we  have  an 
active  committee  to  see  that  this  is  carried  through 
the  whole  thing  may  fall  flat. 

I  give  you  that  just  as  a  progress  report. 

NEW   BUSINESS 

Creation  of  a  Section  on  Pathology 

Dr.  E.  McG.  Hedgpeth  (Chapel  Hill):  I  have 
been  requested  by  the  North  Carolina  Pathological 
Society  to  present  a  request  for  a  Section  on  Pa- 
thology. Today  I  think  there  are  some  twenty-five 
pathologists  in  the  state.  I  move  that  a  Section  on 
Pathology  be  created  in  the  North  Carolina  Medical 
Society. 

.  .  .  The  motion  was  seconded  by  Dr.  Harris  and 
carried. 

Revision  of  the   Medical   Practice   Act 

Dr.  C.  W.  Bailey  (Rocky  Mount):  The  Edgecombe- 
Nash  Counties  Medical  Society  authorized  me  to 
off'er  this  resolution: 

"WHEREAS:  The  laws  regulating  the  practice  of 
medicine  and  surgery  in  North  Carolina  were  first 
passed  iii  1885  and  few  amendments  have  been  made 
to  the  law  since  then;  and 

"WHEREAS:  The  practice  of  medicine  and  sur- 
gery in  its  dift'erent  branches  has  changed  consider- 
ably, and  to  the  extent  that  the  law  has  not  kept 
up  with  the  changes;  and 

"WHEREAS:  Certain  groups  in  the  state — name- 
ly, the  North  Carolina  Industrial  Commission,  the 
State  Commission  for  the  Blind,  and  some  others — 
have  attempted  to  make  changes  in  the  law  by 
decree  rather  than  in  the  regular,  democratic  way; 
and 

"WHERE.AS:  A  number  of  other  states  have 
taken  the  lead  in  bringing  their  laws  up  to  date 
and  in  a  much  better  way  regulating  the  practice 
of  medicine  and  surgery  and  its  various  specialties, 
to  the  mutual  advantage  of  the  profession  and  of 
the  public;  and 

"WHEREAS:  We,  the  members  of  the  Edge- 
combe-Nash Medical  Society,  believe  changes  in  the 
law  pertaining  to  the  practice  of  medicine  are  neces- 
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sary  but  that  they  should  be  brought   about   in  the 
democratic  way: 

"NOW,  THEREFORE,  BE  IT  RESOLVED  that 
we,  the  members  of  the  Edgecombe-Nash  Medical 
Society,  do  hereby  petition  the  House  of  Delegates 
of  the  North  Carolina  Medical  Society  to  hear  dis- 
cussions in  this  matter,  to  appoint  a  committee  to 
make  a  study  of  the  changes  needed,  or  to  have 
one  of  its  regular  committees  make  this  study,  with 
power  to  act,  or  to  bring  it  back  before  the  House 
of  Delegates  for  approval,  as  it  sees  fit,  and  then 
to  petition  the  legislature  to  make  the  necessary 
changes." 

.  .  .  Dr.  Rachel  D.  Davis  of  Kinston  moved  that 
the  resolution  be  accepted  and  i-eferred  to  the  North 
Carolina  Board  of  Medical  Examiners.  Dr.  D.  T. 
Smith  seconded  the  motion,  and  it  was  carried  with 
some  dissenting  votes. 

Honorary  Membership  for  Dr.  .Janet   Alexander 

Secretary  Mci\lillan  read  the  following  letter  from 
the  secretary  of  the  Mecklenburg  County  Medical 
Society: 

Dear  Dr.  McMillan: 

A  member  of  the  Mecklenburg  County  Medical 
Society,  Dr.  Janet  Alexander,  has  been  a  missionary 
to  India  since  1920.  I  believe  she  joined  the  State 
Medical  Society  in  1942,  when  she  was  back  in  this 
country  during  the  war.  She  returned  to  India  in 
1945.  Since  her  return  to  India,  she  has  been  made 
a  courtesy  member  of  this  Society.  Dr.  Alexander 
has  won  distinction  by  her  work  in  India  and  she, 
by  her  example,  has  reflected  credit  and  honor 
upon  the  profession.  This  Society  feels  that  she 
should  be  paid  due  tribute.  We  feel  that,  in  devot- 
ing her  life  to  medical  missionary  work,  she  amply 
meets  the  requirements  of  an  Honorary  Member  of 
the  State  Society  as  provided  for  in  Section  V, 
Article  4,  of  the  Constitution.  We  would  therefore 
like  to  present  her  name  to  the  Council  for  nomi- 
nation to  this  position  and  action  at  the  next  meet- 
ing of  the  House  of  Delegates.  Dr.  Alexander  is  at 
present  in  charge  of  the  hospital  at  the  American 
Mission,  Montgomery,  West  Punjab,  Pakistan. 
Very  sincerely  yours, 
WILLIAM  O.  JOHNSTON,  M.D. 
Secretary  and  Treasurer 

.  .  .  Dr.  Davis  moved  that  Dr.  Janet  Alexander  be 
made  an  honorary  member  of  the  Medical  Society 
of  the  State  of  North  Carolina.  This  motion  was 
seconded  and  carried. 

Following  some  announcements  by  Secretary  Mc- 
Millan, President  Robertson  declared  the  House  of 
Delegates  adjourned  until  Wednesday  afternoon  at 
2:30. 


WEDNESDAY  AFTERNOON  SESSION 
May  .5,   1948 

The  House  of  Delegates  convened  in  the  small 
card  room  of  the  Hotel  Carolina  and  was  called  to 
order  by  the  president,  Dr.  James  F.  Robertson. 

Dr.  V.  C.  Lanier  was  seated  as  the  delegate  from 
the  Davidson  County  Medical  Society,  and  Dr.  R.  B. 
Davis  in  place  of  Dr.  H.  R.  Parker,  Guilford  County. 

Report  of  the  Committee  on  the  President's  Message 

Your  committee  charged  with  the  responsibility 
of  studying  President  James  F.  Robertson's  report 
to  the  Society,  and  of  making  certain  recommenda- 
tions to  the  House  of  Delegates  based  on  this  ad- 
dress, wishes  to  submit  the  following  report: 

I.  The  committee  wishes  to  commend  President 
Robertson  upon  the  clarity  and  inclusiveness  of  his 


address,  as  well  as  upon  its  brevity,  and  to  express 
to  him  for  the  Society  our  appreciation  for  his  states- 
manlike comprehension  of  the  proljlems  of  our  pro- 
fession and  for  his  wise  and  courageous  leadership 
in  their  solution. 

II.  After  study  of  his  suggestions  and  recommen- 
dations, we  favor  certain  of  Dr.  Robertson's  pro- 
posals as  follows: 

1.  That  there  be  a  more  adequate  representa- 
tion of  the  public  on  the  merged  hospital  boards. 

2.  That  further  definite  and  concrete  steps  be 
taken  toward  a  solution  of  the  problems  raised  by 
the  high  cost  of  medical  care  through  a  more  ade- 
quate correlation  of  the  functions  of  the  Medical 
Care  Commission,  the  Hospital,  the  Insurance 
Committee,  the  Cancer  Committee,  the  Public  Re- 
lations Committee,  and  other  committees,  and  that 
the  physicians  and  the  public  be  more  effectively 
informed  of  the  steps  that  are  being  taken  in  this 
direction. 

3.  That  this  committee  agrees  heartily  with 
Dr.  Robertson  that  such  unethical  practices  as  fee 
splitting,  the  rebate  system,  and  so  forth,  are  in- 
tolerable, and  strongly  urges  that  the  Society  take 
such  steps  as  may  be  necessary  to  abolish  "them. 

4.  That  there  should  be  a  rejuvenation  of,  and 
a  re-emphasis  upon  the  county  medical  society, 
not  only  as  a  scientific  and  professional  body  but 
also  as  a  liaison  group  between  the  public  and  the 
profession,  charged  with  the  improvement  of  this 
mutual  relationship  in  each  community  and  es- 
pecially with  establishing  an  adequate  organiza- 
tion for  efficient  handling  of  emergency  and  night 
calls,  as  well  as  the  control  of  other  matters  which 
make  for  improved  public  relations. 

5.  That  there  lie  a  revision  of  the  Constitution 
and  By-Laws  of  the  Society  so  that  the  first  vice 
president  shall  succeed  to  the  office  of,  and  shall 
serve  out  the  term  of  any  president  who  dies  while 
in  office,  or  who  is  required  for  reasons  of  health 
or  otherwise  to  resign  his  office;  and  that  in  the 
same  way  in  succession  the  second  vice  president 
shall  likewise  succeed. 

6.  That  there  be  established  in  Raleigh  an  ade- 
quate and  adequately  staffed  office  for  the  conduct 
of  the  business  of  the  Society  under  the  direction 
of  our  executive  secretary,  Mr.  James  T.  Barnes, 
with  the  continued  advice,  assistance,  and  coopera- 
tion of  our  invaluable  secretary.  Dr.  Roscoe  Mc- 
-Alillan. 

Respectfully   submitted, 

JAMES  H.  McNeill,  M.D., 

Chairman 

DONALD  B.  KOONCE,  M.D. 

MONROE  T.  GILMOUR,  M.D. 
...  A  motion  to  adopt  the  report  was  made  and 
seconded.  Dr.  C.  W.  Bailey  of  Rocky  Mount  objected 
to  the  proDosed  change  with  reference  to  represen- 
tation of  the  public,  the  medical  profession,  and  the 
hospital  profession  on  the  board  of  the  merged  as- 
sociations. President  Robertson  stated  that  that 
auestion  had  already  been  taken  care  of  by  vote  of 
the  House  of  Delegates  on  Monday,  and  suggested 
that  reference  to  it  be  deleted.  A  substitute  motion 
was  made  that  the  Committee's  report  be  accepted, 
with  the  deletion  of  that  part  relating  to  increased 
representation  of  the  medical  profession  on  the 
board  of  directors  of  the  merged  Blue  Cross  asso- 
ciation. The  substitute  motion  was  seconded.  Follow- 
ing some  discussion  on  the  question  of  the  first  vice 
president's  succeeding  to  the  presidency,  the  substi- 
tute motion  was  put  to  vote  and  carried. 

Resolution   to  Amend   Chapter   VI,   Section  2 
of  the  By-Laws 
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l)r  Julian  A.  Moore  (Asheville) :  I  should  like  to 
present  the  following  resolution:  RESOLVED,  that 
Section  2  of  Chapter  VI  of  the  By-Laws  be  amended 
to  read  as  follows: 

"The  President-Elect  shall  assist  the  President  in 
the  performance  of  his  duties  as  may  be  requested 
by  him  and  otherwise  prepare  himself  for  assuming 
the  duties  of  President.  The  President-Elect  shall 
be  a  member  of  the  Council  ex-officio  and  its  presi- 
dent. Should  a  vacancy  occur  in  the  office  of  the 
President,  the  First  Vice  President  shall  succeed  to 
■  the  presidency.  In  the  event  the  first  vice  presidency 
becomes  vacant,  the  Second  Vice  President  shall 
succeed  to  the  presidency.  In  case  the  ofiice  of  Presi- 
dent-Elect should  become  vacant,  the  E.xecutive 
Committee  shall  fill  the  vacancy,  but  no  member 
of  the   Executive   Committee   shall   be  eligible." 

I  move  the  adoption  of  this  resolution,  Mr.  Presi- 
dent. 

Dr.  Davis:  I  should  like  to  second  Dr.  Moore's 
motion  except  for  one  thing.  He  said:  "In  the  event 
the  first  vice  presidency  becomes  vacant,  the  Second 
Vice  President  shall  succeed  to  the  presidency." 
What  he  meant  was  that  if  the  office  of  the  presi- 
dent again  became  vacant  the  second  vice  president 
should  ascend  to  the  presidency. 

Dr.  Moore:  I  will  accept  that. 

.  .  .  Since  an  amendment  to  the  By-Laws  has  to 
lie  over  for  twenty-four  hours.  Dr.  IVIoore's  motion 
was  not  acted  upon. 

Report   of  the   Nominating   Committee 

1.  President-Elect  —  Dr.  G.  Westbrook  Murphy, 
Asheville 

2.  First    Vice    President  —  Dr. 
Raleigh 

3.  Second  Vice  President — Dr 
lotte 

4.  One  member  of  Hospital  Saving  Association  of 
North  Carolina,  three-vear  term — Dr.  V.  K. 
Hart,  Charlotte 

5.  Three  delegates  to  the  American  Medical  Asso- 
ciation, two-year  terms 

Dr.  Roscoe  D.  McMillan,  Red  Springs 
Dr.  C.  F.  Strosnider,  Goldsboro 
Dr.  Ross   S.   McElwee,   Statesville 

6.  Three  alternate  delegates  to  the  American  ^led- 
ical  Association,  two-vear  terms 

For  Dr.  Roscoe  D.  McMillan,  Dr.  B.  O.  Edwards, 

Asheville 
For  Dr.  C.  F.   Strosnider,  Dr.   William   M.  Cop- 

pridge,  Durham 
For  Dr.  Ross  S.  McElwee,  Dr.  G.  Grady  Dixon, 

Ayden 

7.  Three  delegates  to  the  JMedical  Society  of  Vir- 
ginia for  1948 

Dr.  John  Payne,  III,  Sunbury 
Dr.  Moir  S.  Martin,  Mt.  Airy 
Dr.  E.  W.  Furgurson,  Plymouth 

8.  Three  delegates  to  the  Medical  Association  of 
South   Carolina,   1949 

Dr.  L.  R.  Hedgpeth,  Lumberton 
Dr.  D.  B.  Koonce,  Wilmington 
Dr.  Claude  Squires,  Charlotte 

9.  Three  delegates  to  the  Medical  Society  of 
Georgia,  1949 

Dr.  John  R.  Bender,  Winston-Salem 
Dr.  Elias  Faison,  Charlotte 
Dr.  N.  0.  Benson,  Lumberton 

10.  Three  delegates  to  the  Tennessee  State  Medical 
Association,  1949 

Dr.  J.  H.  McNeill,  North  Wilkesboro 
Dr.  Julian   Moore,  Asheville 
Dr.  V.  H.   Duckett,  Canton 

11.  One  delegate  to  the  North  Carolina  Dental  So- 


Joseph    J.    Combs, 
J.  A.  Elliott,  Char- 


cietv,  1949 

Dr.  H.  B.  Ivey,  Goldsboro 
12.    Place    of   meeting,    1949 — Pinehurst,    if   accept- 
able;   if  not,   the   secretary,   the   president,   and 
the  Executive  Committee  will  select  a  place  of 
meeting. 

Respectfully  submitted, 
M.   D.   HILL,   M.D.,   Chairman 
.  .  .  Dr.  H.  C.  Thompson  of  Shelby  moved  that  the 
report  be  accepted.   Dr.   C.   W.  Bailey  seconded  the 
motion. 

President  Robertson:  Before  we  act  on  this  may 
I  say  one  word,  please.  That  is  with  reference  to 
the  place  of  meeting.  Down  in  Wilmington  we  are 
very  anxious  to  have  a  meeting  there,  and  we  are 
working  now  and  have  been  for  the  past  year  on  it. 
We  are  trying  to  get  an  ocean  liner  anchored  in  the 
liver  there  that  will  sleep  five  or  six  hundred.  There 
would  be  an  auditorium,  and  would  be  plenty  of 
smaller  rooms  for  meetings  like  this,  and  a  good 
dining  room.  If  we  can  get  that  we  do  not  want 
you  to  close  the  door  on  it.  These  people  here  have 
not  been  too  cordial.  If  we  can  put  that  over  maybe 
we  could  have  the  meeting  during  the  Azalea  Fes- 
tival. So  please  leave  the  door  open  to  us. 

A  Member:  The  report  suggests  Pinehurst  for  the 
meeting  "if  acceptable."  Acceptable  to  whom? 

Dr.   M.  D.  Hill:   That  was   left  open  so  that  the 
Executive  Committee  can  change  it  if  they  desire. 
.  .  .  The  motion  to  accept  the  report  was  put  to 
vote  and  carried. 

Establishment  of  Committee  to  Investigate  the 
Scarcity   of   Physicians 

Dr.  R.  B.  Davis  (Greensboro):  I  think  everybody 
recognizes  the  scarcity  of  doctors,  particularly  doc- 
tors who  practice  general  medicine  in  the  areas 
that  are  thinly  populated.  We  might  be  able,  as 
those  en  the  outside  of  the  teaching  profession,  to 
lend  some  new  knowledge  or  throw  some  new  light 
on  the  possibility  of  changing  the  medical-educa- 
tional program  from  what  it  is  today.  North  Caro- 
lina has  been  a  leader  in  medicine  for  some  time. 
We  were  one  of  the  first  medical  societies,  if  not 
the  first,  in  the  United  States.  We  were  one  of  the 
first  states  in  the  Union  to  require  an  examination 
before  a  person  could  get  the  privilege  of  practic- 
ing medicine.  I  feel  that  we  might  go  on  and  be  the 
first  state  organization  to  begin  to  investigate  and 
answer  the  public  criticism  of  the  scarcity  of  doc- 
tors. 

I  offer  the  following  motion:  RESOLVED  that 
the  President  be  instructed  to  appoint  a  committee 
of  three  to  investigate  the  matter  of  the  scarcity 
of  physicians  and  to  bring  back  to  this  Society  at 
the  next  annual  meeting  a  practical  program  for 
medical  education. 

.  .  .  Dr.  James  H.  IMcNeill  of  North  Wilkesboro 
seconded  the  motion,  and  after  some  discussion  it 
was  carried. 

Motion   to    Relieve    the    Secretary-Treasurer    of    his 

Duties  as  a   Delegate  to  the   American   Medical 

Association 

Dr.  Ross  S.  McElwee  (Statesville):  I  should  like 
to  offer  a  motion  that  the  secretary-treasurer  be  re- 
lieved of  the  necessity  of  going  to  the  A.M. A.  each 
year  as  a  delegate. 

There  was  no  second  to  this  motion,  and  it 
was  not  acted  upon. 

After  some  further  discussion,  the  House  of  Dele- 
gates adjourned  sine  die. 
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REPORTS   FILED   BUT  NOT  READ 

The  following-  reports  were  filed  with  the  secre- 
tary after  the  meeting  of  the  House  of  Delegates. 

Report   of  the  Child   Welfare   Committee 

Upon  appointment  as  chairman  of  the  Child  Wel- 
fare Committee,  I  communicated  with  Dr.  George 
M.  Cooper  in  charge  of  the  Maternal  and  Infancy 
Division  of  the  State  Board  of  Health  and  offered 
the  services  of  this  committee  in  any  undertaking 
that  the  Health  Department  might  have.  Dr.  Cooper 
has  called  on  the  chairman  of  this  committee  for 
consultation  and  advice  frequently  during  the  year. 

The  president  of  the  North  Carolina  Pediatric 
Society  submitted  to  the  committee  a  list  of  recom- 
mendations based  on  the  findings  of  the  Pediatric 
Survey  made  by  the  American  Academy  of  Pedi- 
atrics. The  recommendations  were  studied  and  ap- 
proved by  each  member  of  the  committee  and  the 
approved  recommendations,  with  the  entire  commit- 
tee's signature,  were  forwarded  to  Dr.  Frank 
Sharpe,  the  Society's  president,  on  October  9,  1947, 
with  the  request  that  he  submit  this  to  the  Execu- 
tive Board.  In  November,  1947,  Dr.  Sharpe  gave  his 
approval  of  these  recommendations  in  a  telephone 
communication  with  the  committee's  chairman. 
These  recommendations  are  now  embodied  in  the 
report  of  the  North  Carolina  Pediatric  Survey,  which 
has  been  issued  as  a  supplement  to  the  North  Caro- 
lina  Medical  .lournal. 

There  has  been  no  other  official  activity  of  the 
committee. 

Respectfully   submitted   for  the   committee, 
A.   H.   LONDON,  JR.   M.D.,   Chairman 

Report  of  the  Committee  on  Postgraduate  Study 

During  the  past  year,  througjh  the  University  of 
North  Carolina  Extension  Division,  the  North  Caro- 
lina Chapter  of  the  American  Cancer  Society  and 
the  National  Foundation  for  Infantile  Paralysis, 
four  postgraduate  medical  classes  were  held  from 
January  1.5  through  April  14,  1948,  at  Lumberton, 
Salisbury,  Raleigh  and  Greensboro,  consisting  of 
seven  weekly  sessions  of  an  afternoon  clinic  and 
evening  lecture.  At  Salisbury  there  were  ten  such 
sessions.  The  total  enrollment  for  the  courses  at  the 
four  cities  was  283.  Certificates  were  issued  to  the 
doctors  attending  80  per  cent  of  the  exercises.  The 
programs  were  published  in  the  North  Carolina 
Medical  Journal. 

Postgraduate  medical  symposiums  also  were  held 
in  Charlotte  under  the  auspices  of  the  ilatheson 
Foundation,  and  two  were  held  in  Durham — one  by 
Watts  Hospital  and  the  other  by  Duke  University. 
All  three  symposiums  were  well  attended. 

Report   of  the   Editorial   Board   of  the   North 
Carolina   Medical   Journal 

The  Editorial  Board  of  the  North  Carolina  Medi- 
cal Journal  feels  that  the  time  has  come  to  give  you 
a  little  more  detailed  account  of  their  stewardship 
than  has  been  done  heretofore.  We  feel  that  you  will 


be  interested  in  learning  what  has  happened  and  is 
happening  to  your  Journal. 

Volume  8  contains  806  pages — 114  more  than 
volume  7,  which  was  the  next  largest  and  contained 
692  pages.  The  chief  reason  for  the  large  number 
of  pages  was  the  fact  that  volume  8  contained  four 
special  issues — the  Hanes  Memorial  Issue  gotten  up 
by  Duke,  the  Allan  JMemorial  Issue  gotten  up  by 
Bowman  Gray,  the  Manning  Memorial  Issue  gotten 
up  by  Carolina,  and  the  McCain  Memorial  Issue. 
Since  we  will  probably  have  no  special  issues  in 
1948,  we  will  need  more  papers  contributed  through; 
out  the  year. 

We  began  using  a  heavier  cover  on  the  Journal 
in  August,  1947.  Within  the  next  few  months  we 
will  have  to  change  to  a  ligliter  weight  of  paper 
inside,  since  we  can  no  longer  get  the  65-pound 
paper  we  have  been  using.  This  will  make  the 
Journal  a  little  thinner  than  before. 

The  revenue  from  advertising  has  increased  from 
$3,779.61  in  1940  to  $16,310.81  in  1947.  Printing 
costs,  including  salaries  and  cuts  (the  Journal  now 
pays  up  to  $20  on  the  cost  of  cuts  for  any  one 
article),  have  increased  from  $6,716.00  in  1940  to 
820,165.41  in  1947.  This  considerable  increase  can 
be  largely  explained  by  the  heavier  cover,  the 
greater  number  of  pages,  the  fact  that  the  print 
order  for  1947  averaged  2800  copies  per  month  as 
compared  to  2350  copies  for  1946,  and  the  continued 
rise  in  the  cost  of  paper  and  labor.  By  comparison, 
the  revenue  from  advertising  in  1946  was  $15,661.69 
and  printing  costs  were  $13,286.22.  We  think  it  is 
of  interest,  too,  that  the  Society  took  in  $96.60  from 
subscriptions  and  issues  sold  to  non-members  of  the 
Society  during  1947. 

Approximately  127  scientific  articles  were  pub- 
lished during  1947.  Twenty-eight  of  these  were  from 
out-of-state  contributors,  32  from  Duke,  19  from 
Bowman  Gray,  14  from  Carolina  (including  contri- 
butions from  Carolina  alumni  for  the  Manning 
Jlemorial  Issue),  and  38  from  the  state  at  large. 
There  were  published  approximately  57  editorials. 

The  circulation  on  March  18  was  approximately 
2689:  2276  members,  137  advertisers,  142  exchanges, 
and  134  paid  subscriptions  from  non-members.  Sev- 
eral articles  and  editorials  from  the  Journal  have 
been  reprinted,  in  whole  or  in  part,  in  other  medical 
publications,  including  the  Indian  Medical  Record, 
Revista  de  Radiologia  y  Fisioterapia,  The  Review 
of  Tuberculosis  of  Havana,  numerous  state  journals 
and   a  good  many  books. 

Thus  it  would  seem,  thanks  to  the  editor  and  the 
assistant  editor,  both  of  whom  are  doing  a  grand 
job,  the  Journal  is  a  very  vital  factor  in  medical 
literature.  I  have  compared  it  with  a  good  many 
other  state  journals  and  I  can  proudly  say  that  it 
is  equaled  by  very  few  and  surpassed  by  none.  As 
chairman  of  the  editorial  board,  I  wish  to  congratu- 
late most  heartily  Dr.  Johnson  and  his  daughter, 
who  have  borne  the  burden  and  heat  of  the  day  in 
producing  such  a  worthwhile  publication. 

PAUL  H.   RINGER,   M.D., 
Chairman 
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FIRST  GENERAL   SESSION 

Tuesday,    May    4,    1948 

The  first  general  session  of  the  ninety-fourth 
annual  meeting-  of  the  Medical  Society  of  the  State 
of  North  Carolina  convened  in  the  ballroom  of  the 
Carolina  Hotel  at  9:15  a.m.  and  was  called  to  order 
by  the  secretary-treasurer,  Dr.  Roscoe  D.  McMillan. 
Following  the  invocation  by  Dr.  D.  S.  Currie  of 
Parkton,  Secretary  ^Mcilillan  presented  the  past 
presidents  who  were  on  the  stage.  He  then  turned 
the  gavel  over  to  the  president,  Dr.  .James  F.  Robert- 
son of  Wilmington. 

Presentation  of  the  Moore  County  Medical  Society 
Medal 

Dr.  Robertson  took  the  chair  and  called  for  the 
report  of  the  Committee  on  Award  of  the  Moore 
County  Medal.  In  the  absence  of  any  members  of 
this  committee,  Secretary  McMillan  presented  the 
Moore  County  Medal  to  Dr.  W.  L.  Thomas,  associate 
professor  of  obstetrics  and  gynecology  at  the  Duke 
University  School  of  Medicine,  for  his  paper  entitled 
"Some  Psychosomatic  Problems  in  Gynecology," 
read  before  the  Section  on  Obstetrics  and  Gynecol- 
ogy at  the  Ninety-Third  Annual  Session. 

Repoit    of   the   Obituary    Committee 

My  task  accomplished  and  the  long  day  done, 

So  be  my  passing! 

My  wages  taken,  and  in  my  heait 

Some  late  lark  singing. 

Let  me  be  gathered  to  the  quiet  west. 

The  sundown  splendid  and  serene. 

Death. 

— Henley 
It  is  fitting  that  we  pause  to  pay  tribute  to  the 
memory  of  our  members  who  have  entered  "another 
golden  chamber  of  the  king's,  larger  than  this  we 
leave,  and  lovelier."  Because  they  chose  to  give 
their  lives  in  glorious  service  to  their  fellow  man, 
hundreds  of  men,  women  and  children  in  our  state 
today  are  living  a  more  abundant  life.  The  value 
of  such  a  spirit  as  theirs  cannot  be  expressed  in 
words.  Their  deeds  rather  are  a  memorial  to  them, 
a  memorial  graven,  not  on  stone,  but  in  the  hearts 
of  those  to  whom  they  ministered.  We  -shall  miss 
them,  but  we  shall  treasure  the  memory  of  their 
devotion  beyond  the  call  of  duty.  In  deep  humility 
we  would  give  thanks  to  the  Great  Physician  that 
ours  is  a  profession  like  unto  His  own  earthly  min- 
istry, and  pray  that  His  peace  may  abide  in  our 
hearts  this  day  as  we  meet  without  our  beloved 
president  and  fellow  members  whose  long  day's 
work  is  done. 

Sunset  and  evening  star, 

And  one  clear  call  for  me! 
And  may  there  be  no  moaning  of  the  bar. 
When  I  put  out  to  sea. 

But  such  a  tide  as  moving  seems  asleep, 

Too  full  for  sound  and  foam. 
When  that   which   drew   from   out    the    boundless 
deep 

Turns  again  home. 

Twilight  and  evening  bell. 

And  after  that  the  dark! 
And  may  there  be  no  sadness  of  farewell, 

When  I  embark; 


For  tho'  from  out  our  bourne  of  Time  and  Place 

The  flood  may  bear  me  far, 
I  hope  to  see  my  Pilot  face  to  face 

When  I  have  crossed  the  bar. 

— Tennyson 

Let  us  stand  now  for  the  roll  call  of  those  who 
have  died  since  we  last  met.  At  the  close  of  the 
reading,  let  us  remain  standing  a  moment  for  medi- 
tation and  silent  prayer. 

Dr.   Charles  Alexander  Anderson 

(Honorary  Fellow) 
Dr.  :\Iemory  Ford  Boyles 
Dr.  Tilman  Carlisle  Britt 
Dr.  Romulus  Brown  Butt 

Dr.   Alton   Cook   Campbell    (Honorary   Fellow) 
Dr.   William   Wilhelm   Craven    (Honoiary   Fellow) 
Dr.  W.  B.  Crawford 
Dr.  O.  F.  Eckel  (Honorary  Fellow) 
Dr.  James  William  Farrior 
Dr.  Paul  William  Fetzer 
Dr.  Anna  M.  Gove  (Honorary  Fellow) 
Dr.  Locksley  Samuel  Hall 
Dr.  Frank  Trumbo  Harper,  Jr. 
Dr.  Thomas  Leek  Helms 
Dr.  Caroline  Lunetta  Hilborn 
Dr.  Abel  LeCompte  Hill 

Dr.  Fairley  Patterson  James   (Honorary  Fellow) 
Dr.  Guy  S.  Kirby   (Honorary  Fellow) 
Dr.  William  L.  Kirkpatrick   (Honorary  Fellow) 
Dr.  Joseph  R.  Latham 
Dr.  William  Marshall  Love 
Dr.  Reuben  A.  MacBrayer 
Dr.  John  Henry  Martin   (Honorary  Fellow) 
Dr.  Neill  Henry  McLeod 
Dr.  L.  D.  McPhail   (Honorary  Fellow) 
Dr.  Henry  Charles  Menzies    (Honoraiy  Fellow) 
Dr.  Robert  Bascom  Miller   (Honorary"  Fellow) 
Dr.  Robert  J.  Nelson  (Honorary  Fellow) 
Dr.  Luther  Alpheus  Nowell 
Dr.  Porter  B.  Orr   (Honorary  Fellow) 
Dr.  Wilson  Pendleton 

Dr.  William  Anthony  Peters   (Honorary  Fellow) 
Dr.  Charles  Hoover  Phillips   (Honorary"  Fellow) 
Dr.  Robert  Franklin  Quinn 
Dr.  William  Perry  Reaves   (Honorary  Fellow) 
Dr.  Phil  C.  Riley 

Dr.  Adin  Adam   Rucker    (Honorary  Fellow) 
Dr.   E.   T.   Sessoms    (Honorary  Fellow) 
Dr.  Frank  Alexander  Sharpe 
Dr.  Colin  Shaw 
Dr.   Oliver  William   Shellem 
Dr.  Ellis  Spainhour  (Honorary  Fellow) 
Dr.  Joseph  Anderson  Speed   (Honorary  Fellow) 
Dr.  Samuel  Lanier  String-field   (Honorary  Fellow) 
Dr.   H.   C.   Taylor 
Dr.  John  Young  Templeton 
Dr.  Landon  D.  Walker 

Dr.  Charles  Manley  Walters   (Honorary  Fellow) 
Dr.   Frank   Livingston   Whelpley 
Dr.  Richard  Bidgood  Whitaker  (Honorary  Fellow) 
Dr.  William  Harry  W^oody 
Dr.  Robert  U.  Zimmerman  (Honorary  Fellow) 

ARTHUR  A.  JAMES,  JR.,  M.D., 
Chairman 

C.  R.  MONROE,  M.D. 

M.   D.   BONNER,   M.D 


432 


NORTH   CAROLINA   MEDICAL  JOURNAL 


August,  1948 


Tribute  to  Dr.  Sharpe 

President  Robertson  called  on  Dr.  Donald  B. 
Koonce  of  Wilmington,  who  gave  the  following 
tribute  to  Dr.  Frank  Sharpe: 

Dr.  Koonce:  This  ninety-fourth  annual  session  of 
the  Medical  Society  of  the  State  of  North  Carolina 
would  not  be  complete  without  taking  time  to  pay 
homage  to  our  ninety-fourth  president,  Dr.  Frank 
Sharpe.  Dr.  Sharpe  died  in  his  sleep  November  21, 
1947,  in  his  seventh  month  of  office  as  president  of 
our  Society,  and  in  his  fifty-eighth  year  of  life.  His 
life  needs  no  eulogy  from  me  and  no  reviewing  of 
vital  statistics.  His  many  accomplishments  and 
honors  as  a  lay  citizen,  as  well  as  a  doctor,  are  well 
known  to  us  all.  All  of  us  who  knew  him  personally 
remember  his  inherent  graciousness  and  ease  as  a 
host.  All  of  us  who  knew  him  as  a  doctor  remember 
his  natural  ability,  kindness  and  discrimination.  All 
of  us  who  knew  him  as  president  of  the  North  Car- 
olina Medical  Society  remember  his  executive  abil- 
ity, his  foresightedness,  his  planning  and  his  high 
ideals.  All  of  us  who  knew  him  remember  him  well. 

His  death  was  an  unexpected  and  unforeseen 
tragedy.  Only  one  other  such  instance  has  occurred 
in  the  history  of  the  Medical  Society.  Dr.  J.  A. 
Burroughs  died  while  in  office  as  president  in  1910. 
It  was  with  a  realization  of  an  immeasurable  loss 
as  well  as  a  feeling  of  great  sadness  that  the  presi- 
dent-elect and  the  Executive  Committee  of  this  So- 
ciety took  over  the  reins  and  have  attempted  to 
carry  on  the  work  and  ideals  planned  and  partly 
executed  by  President  Sharpe.  It  is  thus  with  a 
deep  sense  of  reverence  that  we  pause  now  for  a 
few  moments  in  the  midst  of  the  pleasure  of  our 
annual  meeting  and  the  pride  in  our  accomplish- 
ments to  pay  respect  to  the  memory  of  the  man 
to  whom  most  credit  for  these  accomplishments  is 
due.  Speaking  directly  for  our  president.  Dr.  Robert- 
son, and  as  a  member  of  your  Executive  Commit- 
tee, I  want  to  stress  the  fact  that  this  has  been 
Frank  Sharpe's  year  and  that  this  is  Frank  Sharpe's 
meeting. 

In  respect  to  Dr.  Sharpe  let  us  rise  again  and 
have   nbout   ten   seconds   of   silent   prayer. 

Introduction   of   Speakers 

.  .  .  President  Robertson  presented  Dr.  William 
A.  Wolff  of  Winston-Salem,  who  gave  a  paper  en- 
titled "The  Control  of  Electrolyte  and  Water  Bal- 
ance in  Surgical  Patients." 

Dr.  Frank  R.  Lock  of  Winston-Salem  was  intro- 
duced and  gave  a  "Report  of  Progress  of  the  Ma- 
ternal Welfare  Committee"  (published  in  the  May 
issue  of  the  North  Carolina  Medical  .lournal). 

Secretary  Mcj\Iillan  introduced  Dr.  R.  E.  Lapp 
of  Washington,  D.  C,  head  of  the  Committee  on 
Atomic  Energy,  Research  and  Development  Board, 
who  spoke  on  "Atomic  Warfare  and  Medicine." 

President  Robertson  presented  Dr.  John  dej. 
Pemberton.  professor  of  surgery  at  the  Mayo  Foun- 
dation, Rochester,  Minnesota.  Dr.  Pemberton  gave 
a  paper  entitled  "The  Appraisal  of  the  Present-Day 
Treatment   of   Hyperthyroidism." 

Dr.  Stuart  Willis  of  McCain,  superintendent  of  the 
North  Carolina  Sanatoria,  spoke  on  "The  Place  of 
BCG  Vaccination  in  the  Tuberculosis  Program." 

A  talk  on  "Physical  Methods  of  Treatment  in 
Psychiatry"  (published  in  this  issue)  was  given  by 
Dr.  William  Sargant  of  England,  visiting  professor 
of  neuropsychiatry  at  the  Duke  University  School 
of  iledicine. 

The  first  general  session  was  then  declared  ad- 
journed. 


BANQUET    SESSION 
Tuesday,  May  4,  1948 

The  annual  banquet  of  the  Medical  Society  was 
held  in  the  dining  room  of  the  Carolina  Hotel,  with 
Dr.  Oren  Moore  of  Charlotte  acting  as  toastmaster. 

Announcement    of   John    Alexander    McMillan 
Memorial    Award 

Following  the  pi'esentation  of  guests.  Dr.  Moore 
called  on  Dr.  J.  B.  Bullitt,  chairman  of  the  com- 
mittee on  the  John  Alexander  McAIillan  Memorial 
.■\ward  for  the  best  scientific  exhibit  pi'esented  by 
a  member  of  the  State  Society  at  the  annual  meet- 
ing. Dr.  Bullitt  announced  that  the  award  went  to 
Di-.  W.  M.  Kelsey  and  Dr.  R.  B.  Lawson  of  the 
Bowman  Gray  School  of  Medicine  for  their  exhibit 
on   Rocky  Mountain  spotted  fever. 

Tribute   to   Dr.   Reynolds 

Dr.  H.  W.  Stevens,  president  of  the  North  CarO' 
Una  Public  Health  .Association,  was  recognized,  and 
paid  the  following  ti-ibute  to  Dr.  Carl  Reynolds,  re- 
tiring .State  Health  Officer. 

Dr.  Stevens:  Dr.  Reynolds,  I.  as  president  of  the 
North  Carolina  Public  Health  Association,  repre- 
senting over  eight  hundred  of  your  fellow  workers 
and  colleagues,  wish  to  present  you  with  a  small 
token  of  appreciation  for  your  capable  leadership 
during  the  past  fourteen  years  as  our  State  Health 
Officer.  We  think  you  are  not  only  the  best  State 
Health  Officer  our  state  has  ever  had,  but  also  one 
of  the  best  in  our  entire  country. 

Therefore,  so  that  all  of  our  future  public  health 
workers  will  remember  your  achievements  in  pro- 
giessive  public  health  leadership,  we  have  ordered 
to  be  molded,  cast  and  struck  a  gold  medal,  to  be 
known  as  the  Reynolds  Medal,  in  your  honor.  This 
medal  will  be  presented  each  year  as  an  award  for 
public  health  achievement  to  the  author  of  the  best 
paper  or  other  public  health  matter  presented  to  the 
North  Carolina  Public  Health  Association  at  its 
annual  meeting. 

Now,  Dr.  Reynolds,  I  wish  to  give  you  something 
personal  which  we  hope  you  may  enjoy  many,  many 
years.  I  have  here  a  scroll  from  the  North  (Carolina 
Public  Health  Association  members  which  I  wish  to 
present  to  you  for  your  untiring  devotion  to  a  job 
well  done.  On  this  scroll  are  deeply  engraved  your 
achievements,  which  are  too  nuniei'ous  to  mention. 

We  understand  that  you  are  soon  to  leave  this 
state  to  go  out  to  California  to  live.  We  wish  you 
the  happy  and  long  life  which  you  so  richly  deserve. 
Please  accept  our  small  token  of  appreciation. 


ar 

IS    ' 


Introduction  of  Guest   Speaker 

Mr.  James  H.  Clark,  chairman  of  the  Medical  Care 
Commission  of  North  Carolina,  was  presented  by 
Secretary  McMillan,  and  read  a  paper  entitled  "Ac- 
complishments of  the  N.  C.  Medical  Care  Commis- 
sion." 

Secretary  IMcMillan:  Jlr.  Toastmaster,  I  think  the 
Medical  Society  of  the  State  of  North  Carolina  owes 
a  great  debt  of  gratitude  to  a  man  like  i\Ir.  Jim 
Clark,  who  has  devoted  this  much  time  and  this 
much  energy  to  putting  across  a  program  that  is 
going  to  do  the  people  of  the  state  of  North  Caro- 
lina more  good  and  will  reach  more  people  than 
anything  that  has  come  to  us  in  the  last  one  hun- 
dred years. 

I  move  you,  sir,  that  we  give  a  rising  vote  of 
thanks  to  Mr.  Jim  Clark. 
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The  audience  rose  and  applauded.  There  fol- 
lowed the  introduction  of  ilr.  James  E.  Gheen  of 
New  York  City,  who  presented  a  humorous  and  in- 
spirational address.  Thereafter,  the  session  ad- 
journed. 


SECOND  GENERAL  SESSION 
Wednesday,  May  5,   1948 

The  second  general  session  was  called  to  order 
at  9  a.m.  by  the  secretary-treasurer,  Dr.  Roscoe  D. 
:\IcMillan,  who  turned  the  gavel  over  to  Dr.  J.  G. 
Rally,  second  vice  president  of  the  Society.  Dr. 
Raby  introduced  the  first  two  speakers — Dr.  Jay  M. 
Arena  of  Durham,  who  gave  a  paper  on  "Accidental 
Poisoning  in  Children,"  and  Dr.  Robert  J.  Reeves 
of  Durham,  who  spoke  on  "Roentgenological  Diag- 
nosis of  Carcinoma  of  the  Stomach."  Secretary  JIc- 
.Millan  then  presented  Dr.  D.  S.  Currie,  Jr..  of 
Durham,  who  was  escorted  to  the  rostrum  by  his 
father.  Dr.  D.  S.  Currie,  Sr.,  of  Parkton.  The  sub- 
ject of  his  paper,  which  was  presented  with  slides, 
was  "External  Diseases  of  the  Eye." 

Following  a  talk  on  "The  Need  for  and  Recogni- 
tion of  the  General  Practitioner"  by  Dr.  Wingate 
M.  Johnson  of  Winston-Salem,  the  two  guest  speak- 
ers— Dr.  Russel  L.  Haden,  head  of  the  Department 
of  Medicine  at  the  Cleveland  Clinic,  Cleveland,  Ohio, 
and  Dr.  William  F.  Friedewald,  chairman  of  the  De- 
partment of  Bacteriology  of  the  Emory  University 
School  of  Medicine,  Atlanta,  Georgia — were  pre- 
sented. Dr.  Haden  spoke  on  "The  Treatment  of 
Anemia,"  and  Dr.  Friedewald  on  "The  Pathogenesis, 
Diagnosis,  and  Treatment  of  the  Acute  Phase  of 
Poliomyelitis." 

Presentation  of  the  Winner  of  the   1948   High 
School    Essay    Contest 

Dr.  Donald  B.  Koonce,  chairman  of  the  Public 
Relations  Committee,  introduced  Jliss  Amy  Jean 
Wilson  of  Shelby,  winner  of  the  high  school  essay 
contest  sponsored  by  the  Public  Relations  Commit- 
tee. Dr.  Koonce  presented  Miss  Wilson  a  scholar- 
ship to  the  University  of  North  Carolina,  and  asked 
her  to  read  her  winning  composition  (published  in 
the  "Public   Relations"   section  of  this   issue). 

Election  of  Three  Members  of  the  Editorial  Board 
of  the  North  Carolina  Medical  Journal 

President  Robertson  called  for  nominations  for 
three  members  of  the  editorial  board  to  take  the 
place  of  Dr.  Ernest  Furgurson,  Dr.  Wingate  John- 
son, and  Dr.  Paul  Ringer,  whose  terms  expired  in 
1948.  Dr.  F.  M.  Houser  of  Cherryville  moved  that 
the  three  retiring  members  be  re-elected.  Dr.  J.  L. 
Winstead  seconded  the  motion,  and  it  was  carried. 

Dr.  Robertson  then  declared  the  meeting  ad- 
journed. 


tenure  of  office.  Dr.  Reynolds,  has  brought  credit 
to  himself  and  honor  to  the  state.  His  achievements 
in  the  field  of  public  health  have  been  many,  indeed 
too  many  to  enumerate  in  this  brief  expression. 
Perhaps  'the  greatest  honor  that  has  come  to  him 
was  his  election  as  president  of  the  State,  Terri- 
torial and  Provincial  Health  Authorities  of  the  en- 
tire North  American  continent.  Despite  his  accumu- 
lated honors,  Dr.  Reynolds  has  never  been  so  busy 
that  he  has  not  been  mindful  of  the  needs  of  the 
individual.  He  served  us  well  during  a  period  that 
was  not  without  its  difficulties.  He  surmounted  the 
many  obstacles  with  that  matchless  sincerity  of 
purp'ose  which  characterizes  him.  Though  we  re- 
gret the  approaching  departure  of  Dr.  Reynolds,  we 
feel  that  we  have  made  a  wise  choice  in  the  selec- 
tion of  Dr.  J.  W.  Roy  Norton  as  his  successor.  Dr. 
Norton's  wealth  of  "  experience,  his  training  and 
other  excellent  qualifications  should  enable  him  to 
chart  a  course  that  will  be  marked  by  continued 
advancement  and  progress.  Now  we  will  have  the 
report  of  our  secretary.  Dr.  Reynolds. 

.  Dr.   Reynolds  then  presented  his  annual  re- 
port, which  was  unanimously  adopted. 

Dr.  Craig  then  introduced  the  members  of  the 
State  Board  of  Health  and  Dr.  Roy  Norton,  elected 
to  succeed  Dr.  Reynolds  as  State  Health  Officer. 

Dr.  Norton:  A  man  w^ho  puts  on  his  armor  and 
girds  himself  for  battle  should  feel  extremely 
humble  in  the  presence  of  one  who  has  fought  val- 
iantly and  is  ready  to  lay  his  armor  aside.  Dr. 
Reynolds  has  done  a  magnificent  job.  I  feel  that  it 
is  a  great  honor  and  privilege  to  try,  as  best  I  can, 
and  with  your  help,  to  carry  on  the  work. 

There  is  one  point  that  I  want  to  make  particu- 
larlv,  and  that  is  that  any  report  which  w^e  public 
health  workers  make  represents  only  a  fraction  of 
the  health  work  that  is  going  on  in  North  Carolina. 
The  general  practitioner,  the  private  nurse,  the  hos- 
pital, the  mother,  the  dentist,  the  farmer — all  of 
the  good  citizens  of  tlie  state  are  interested  in  and 
have  an  enormous  investment  in  the  public  health 
work  in  this  state.  Every  private  practitioner  has 
a  stake  in  preventive  medicine;  his  father  worked 
for  it,  his  granfather  worked  for  it,  and  if  they 
hadn't  done  the  job  they  did,  w^e  wouldn't  be  doing 
the  job  we  are  doing  today.  I  realize  that  wdiatever 
can  be  accomplished  will  not  be  what  I  can  do,  but 
what  all  of  us  can  do  together.  With  that  coopera- 
tion, with  that  interest,  I  am  sure  that  we  can 
keep  up  the  good  work  that  Dr.  Reynolds  and  his 
coworkers  have  so  nobly  carried  forward  this  far. 

.  .  There  being  no  further  business,  the  meeting 
was  adjourned. 


CONJOINT  SESSION.  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NORTH  CAROLINA  AND 

THE   STATE   BOARD    OF    HEALTH 

Wednesday,  May   5,  1948 

The  conjoint  session  of  the  State  Board  of  Health 
and  the  Medical  Society  of  the  State  of  North  Caro- 
lina was  held  in  the  ballroom  of  the  Hotel  Carolina 
at  12  noon  on  Wednesday.  Dr.  S.  D.  Craig  of  Win- 
ston-Salem, president  of  the  State  Board  of  Health, 
presided. 

Dr.  S.  D.  Craig:  I  feel  that  I  speak  the  sentiments 
of  the  State  Board  of  Health  when  I  say  that  it  is 
with  a  sense  of  sincere  regret  that  we  shall  soon 
say  "au  revoir"  to  our  retiring  State  Health  Officer, 
Dr.    Carl   V.   Revnolds.    During   his   fourteen   years' 


THIRD  GENERAL  SESSION 
Wednesday,   May   .5,   1948 

The  last  general  session  w-as  held  in  the  ballroom 
of  the  Hotel  Carolina  at  5  p.m.  on  Wednesday  after- 
noon. President  James  F.  Robertson  presided.  Sec- 
retary :\IcMillan  read  the  report  of  the  Nominating 
Committee  as  adopted  by  the  House  of  Delegates. 
Upon  motion,  duly  made  and  seconded,  the  report 
was  accepted. 

Installation  of  New  Officers 

President  Robertson:  It  gives  me  great  pleasure 
to  present  to  you  at  this  time  your  president-elect. 
Dr.  G.  Westbrook  :\Iurphy  of  Asheville.  Dr.  ilurphy 
has  done  most  valuable  work  in  the  Society,  and  it 
gives  me  a  great  deal  of  pleasure  to  have  him  woi'k 
with  me  this  year. 

Dr.  :Murphy:  ilr.  President  and  gentlemen,  I  am 
sure  that  the  last  thing  you  wish  from  me  is  a 
speech.  ^lay  I  say  to  you  that  never  have  I  knowTi 
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a  man  whom  I  admired  and  respected  more  than 
I  did  Dr.  Paul  P.  McCain.  Not  so  long  ago  lie  said 
to  me  that,  although  he  had  had  many  national 
honors,  never  had  he  prized  anything  more  highly 
than  the  fact  that  he  had  been  voted  president  of 
the  Medical  Society  of  the  State  of  North  Carolina, 
because  in  that  case  he  had  been  elected  by  the 
people  who  knew  him  best.  As  I  followed  Dr.  ;\Ie- 
Cain  in  many  other  things,  I  should  like  to  follow 
him  in  that  sentiment  now. 

I  want  to  say  to  you  also  that,  although  I  am  con- 
scious that  there  are  many  problems,  both  at  the 
national  and  at  the  state  level,  whose  implications 
are  frightful,  and  although  I  do  not  know  the  solu- 
tion to  even  one  of  those  problems,  I  know  this — 
in  organized  medicine  in  North  Carolina  we  have 
some  very  fine  brains.  I  tell  you  that  when  the  time 
comes  I  will  call  on  those  brains  for  all  they  are 
worth;  I  will  use  such  intellect  as  I  may  have;  and 


I  will  give  to  the  affairs  of  this  Society  my  very 
liest  in  time  and  effort. 

You  have  honored  me  a  great  deal.  I  thank  you. 

.  .  .  Secretary  Mc^Millan  escorted  the  first  vice 
president.  Dr.  .J.  .J.  Combs  of  Raleigh,  to  the  ros- 
trum. 

Dr.  Combs:  ilr.  President  and  members  of  the 
Society,  this  is  not  only  an  unexpected  but  an  un- 
deserved honor.  I  want  to  tell  you  that  I  greatly 
appreciate  it.  Usually,  I  believe,  a  vice  president 
is  not  supposed  to  do  anything,  but  I  will  tell  the 
Society  and  tell  the  president  that  I  shall  be  glad 
to  do  anything  I  can  to  help  him  out  this  year. 

.  .  .  President  Robertson  then  presented  Dr.  Joseph 
A.  Elliott,  second  vice  president,  in  absentia. 

A  motion  to  adjourn  was  seconded  and  carried, 
and  Secretary  McMillan  declared  the  Ninety-Fourth 
Annual  Session  of  the  iMedical  Society  of  the  State 
of  North  Carolina  adjourned  sine  die. 


BULLETIN  BOARD 

(CdMIXUED    FROM    I'ACiE    :)M1I 


Fall  Postgr.-^duate  Courses,  American 
College  of  Chest  Physicians 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  is 
sponsoring  three  postgraduate  courses  in  the  latest 
developments  in  the  specialty  of  diseases  of  the 
chest.  Each  of  the  courses  will  be  of  one  week's  dur- 
ation and  is  open  to  all  physicians.  Tuition  fee  is 
$50.00  for  each  course,  and  registration  is  limited 
to  fifty  physicians  for  the  courses  being  presented 
in  Chicago  and  New  York  City.  Reservations  will 
be  accepted  in  the  order  received. 

San  Francisco,  California,  September  13  through 
17,  1948.  For  information  please  write  to  Stacy  R. 
Mettier,  M.D.,  Head  of  Postgraduate  Instruction, 
Medical  Extension,  University  of  California,  San 
Francisco,   California. 

Chicago.  Illinois,  September  20  through   2.5,  1948. 

Xew    York    City.    November    8    through    12.    1948. 

Applications  for  the  courses  to  be  given  in  Chi- 
cago and  New  York  City  should  be  made  through 
the  Executive  Offices.  American  College  of  Chest 
Physicians,  500  North  Dearborn  Street,  Chicago  10, 
Illinois. 


MISSISSIPPI  Valley  Medical  Editors' 
Association 

The  fifth  annual  meeting  of  the  Mississippi  Valley 
^ledical  Editors'  Association  will  be  held  at  the 
Hotel  Abraham  Lincoln,  Springfield.  Illinois,  on 
Sept.  29.  This  will  probably  be  the  last  meeting 
under  the  above  title,  as  the  Association's  purpose 
will  be  enlarged  and  its  constitution  revised  at 
Springfield.  In  the  afternoon,  Dr.  Morris  Fishbein, 
editor  of  the  Journal  of  the  American  Medical  As- 
sociation, will  give  a  course  in  medical  writing. 
There  will  be  a  fellowship  hour,  dinner  and  speakers 
in  the  evening. 

The  meeting  will  be  held  during  the  thirteenth 
annual  convention  of  the  Mississippi  Valley  iledical 
Society.  All  ethical  physicians  and  those  interested 
in  medical  'WTiting  are  cordially  invited.  Non-mem- 
bers will  be  charged  a  small  fee  for  the  afternoon 
course  in  medical  -WTiting;  there  is  no  registration 
fee  for  the  evening  session.  Write  Harold  Swanberg. 
M.D..  Secretary,  W.C.U.  Bldg..  Quincy,  Illinois,  for 
a  complete  program. 


National  Medical  Public  Relations 
Conference 

A  national  medical  public  relations  conference, 
first  of  its  kind,  is  to  be  held  in  St.  Louis  on  No- 
vember 27.  Dr.  George  F.  Lull,  secretary-manager 
of  the  American  iledical  Association,  announced 
the  meeting,  which  his  office  will  sponsor. 

"Shooting  at  Common  Targets  in  Medical  Public 
Relations"  is  the  theme  of  the  conference,  to  which 
will  be  invited  public  relations  directors,  executive 
secretaries  charged  with  public  relations  duties, 
and  public  relations  committee  chairmen  from  each 
of  the  forty-eight  state  medical  societies. 

Carefully  selected  discussion  leaders  from  the 
state  societies  will  grapple  with  these  six  major 
social  issues  facing  the  medical  profession:  selling 
the  need  of  public  relations  to  state  medical  society 
members,  encouraging  wider  use  of  medical  prepay- 
ment plans,  setting  up  workable  systems  for  hand- 
ling night  calls,  the  rebate  problem,  developing 
good-will  with  labor,  farm,  industrial  and  co-op 
groups,  and  cooperating  with  health  agencies. 

The  conference  will  immediately  precede  the  an- 
nual secretaries-editors  meeting,  which  is  being  held 
in  conjunction  with  the  annual  Interim  Session  of 
the  American  Medical  Association,  November  28  to 
December  3. 

About  one  hundred  representatives  of  state  so- 
cieties are  expected  to  attend  the  sessions  in  St. 
Louis. 


The  National  Society  for  Crippled 
Children  and  Adults,  Inc. 

Eight  physicians,  surgeons  and  therapists  have 
been  awarded  scolarships  for  specialized  training 
in  cerebral  palsy  by  the  National  Society  for  Crip- 
pled Children  and  Adults,  Inc.  This  is  the  first  na- 
tional scholarship  program  established  to  meet  the 
challenge  of  a  crippling  condition  that  disables  some 
half-million   Americans,   the    Society   stated. 

Lawrence  J.  Linck,  the  Society's  executive  direc- 
tor, revealed  that  the  scholarships  were  made  pos- 
sible under  the  first  of  six  S5,000  yearly  grants 
from  Alpha  Chi  Omega,  national  women's  sorority, 
which  has  adopted  help  to  the  cerebral  palsied  as 
its  major  national  altruistic  project.  The  scholar- 
ships will  help  meet  the  acute  shortage  of  special- 
ists trained  in  cerebral  palsy,  a  disability  of  muscu- 
lar control  which  results  from  damage  to  control 
centers   in   the   brain. 
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Officers 

OFFICERS  1947-1948 

President — Frank  A.  Sharpe,  M.D.t,  Greensboro 
President-Elect^J AMES  F.  Robertson,  M.D.,  Wilmington 
First  Vice  President — V.  K.  Hart,  M.D.,  Charlotte 
Second  Vice  President — J.  G.  Raby,  M.D.,  Tarboro 

Secretary-Treasurer— RoscoE  D.  McMillan,  M.D.    (1946-1949), 

Red  Springs 
t  Died  during  term  of  office. 

OFFICERS  1948-1949 

President — James  F.  Robertson,  M.D.,  Wilmington 

President-Elect — G.  Westbrook  Murphy,  M.D.,  Asheville 

First  Vice  President — Joseph  J.  Combs,  M.D.,  Raleigh 

Second  Vice  President — Joseph  A.  Elliott,  M.D.,  Charlotte 

Secretary-Treasurer— RoscoE  D.  McMillan,  M.D.    (1946-1949), 
Red  Springs 

Executive  Secretary — Mr.  James  T.  Barnes.  Raleigh 

The  president,  secretary-treasurer,  and  executive  secretary  are  members  ex  officio 

of  all  committees. 

COUNCILORS  1946-1949 

First  District— Zack  D.  Owens,  M.D.,  Elizabeth  City 

Second  District — John  Gotten  Tayloe,  M.D.,  Washington 

Third  District — Donald  B.  Koonce,  M.D.,  Wilmington 

Fourth  District — Newsom  P.  Battle,  M.D.,  Rocky  Mount 

Fifth  District — John  N.  Robertson,  M.D.,  Fayetteville 

Sixth  District — Millard  D.  Hill,  M.D.,  Raleigh 

Seventh  District — Elias  S.  Faison,  M.D.,  Charlotte 

Eighth  District— James  H.  McNeill,  M.D.,  North  Wilkesboro 

Ninth  District — Irving  E.  Shaker,  M.D.,  Salisbury 

Tenth  District — Donald  M.  McIntosh,  Sr.,  M.D.,  Old  Fort 
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SECTION  CHAIRMEN  1948-1949 

Geuerul  Practice  of  Medicine  and  Surgenj — Amos  N.  Johnson,  M.D., 

Garland 
Ophthalmology  and  Otolaryngologu — L.  R.  Hedgpeth,  M.D.,  Lumberton 
Practice  of  Medicine — R.  Z.  Query,  Jr.,  M.D.,  Charlotte 
General  Surgery — George  L.  Carrington,  M.D.,  Burlington 
Pediatrics — J.  Robert  Adams,  M.D.,  Charlotte 

Gynecology  and  Obstetrics — Frank  R.  Lock,  M.D.,  Winston-Salem 
Public  Health  and  Education — E.  H.  Ellinwood,  M.D.,  Newton 
Neurology  and  Psychiatry — John  S.  McKee,  Jr.,  M.D.,  Morganton 
Radiology — Henry  B.  Ivey,  M.D.,  Goldsboro 
Pathology — 

DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

ROSCOE  D.  McMillan,  M.D.   (1948-1950) Red  Springs 

C.  F.  Strosnider,  M.D.    (1948-1950)    Goldsboro 

Ross  S.  McElwee,  M.D.    (1948-1950) Statesville 

B.  0.  Edwards,  M.D.,  Alternate Asheville 

W.  M.  Coppridge,  M.D.,  Alternate -.... Durham 

G.  Grady  Dixon,  M.D.,  Alternate Ayden 

DELEGATES  TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

1948  MEETING 

John  Payne,  III,  M.D., Sunbury 

MoiR  S.  Martin,  M.D., Mt.  Airy 

E.  W.  FURGURSON,  M.D., Plymouth 

DELEGATES  TO  THE  MEDICAL  ASSOCIATION  OF 
SOUTH  CAROLINA,  1949  MEETING 

L.  R.  Hedgpeth,  M.D.,  Lumberton 

D.  B.  KOONCE,  M.D Wilmington 

Claude  Squires,  M.D Charlotte 

DELEGATES  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 

1949  MEETING 

John  R.  Bender,  M.D Winston-Salem 

Elias  Faison,   M.D. : Charlotte 

N.  0.  Benson,  M.D Lumberton 

DELEGATES  TO  THE  TENNESSEE  STATE  MEDICAL 
ASSOCIATION,  1949  MEETING 

J.  H.  McNeill,  M.D North  Wilkesboro 

Julian  Moore.  M.D. Asheville 

V.  H.  Duckett.  M.D Canton 


COMMITTEES,   1948-1949 


Committee  to  work  with  the  North  Carolina  Indus- 
trial Commission  to  evolve  a  satisfactory  plan  for 
the  administration  of  the  medical  provisions  of 
the  Workmen's  Compensation  Act. 

G.    Westbrook    Murphy,    M.D.,    Chairman. ...Asheville 

Hugh   A.  Thompson,   M.D Raleigh 

Rowland   T.   Bellows,    M.D Charlotte 

Verne   S.   Caviness,   M.D Raleigh 

Thomas   R.   Huffines,    M.D Asheville 

Committee   on   Child   Welfare 

Arthur  H.   London,  Jr.,   M.D.,   Chaii'man Durham 

Frederick    B.    Haar,    M.D Greenville 

Jasper   S.   Hunt,   M.D Charlotte 

Advisory   Committee   to   Auxiliary 

Rachel    D.    Davis,   M.D.,    Chairman Kinston 

William   E.   Baldwin,   Jr.,   M.D Whiteville 

Olivia   Abernethy,   M.D Elkin 

Cancer 

T.  Leslie   Lee,   M.D.,   Chairman Kinston 

L.  P.  Williams,  M.D Edenton 

H.   B.   Ivey,   M.D Goldsboro 

Ivan   M.   Procter,  M.D Raleigh 

Robert  P.  Morehead,  M.D Winston-Salem 

Edward   McG.  Hedgpeth,   M.D Chapel   Hill 

Hugh  A.  McAllister,  M.D Lumberton 

A.  M.   Oelrich,   M.D Sanford 

B.  W.    McKenzie,    M.D Salisbury 

Monroe  T.  Gilmour,  M.D Charlotte 

Forrest   M.   Houser,   M.D Cherryville 

E.    W.    Schoenheit,    M.D._ Asheville 

Finance 

V.  M.  Hicks,  M.D.,  Chairman.... Raleigh 

Wayne  J.  Benton,  M.D Greensboro 

William   D.   James,    M.D Hamlet 

Hospitals 

Harry  L.  Brockmann,   M.D.,   Chairman...  High   Point 

Frederic   C.   Hubbard,   M.D North   Wilkesboro 

Harry    L.   Johnson,    M.D Elkin 

Industrial  Health 

Harry   Winkler,   M.D.,   Chairman Charlotte 

C.  B.    Davis,    M.D Wilmington 

Hugh    A.    Matthews,    M.D Canton 

Legislation 

Millard   D.   Hill,    M.D.,    Chairman Raleigh 

Hubert  B.  Haywood,  M.D.,  Advisory 

Chairman Raleigh 

Joseph    J.    Combs,    M.D Raleigh 

George  W.  Paschal,  M.D Raleigh 

Advisory  Committee  to  the  North  Carolina  Medical 
Care  Commission 

Harry  L.  Brockmann,  M.D.,  Chairman. ...High   Point 

Zack'  D.    Owens,   M.D Elizabeth    City 

Jacob  H.  Shuford,  Jr.,  M.D Hickory 


Committee  to  confer  with  the  North  Carolina  Hos- 
pital .Association,  North  Carolina  Hospital  Saving 
Association  and  North  Carolina  Hospital  Care 
xVssociation  on  the  merger  of  Hospital  Saving 
and   Hospital  Care 

George  L.  Carrington,  M.D.,  Chairman...  Burlington 

Arthur  H.  London,  Jr.,  M.D Durham 

David  T.  Smith,  M.D Durham 

Mental  Hygieaie 

Allyn  B.   Choate,   M.D.,   Chairman Charlotte 

David  A.  Young,   M.D .....Raleigh 

Lloyd   J.    Thompson,    M.D Winston-Salem 

John  F.  Owen,  M.D Raleigh 

R.   Burke   Suitt,   M.D Durham 

H.    R.    Parker,    M.D Greensboro 

Leslie  B.  Hohman,  M.D Durham 

Mark  A.  Griffin,  M.D Asheville 

Moore  County  Medal  Award 

David   R.   Murchison,   M.D.,   Chairman. ..Wilmington 

R.   Beverly  Raney,   M.D Durham 

Edward  W.   Phifer,   M.D Morganton 

Obituary 

Claiborne  T.  Smith,  M.D.,  Chairman. ...Rocky  Mount 

Herbert  H.   Ogburn,  M.D Greensboro 

Heyward  C.  Thompson,  M.D Shelby 

Postgraduate  Medical  Study 

W.   Reece  Berryhill,   M.D.,   Chairman Chapel   Hill 

Wilburt  C.  Davison,  M.D Durham 

Coy  C.   Carpenter,   M.D Winston-Salem 

Publication 

Roscoe  D.  McMillan,  M.D.,  Chairman. ...Red  Springs 
Wingate  M.  Johnson, M.D. .   Secretary.  Winston-Salem 

Ernest  W.   Furgurson,   M.D Plvniouth 

John  B.   Graham,  M.D..   Chapel   Hill 

George   T.   Harrell,    M.D Winston-Salem 

Paul  H.  Ringer,  M.D Asheville 

Hubert    A.    Royster,    M.D Raleigh 

Josiah   C.  Trent,   M.D Durham 

Public  Relations 

Donald    B.    Koonce,    M.D.,   Chairman. Wilmington 

John   S.  Rhodes,  M.D Raleigh 

Amos    N.   Johnson,    M.D Garland 

Charles  F.   Strosnider,   M.D Gold.sboro 

Tuberculosis 

Henry   S.  Willis,   M.D.,   Chairman McCain 

Paul   A.   Yoder,   M.D Winston-Salem 

Hillis  L.   Seay,  M.D Huntersville 

Claude  C.  Milham,  M.D Hamlet 

Scientific  Work 

Roscoe  D.  McMillan,  M.D.,  Chairman. ...Red  Springs 

Lenox  D.  Baker,  M.D. Durham 

George   T.    Harrell,    M.D Winston-Salem 
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Liaison  Committee   on   Insurance   to   work  with 
North   Carolina   Insurance   Commission 

W.  Edwin  Miller,  M.D.,  Chairman Whiteville 

Harold  S.  Clark,  M.D Asheville 

J.  Rush  ShuU,   M.D Charlotte 

Conference  Committee  on  Crime  and  Psychiatry  and 
Coroner  System,  cooperating  with  North  Carolina 
Bar  Association 

James  B.  Bullitt,  M.D.,  Chairman Chanel   Hill 

Maurice   H.   Greenhill,   M.D Durham 

Wiley  D.  Forbus,  M.D Durham 

Maternal   Welfare 

Frank  R.   Lock,   M.D.,   Chairman Winston-Salem 

Ernest    W.    Franklin,    M.D Charlotte 

George  0.  Moss,  M.D Cliffside 

Robert  A.  Ross,  M.D Durham 

George   M.   Cooper,   M.D Raleigh 

Ivan   M.   Procter,   M.D Raleigh 

T.  Leslie  Lee,  M.D Kinston 

C.  J.   Powell,   M.D Wilmington 

J.    Street    Brewer,  M.D Roseboro 

Committee  to   Collaborate   with  the  National 
Physicians  Committee 

George  L.  Carrington,  M.D.,  Chairman...  Burlington 

G.  Westbrook   Murphy,  M.D Asheville 

Arthur  L.   Daughtridge,  M.D Rocky   Mount 

Physician   Members   of  the   North   Carolina 
Medical  Care  Commission 

Frederic  C.  Hubbard,  M.D.,  Chairman 

North  Wilkesboro 

J.    Street   Brewer,   M.D Roseboro 

W.  M.  Coppridge,  M.D Durham 

Rural  Health   and   Medical   Care 

Frederic  C.  Hubbard,  M.D.,  Chairman 

North  Wilkesboro 

W.  Reece  Berryhill,  M.D Chapel  Hill 

Millard    D.    Hill,    M.D ...Raleigh 

Committee  to  work  in  conjunction  with  Hospital 
Saving  Association  to  familiarize  the  doctors  of 
the  state  with  the  requirements  of  the  Veterans 
Administration 

Edward   McG.Hedgpeth,M.D.,   Chairman. .Chapel  Hill 

Everett  I.  Bugg,  Jr.,  M.D Durham 

James   H.   McNeill,    M.D North   Wilkesboro 


Julian  E.  J.  Jacobs,  M.D Charlotte 

David   G.  Welton,   M.D Charlotte 

Corbett    E.    Howard,    M.D Goldsboro 

J.   Street   Brewer,   M.D Roseboro 

Kenneth  L.  Pickrell.  M.D , Durham 

Committee  to  Arrange  Facilities  for 
Annual   Sessions 

Roscoe  D.   McMillan,  M.D.,  Chairman...  Red   Springs 

Committee  to  Cooperate  with  the  North  Carolina 
Dental   Society 

B.  O.  Edwards,  M.D.,  Chairman Asheville 

Samuel   E.   Warshauer,   M.D Wilmington 

Julian   Busby,   M.D Kannapolis 

Committee  to  investigate  the  scarcity  of  physicians 
in  the  state  and  report  a  practical  program  of 
medical  education  to  1949  House  of  Delegates 

Richard  E.  Davis,  M.D.,  Chairman Greensboro 

James  H.   McNeill,  M.D North  Wilkesboro 

David   J.   Rose,   M.D ,. Goldsboro 

Committee  to  cooperate  with  the  University  of 
North  Carolina  authorities  with  reference  to  the 
selection  of  the  Medical  School  Faculty 

James  F.  Robertson,  M.  D.,  Chairman.    Wilmington 

William   M.   Coppridge,   M.D Durham 

Brockton    R.   Lyon,   M.D Greensboro 

James    B.    Sidbury,    M.D Wilmington 

Arthur  H.  London,  M.D Durham 

Oren    Moore,    M.D ..Charlotte 

Ivan    M.   Procter,   M.D .....Raleigh 

Hugh  A.  Thompson,   M.D Raleigh 

James  H.   Cherry,  M.D Asheville 

Verling   K.   Hart,   M.D Charlotte 

Shahane   R.   Taylor,   M.D Greensboro 

Monroe  T.  Gilmour,  M.D Charlotte 

David    R.    Murchison,    M.D Wilmington 

Russell   O.  Lyday,   M.D Greensboro 

G.  Westbrook  Murohy,  M.D Asheville 

Heni'v  B.  Ivey,  M.D Goldsboro 

W.   Edwin   Miller,   M.D Whiteville 

Amos    N.   Johnson,   M.D Garland 

William  A.   Sams,   M.D Marshall 

Hamilton   W.   McKay,   M.D Charlotte 

Fred  M.  Patterson,  M.D Greensboro 

Committee   on   Emergency    Medical   Service 

David   Cayer,   M.D.,   Chairman Winston-Salem 

Graham   B.    Barefoot,   M.D Wilmington 

Ivan   W.   Brown,   M.D Durham 

James  W.  Tankersley,  M.D Greensboro 


Committee  to  develop   plan  of  prepayment   hospital 
and    medical    service    voluntary    insurance 

Verling  K.   Hart,   M.D.,   Chairman.   Charlotte 

Howard   H.   Bradshaw,   M.D. Winston-Salem 

M.  Barnes  Woodhall,  M.D Durham 

John  S.  Rhodes,  M.D Raleigh 

Robert   A.   White,   M.D Asheville 

Horace   G.    Strickland,   M.D Greensboro 

James  B.   Sidbury,  M.D Wilmington 

Paul  F.  Whitaker.  M.D Kinston 


McCain   Memorial 

Paul   F.   Whitaker,   M.D.,   Chairman Kinston 

Frederic   C.   Hubbard,   M.D North   Wilkesboro 

William   'M.   Coppridge,   M.D Durham 

Venereal  Disease 

Fred  G.  Pegg,  M.D.,  Chairman Winston-Salem 

Millard   B.   Bethel,   M.D Charlotte 

Malcolm  T.   Foster,  M.D Fayetteville 


ALPHABETICAL  LIST  OF  FELLOWS  FOR  1948  WITH 
POSTOFFICE  ADDRESSES 

The   number   in   small    t^•pe    following    each    name    indicates    the    county    society    under    which    the 
Fellow  is  listed  in   the   roster  by  counties. 

A  key  to  specialties  is  to  be  found  at  the  end  of  the  alphabetical  list. 


Honorary  Members 
Janet  Alexander,  M.D..  American  Mis- 
sion  Montgomery,  West  Punjab.  Pakistan 

Paul  V.  Anderson,  M.D Richmond,  Va. 

tWilliam  Seaman  Bainbridge,  M.D _    New  York 


.^Richmond,  Va. 
-Richmond,  Va. 
...--Norfolk,   Va. 


James  K.  Hall,  M.D. 
Stuart  McGuire,  M.D.  .. 
R.  L.   Payne.   Jr.,   M.D. 

Fred  W.  Rankin,   M.D Lexington,  Ky. 

William  Sharpe,  M.D.    .- - New  York 

Fellows   and  Honorary  Fellows 
*Abernethy,    Olivia,  GP  '■'•' Elkin 

*Abernethy,    Paul    McBee^s Rutherfordton 

Adair,  William  Edward,  GP  34 Erwin 

Adams,  Anne  Stephenson,  GP  -K. Concord 

Adams,  Carlton  Noble,  ObG  -5. Winston-Salem 

*Adams,    Fletcher   Ruff,    PH    w Concord 

Adams,   James   Robert,  Pd   ■"' Charlotte 

Adams,  R.  K..  PN  '■' Morganton 

Ader,   Otis   Ladeau,   PH  25 Walkertown 

Adkins,  T.   F.,  ObG  -■> Durham 

Alexander,   George  Thomas,   GP  21 Thomasville 

Alexander,  James  Moses,  I  *^ Charlotte 

Alexander,  James  Ramsay  (Hon.)  ^S" Charlotte 

Alexander,  Sydenham  B.,  I  23 Richmond,  Va. 

Allen,  Charles  Insley,  S  - Wadesboro 

Allen,   George  Calvin,   OALR  ^- Lumberton 

Allen,  Joseph  A.  (Hon.),  GP  «s New  London 

Allgood,  John   W..   I  -'^ Greensboro 

AUgood,   Reese  Alexander  (Hon.), 

GP   -"   „...- Fayetteville 

Alyea,   Edwin   Paschal,  U   -^ Durham 

Ambler,  Arthur  Chase,  Anes  s .....Asheville 

Anders,    McTyeire    Gallant    (Hon,), 

Pd  -'  Gastonia 

*Anderson,   Elbert  Carl,   Oph   ^- Wilmington 

Anderson,  Irene,  P  •"'- Wrightsville  Beach 

'Anderson,   John   Bascom,   GP   * Asheville 

Anderson,  Katherine,   Pd   -■'■ Winston-Salem 

Anderson,   Norman   LaRue   * Black   Mountain 

Anderson,  Richard  Speight,   S  -* Whitakers 

*Anderson,  William  Banks,  OALR  -" Durham 

*Andrew,  John  Montgomery,  R  -i Lexington 

Andrew,  Lacey  Allen,  Jr.,  U  -" ..Winston-Salem 

Andrews,  Edward  David  ^^ Charlotte 

Andrews,  G.  A.,  OALR  "i. _. ...Hamlet 

Andrews,   Vernon  L.,  GP  «« Mt.  Gilead 

Angel,    Edgar,    S   ^■> Franklin 

Angel,  Furman,  S  ^■>— ...Franklin 

Anthony,   James  Edward   (Hon.), 

GP  1'  Kings  Mountain 

Anthony,  William  Augustus,  GP  -~ Gastonia 

Antonakos,    Theodore,   S    32 Greensboro 

Apple,  Elbert  Dwight,   R  32 Greensboro 

*Arena,   Jay   Morris,   Pd   23 Durham 

Armentrout,    Charles    H..   I    s Asheville 

*Armistead,  Drury  Branch,  I  ss Greenville 

Armstrong,    Charles  Wallace 

(Hon.),  PH  I'-i Salisbury 

Ai-ney,  William  Charles,  GP  ^ Morganton 

*Arnold.  Ralph  Aranovitz,  OALR  23  -Durham 

Ashby,  Edward  Clayton  (Hon.),  S  «'' Mt.  Aii-y 

Ashby,  Julian  Warrington.  PN  '•''■ Raleigh 

*Ashe,   John  Rainev  (Hon.),  Pd   -"^ Charlotte 

*Ashford,  Charles  Hall.  GP  '-» . New  Bern 

■■  Pre.^ent  at  1918  meeting. 
t  Deceased. 


*Atkins,  Stanley  Sisco,  Or  s Asheville 

*Ausband,   John  Rufus,   GP  21 Denton 

Austin,  DeWitt   Ray,  P&U   ^'' Charlotte 

Austin,  Frederick  Da  Costa, 

Jr.,   S&U   ^» Charlotte 

*Avery,  Edward  Stanley,  I  23 Winston-Salem 

*Aycock,  Edwin  Burtis,  GP  5* Greenville 

*Aycock,  Francis  Marion,  GP  ■"■ Princeton 

*Ayers,  James  Salisbury,   GP  ''*^... Clinton 

*Bacon,  Harold  Lyle  ^" Bryson  City 

Bailey,   C.  Fletcher,  GP  =« Elizabeth  City 

"Bailev,   Clarence    Whitfield, 

OALR    24    Rocky    Mount 

Bailey,  Harmon  J.,  ObG  » Asheville 

Bailey,  Hilda  H.,   GP  * Banner  Elk 

Bailey,  Joseph  P.  36 Hendersonville 

Bailey,  M.  H.  ss Elizabeth  City 

Bain,  Eugene  A.,  PH  32 Greensboro 

*Baird,   Harry   Haynes,  U   -48 Charlotte 

Baker,  Horace  Mitchell,  Jr.,  S  ^2 Durham 

*Baker,  Lenox  Dial,  Or  23 Durham 

*Baker,  Thomas  Williams,  I  ^'-^ Charlotte 

'Baldwin,    William    E.,    Jr.   i* Whiteville 

Ballard,  Claude  H.,  GP  « Kinston 

Ballou,  James   Larkin,  Oph  3 Grassy  Creek 

Bandy,  William   Gaither 

(Hon.),    GP    " Lincolnton 

Bangle,  James  Alexander,  GP  i" Concord 

Banner,   Charles  Whitlock 

(Hon.),  OALR  ■•- Greensboro 

Barbee,  George  S.   (Hon.),  GP  ^3 Zebulon 

Barber,  John  F.  * Asheville 

Barder,   Robert   L.,   GP  " Lenoir 

Bardin,   Robert  Malcolm,  GP  '' Wilson 

'Barefoot,  Graham  Ballard,  Path 

&   R    -'2 Wilmington 

'Barefoot,  Sherwood  W.  32 Greensboro 

Barefoot,  William  Frederick.  S  ">- Wilmington 

'Barham,   Berlin   Francis,  GP  '"^ Asheboro 

'Barker,  Christopher  Sylvanus,  GP  i"--..New  Bern 

Barkwell,  John  H.,  GP  "■''■ Weeksville 

Barnes,   Henry  Eugene,  Jr.,  C   ^3 Hickory 

Barnes,  Jesse  Thomas.  S  '"' Asheboro 

Barnes,  Margaret  A.,  P  -in Charlotte 

Barnes.  Tiffany,  GP   «» Asheboro 

'Earnhardt,  Albert  Earl.  GP  ^ Kannapolis 

Barrett,   John  Milton,   Ob  =8 Greenville 

Barrier.  Henry  Webster,  PN  10 Concord 

Barringer,  Archie  L.,  GP  i" Mt.  Pleasant 

Barringer,  Phil  L.,  GP  i3 Hickory 

'Barron,   Archibald   Alexander 

(Hon.),   PN   « Charlotte 

'Basnight,  Thomas  Gray  (Hon.),  GP  "S  Greenville 

Bass,   Beaty   Lee,   S   «5— Rutherfordton 

'Bass,  Harris  Hartwell,  Ob  '2 Henderson 

'Bass,  R.  E.,  GP  i« Chadbourn 

Bass,    Spencer   Pippin   (Hon.),   GP   24 Tarboro 

'Battle,  Margaret  White.  ObG  24 Rocky  Mount 

'Battle,  Newsom  Pittman,  S  24 ..Rocky  Mount 

Baxley,  Raiford  D.,  S  2^^ Durham 

'Baxter,  Oscar  Dixon,  R  4'i Charlotte 

'Baylin,  George   Jav,   R   23 Durham 

Beach,  William  R.,   GP   ''■3-- Madison 

Beale,    Seth  McPherson,   GP   89.-. Elkin 

Beall,   Louis  Girardeau   (Hon.), 

NP   '^  Morganton 
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*Beall,  Lawrence  Lincoln,  S  32 Greensboro 

Beam,   Hugh   Martin,   GP   ^~ Roxboro 

*Beasley,  Edward  Bruce  (Hon.),  GP   ''■>.- .Fountain 

Beaver,    Charles   L.,   S    ^2 Greensboro 

Beaver,  William  Olive,  GP  32  .....Greensboro 

Beavers,  James  Wallace,  GP  25 Kernersville 

Beckwith.   Robert  Payne 

(Hon.),  Pd  33 ...Roanoke  Rapids 

Belcher,    Cecil  Cullen,   U   s Asheville 

Belding,  Helen,  I  25 Winston-Salem 

Belk,  George  W.   2t ...  ..  Gastonia 

Bell,    Andrew  E.   (Hon.)    GP    39._ ...Mooresville 

Bell,  Felix  Ortan,   GP   i Burlington 

Bell,  George   Erick,   ObG  " Wilson 

Bell,  L.  Nelson,  S  r.  Asheville 

Bell,   Orville  Earl,   GP  -* Rocky   Mount 

Bell,  Spencer  Alexander,  GP  88 Hamptonville 

Bellamy,  Robert  Hartlee  (Hon.), 

GP    52    . Wilmington 

Bellows,  Rowland  Thompson,  NS  ^9 Charlotte 

Belton,  Joseph   Franklin 

(Hon.),   GP    25       .....Winston-Salem 

Benbow,   Edgar  Vernon,  S  2.j Winston-Salem 

Benbow,  John  Thomas.  GP  23 Winston-Salem 

*Bender,  John  Joseph,  GP  ''2 Red  Springs 

''Bender,  John  Robert,  GP  25 Winston-Salem 

Bennett,  Basil,   P  * Asheville 

*Bennett,  Ernest  Claxton,  GP  "^2 Elizabethtown 

Bennett,  Joseph  Hammond  (Hon.), 

GP   2  Wadesboro 

Bennett,    P.    R.    ■»<» Bryson   City 

Bennett,  William  Lewis,  GP  so Bm-nsville 

Benson,  Norman  Oliver,  U  ''2 Lumberton 

Bentley,  James  Gordon,  GP  "'^ Moravian  Falls 

Benton,   George  Ruftin,   Sr.    (Hon.)    '•'' Fremont 

Benton,  George  Ruffin,  Jr.  '5 Goldsboro 

*Benton,  Wayne  Jefferson,  GP  32.. .„. Greensboro 

Berry,  James  William,  GP  5o Bakersville 

*Berryhill,  Walter  Reece,  I  &  Ed  2M....Chapel  Hill 

Bertling,  Marion  Henry,  ObG  ■*2 Greensboro 

*Best,  Deleon  Edward,  C  ''5 Goldsboro 

*Best,  Glenn  Eben,   GP  »6 Clinton 

Best,  Henrv  Blount  (Hon.),  GP  ". Wilson 

*Bethel.  Millard  Bainbridge,  PH  ^^ Charlotte 

Biggs,  John   Irvin,  S  ''2 Lumberton 

Biggs,    Montgomery  Herman 

(Hon.),  S  «5 Rutherfordton 

Bigham,  Rov  Stinson,  Jr.,  I  -49 Charlotte 

*Billings,    Gilbert   M.,   OALR  9 Morganton 

*Bird,    Ignacio    32 Greensboro 

'"Bitting,  Numa  Duncan  (Hon.),  S  -3 Durham 

''Bittinger,   Charles  Lewis  so Mooresville 

''Bittinger,   Samuel  Moffett,  T  « Oteen 

'"Bizzell,   Marcus  Edward,   OALR    '5 Goldsboro 

'*Bizzell,  Thomas  Malcolm 

(Hon.),  GP  "5 Goldsboro 

*Black,    George   William,    GP    *» Charlotte 

Black,   John   Riley,    Jr.,   GP   is Whiteville 

Black,  Kvle,  S  s-*..... Philadelphia,  Pa. 

Black.  Oscar  Reid  (Hon.),  GP  «* Landis 

'■'Black.  Paul   Adrian  Lawrence   52  Wilmington 

Blackshear,  Thomas  Joseph,  OALR  ''' Wilson 

Blackwelder,  R.  G.,  NP  '3 Raleigh 

Blackwelder,   Verne  Hamilton,   S    " Lenoir 

rBlair.   Andrew  I   ■*•'.. Charlotte 

Blair,  James  Luther,   ObG  27 Gastonia 

Blair.  J.  Saniuel,  Ob  2t Gastonia 

Blalock,  Burman  Karl,  GP  ^9 Charlotte 

Blanchard.  Irvin  T.,  GP  50 Elizabeth  City 

Blanchard.  Thomas  W.,   GP  2S HobbsviUe 

'*Bland,   Charles  Atlas,    GP  26 Louisburg 

Bliss,  Forrest  Edgar.  S  i^ Lawndale 

"Present  at  194S  meeting, 
t  Deceased. 


Block,  Milton  Edward,  GP  2i Lexington 

Blowe,  Ralph  Boyd.  GP  33 Weldon 

*Blue,  Waylon,  GP  *2 Jonesboro 

Bhimberg,  Alfred,  Path  » Atlanta,  Ga. 

Boehm,  Emil.  P  '•' Morganton 

Boice,  Edmund  Simpson  (Hon.), 

S   24       Rocky   Mount 

Bolt,  Conway  Anderson,  GP  '•^ Marshville 

Bolus,  Michael.  D  '3 Raleigh 

Bond,  George  F.,  GP  3« Bat  Cave 

Bond.  John  P.,  S  2T Gastonia 

Boney,   Elwood  Rantz,  I  -"s ..  Kinston 

Bonner,   John  Bryan,    GP  5 Aurora 

Bonner  John  Bryan  Havens,  T  5"...  Elizabeth  City 
*Bonner,  Kemp  Plummer  Battle 

(Hon.),   Pd   12 Morehead   City 

'*Bonner,    Merle   Dumont,  T  32 Jamestown 

■^Bonner,  Octavius  Blanchard,  OALR  32  High  Point 

Booker,  Edward  Nelson,  GP  n Selma 

'Boone,  William  Henry  (Hon.),  GP  23 Durham 

Boone,  William  Waldo,   GP   23 Durham 

*Bost,   Thomas   Creasy,   S   i» Charlotte 

Bostic,  William  Chivous  (Hon.), 

Ind   fi5   Forest  City 

Bostic,  William  Chivous,  Jr.  ^o Forest  City 

*Bowen,  James  Poore,  S   5i Aberdeen 

'^Bowers.  Marvin  Arthur 

(Hon.),    GP    25 Winston-Salem 

Bowles,  Francis  Norman,  ObG  23 Durham 

*Bowman,  Earle  Ledbetter  (Hon.), 

GP  f'2  Lumberton 

''Bowman,  Hugh  Edgar  (Hon.),  GP  5i    Aberdeen 

*Boyce,  O.  D.,  ObG,  2T _ Gastonia 

*Boyette,  Dan  P.,  Pd  *-^ Kinston 

Brabson,  John  Anderson,  S  *^ .....Charlotte 

*Brackett.  William  Ernest, 

OALR   3U   Hendersonville 

Braddy,  Wade  Hampton  (Hon.),  GP  '.  Burlington 
Bradford,  George  Edwin,  ALR  25     winston-Salem 

Bradford,    Wallace    Brown,    ObG    i'' Charlotte 

Bradford,  Williamson  Ziegler,  ObG  i<'....Charlotte 

Bradley,  John  D.,  P  *■  Asheville 

*Bradshaw,  Howard  Holt,  S  25 Winston-Salem 

Bradshaw,  Thomas  Gavin,   GP   '•'• —Wilson 

Bradsher,  James  Sidney,   I   30 Stovall 

*Brady,  Charles  Eldon,  GP  5i Robbins 

•Branaman,   Guy   Hewitt.    ObG   "3 Raleigh 

Brandon,  Henrv  Allen,  GP  ''•' Yadkinville 

Brandon,    Weslev    Otis.    GP   i" Concord 

Brandon,    William   R..    OALR    39...... Statesville 

Brantley,  Hassell  (Hon.),  OALR  24....Spring  Hope 
Brantley.  Julian  Chisholm,  GP  -*  ...Spring  Hope 

Brantley,  J.  C,  Jr.,  ObG  24 Rocky  Mount 

Brantley,  Thomas  H.,  U  i" Concord 

Bray,  Thomas  Latham.  I  i" Plymouth 

*Breeden,  William  Henry,  Pd  20 FayetteviUe 

Brenizer,  Addison   Gorgas  (Hon.),  S  •'"..Charlotte 

*Brewer,   James  Street.   GP    '''' Roseboro 

*Brewton,   William  Allan,   Ind   * Enka 

*Brian,  Earl  Winfrey,  I  '3 Raleigh 

*Bridger,  Dewey  Herbert,  GP  ' Bladenboro 

'Bridges,    Dwight   Thomas,   GP    " Lattimore 

"Briggs,  Henrv   Harrison.  Oph   * Asheville 

'■'Brinkhous,   Kenneth  M..   Ed   23 Chapel   Hill 

Brinn,    Thomas    Preston,    GP   10 Hertford 

'*Bristow,  Charles  Oliver,  Pd  "^i Rockingham 

Britt,  James   Norment,   GP  ''- Lumberton 

Brock,  Mary,  Pd  52 Wilmington 

*Brockmann,   Harry   Lyndon,   S  32 High   Point 

■^Brooks,  Ernest  Bruce,  I  25 Winston-Salem 

*Brooks,   Fred  Philips,  I   5S Greenville 

Brooks.  Harry  Eskridge.  GP  *^- Clayton 


ALPHABETICAL   LIST   OF   FELLOWS 
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*Brooks,  Ralph  Elbert,  U  i Burlington 

Brookshh-e,   Harlev  Gaskill 

(Hon.),    GP    s Asheville 

Broughton,  Arthur  Calvin,  Jr.,  GP  '■'' Raleigh 

*Broun,  Matthew  Singleton, 

OALR  ^^  Roanoke  Rapids 

*Brouse,   I.  E.,   R  =:; Wilmington 

*Brown,  Charles  W.  «i -- Hamlet 

Brown.  Clarence  Emanuel,  GP  <** Faith 

Brown,  E.  M.  (Hon.),  GP  ^ Washington 

Brown,   Frank  Reid,   I   ^- Greensboro 

Brown,  George  W.   (Hon.),  GP  ^s Raeford 

Brown.  Ivan   W.,  Jr.,   S  -^ Durham 

Brown,  James  Arthur,  Ob  64 Cleveland 

Brown,  James  Stevens,  Sr., 

(Hon.),    GP    -^'^ Hendersonville 

Brown,  Kermit  English,   ObG  ** Asheville 

Brown,  Landis  Gold,  S  '■- Southport 

Brown,    Victor   Emanuel,   I&S    -■' Williamston 

*Brown,  William  Move  Benjamin, 

ALR   "^   ' Greenville 

Brown,  Winfred  Earl,  P  » Banner  Elk 

Brownsberger,   Ethel  May  GP  s Biltmore 

*Brunson,  Edward  Porcher,  S  *** Albemai'le 

Bryan,  A.  Hughes,  I  -» Chapel  Hill 

Bryan,  Lorenzo  Dow  (Hon.) 

GP   -'^   Sneads  Ferry 

Buchanan,    Luther   Thomas 

(Hon.),   GP   «":_ Laurinbm-g 


Buckner,  James  Marion  (Hon.),  S  8....Swannanoa 

Buffalo,  J.  S.  (Hon.),  GP  "3 Garner 

*Bugg,  Charles  Richard,  Pd  ^3 Raleigh 

*Bugg.   E.  I.,  Jr.,  Or  -^ Durham 

*Buie,    Roderick  Mark,   PH  32 Greensboro 

*Bulla,  Alexander  Chester 

(Hon.),  PH   •■■ Raleigh 

*Bullitt,   James  Bell   (Hon.),  Path  23_  Chapel  Hill 

*Bullock,   Duncan    Douglas,   GP    o- Rowland 

*Bumgarner.   John    Reid  "«._. N.   Wilkesboro 

Bunch,   Charles,    S  ^9 Charlotte 

*Bundy,  James  B.,  GP  -'■> La  Grange 

Bundy,  William  Lumsden,  ^6 n.  Wilkesboro 

Bunn,  J.  J.  w Mt.  Pleasant 

Bunn,  Richard  Wilmot,  I  25 Winston-Salem 

Burdette,   F.   McP.,   GP&S  ■'- Southport 

Burleson,  William  Brown  (Hon.)   GP  ^.-Plumtree 

Burnett,  Thomas  J.  M.,  GP  s Black  Mountain 

Burns,    Joseph   Eugene,    Pd    i". Concord 

Burt,   Samuel  Perry   (Hon.),  GP  -^ Louisburg 

Burton.    Claude  Naylor.  ObG   ^ Asheville 

*Burwell,  John  Cole,  Jr.,  ObG  3- Greensboro 

Burwell.  Walter  Brodie,  I  -'3 Henderson 

*Busby,  George  Francis,  S  ''■^. Salisbui-y 

*BusbJ^  Julian,   GP  lo — Kannapolis 

Busby,   Julian   Goode  (Hon.),  Pr&D  154  Salisbury 

*Butler,  Lerov  Jefferson.  Pd  -'"' Winston-Salem 

*Byerly,  C.  H..  GP  " Siler  City 

*Byerly,   James    Hampton,    GP    *- Sanford 

Byerly.   Wesley   Grimes,   OALR  " Lenoir 

Bynum,  C.   C,    GP   5 „ Belhaven 

*Byrd,   Charles  W.,  GP  3* Dunn 

*Byrd,   William  Carey.  T  3S  McCain 

Byrnes,  Thomas  Henderson,  Path  49 Charlotte 

Calder,  Duncan   Graham,   Jr.,  S   i" Concord 

*Caldwell,   D.   G..   T    i«-... Concord 

Caldwell.    Lawrence   McClure,   GP  i3    Newton 

Caldwell,  Robert   Manfred,  Ob  oa Mt.   Airy 

Callaway.  Jasper  Lamar,  D   -^ Durham 

*Camp,  Horton,  GP  " Pittsboro 

*Cannon.   Eugene   Bolivia  "^'^ Asheboro 

Cardwell,  D.  Willard,  I  ^2 Greensboro 

Carlton,  Romulus  Lee  (Hon.), 

PH  2.5  -Winston-Salem 

Carlyle,   John  Bethune,    Ind   i Burlington 

*  Present  at  1948  meeting. 


*Carpenter,   Coy  Cornelius, 

Path   &   Ed   23 Winston-Salem 

Carr,   Catherine   C,  GP    s Biltmore 

Carr,  Eugene  Morrison,   I  « Asheville 

*Carrington,  George  Lunsford,   S   ^ Burlington 

Carrington,    Samuel   Macon,    S   so Oxford 

Carroll,  Fountain  Williams,  GP   si Hookerton 

Carroll,  R.  Chai-man,   PN  23       Dui-ham 

Carter,  Francis  Bayard,   ObG  23 Durham 

Carter,  Paul  Conway,  GP  ''■> Madison 

Carter,   Warren   Dallas,    PH   2 Wadesboro 

Casstevens,  John  Claude,  GP   25 Winston-Salem 

Casteen.  Kenan,    OALR  63 Leaksville 

Castellow,  Cola,  S  e Windsor 

Cater,    Clinton    Duncan,    Ob    32 Greensboro 

*Cathell,  Edwin   Jennings,   S  21 Lexington 

Cathell,    James  Luther,   S   21 Lexington 

Caveness,  William  F.,  N  "3 Raleigh 

Caveness,   Zebulan  Marvin  (Hon.),  Pr  "3  Raleigh 

Caviness,    Verne  Strudwick,   I   ''^ Raleigh 

Caver,  David  GE  25 Winston-Salem 

*Cekada,   Emil  Bogomir,   I  23 Durham 

"Chamblee,    John  S.,   PH   24 Nashville 

*Chandler,  E.  T.,  GP  =4 Richlands 

Chandler,  Weldon  P.,  GP  s Weaverville 

Chaplin,  Steenie  Charles,  GP  47 Columbia 

Chapman,  Edwin  James,  ALR  8 Asheville 

Chastain.   Loren  Lee,   GP  63 Cliffside 

*Cherry,  James  Henderson,  Or  s Asheville 

Chesson,  Andrew   L.,   S   '^ Raleigh 

*Chester,  Pinkney  Jones,  OALR  5i__Southern  Pines 

Choate,    Allyn  Blythe,    I  49 Charlotte 

Choate,    Glenn    64    Salisbury 

Choate,  James  Walter,  GP  «■* Salisbury 

Clapp,  Hubert  Lee,  GP   - Swannanoa 

*Clark.  Badie  Travis.  S   " Wilson 

Clark,    DeWitt    Duncan,  GP   ^ Clarkton 

Clark,   Harold  Stevens,  S   «-- Asheville 

*Clark,   Lintner,   R    "3 Raleigh 

*Clark,  Milton  Stephen,  GP  "■"' Goldsboro 

Clark,  William  L.,  I  i3 Hickory 

*Clary,  William  Thomas,  ObG  32 Greensboro 

Clay,  Earl  Lewis,  I  so Oxford 

Clayton,  Eugene    C,    GP    «. Asheville 

Clayton,  Milton  Burns, 

OALR   39    -.Washington,  D.    C. 

fClement,  Edward  Buehler  (Hon.), 

OALR  64  ._. Salisbury 

Cleveland.  Pai'ish  Bowman,   GP  2s Gatesville 

Cliff,   Benjamin   Franklin,    GP    4i Benson 

Clinton,  Roland  Smith   2t Gastonia 

Cloninger,  Charles  Edgar,  GP  13 Conover 

Cloninger.  Kenneth  Lee.  ALR   13 Newton 

Clyatt,  Claude  Eugene,  GP  21 Denton 

*Cobb,  Donnell  Borden,    S   ''' Goldsboro 

*Cochrane,    Fred   Richard  49 Charlotte 

Cochrane,  James  Daniel,  GP  13 Newton 

Cocke,  Jere  Ellis  (Hon.)  s Asheville 

*Codington,   Herbert  Augustus 

(Hon.),  S  '■- Wilmington 

Codnere,   John  T.,  U  « Asheville 

'Coffev.  James   Cecil,   GP  C4 Salisbury 

Cogdell,   David   Melvin,  GP  20_. ...FayetteviUe 

Cole,    Walter   Francis   (Hon.),   Or  32     Greensboro 
*Coleman,  Howe  Reese,  Jr.,  OALR  52  wiilmington 

CoUings,  Ruth  Mary,  GP  32 Greensboro 

Combs,    Fielding,   ALR    23 Winston-Salem 

*Combs,    Joseph   John,    I   ^3 Raleigh 

Conrad,    Elizabeth,    Pd   25 Winston-Salem 

*Cook,   Henry  Lilly,   Jr.,   OALR  32 Greensboro 

*Cook,  Joseph  Lindsay.  GP  32 Greensboro 

*Cook,  William  Eugene,  T  i_- _ .„_- Mebane 

Cooke,  Gradv   Carlyle,  S   25 Winston-Salem 

Cooke.  H.  M.,  GP  49 Charlotte 

t  Deceased. 
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Cooke,    Quinton    Edwin,    GP    ^" Murfreesboro 

Cooke,  Ralph  M..  GP  '■■' Elkin 

Cooley,  Samuel  Studdiford,  GP  «  .Black  Mountain 

*Cooper,  Albert  Derwin,  A  -3 __  ^Durham 

*Cooper,   George    Marion   (Hon.),    PH   "-'^^..Raleigh 

*Coppridge,   William  Maurice,    U   -•'-.. ....Durham 

*Corb(?tt,  Clarence  Lee,  GP  3* Dunn 

Corbett,    James    Patrick,    GP    ^4 Swansboro 

Corbin,  George  W.,  Jr.,  GP  '3__.... .Wake  Forest 

Corcoran,  Edwin  E.,   I  &  D  « Asheville 

Cornell,  William   Sessions,  S  « Charlotte 

Cornwall,  Abner  Milton,   S   -14 __ Lincolnton 

Corpening,   Flave    Hart,    GP   sc ...Horse   Shoe 

Corpening,  Oscar  J.  (Hon.),  GP  ii....Granite  Falls 

Corpening,  William  Nye,  GP  " Granite  Falls 

*Costner,   Walter  Vance,    Pd  ■** Lincolnton 

Couch,  Vanderbilt  Franklin, 

OALR   -■"'   - Winston-Salem 

Covington,  Furman  P.,  GP  -i Thomasville 

Covington,  James  Madison,  Jr., 

GP  -  Wadesboro 

Covington,   John   Malloy  Clayton, 

OALR  S'^ Roanoke  Rapids 

*Cox,  Alexander  McNeil,  GP  63 Madison 

Cox,  Grover  Steadman  (Hon.),  Pd  i8....Tabor  City 

Cox,   Samuel   Clements,  GP  ^* Jacksonville 

Cox,  William  Foscue,  I  ^r. Winston-Salem 

Coy,  Francis  Mathew,  GP   i'' Murphy 

*Cozart,  Benjamin  Franklin  "3 Reidsville 

*Cozart,  Samuel  Rogers,  GP  ^2 Greensboro 

*Cozart.   Wiley   Simon   (Hon.), 

GP  "•'■ Fuquay  Springs 

Craig,  Robert  Lawrence,  N  -s.... ...Durham 

*Craig,   Sylvester   Douglas 

(Hon.),  I  -•' Winston-Salem 

Crane,  George  L.,  I  -■< Durham 

Cranmer,   John  B.   (Hon.),  S  ^" Wilmington 

*Cranz,  Oscar  William,  S  -^^ Kinston 

*Craven,   Frederick   Thorns,    GP   i" Concord 

*Craven,  Jean  Davidson,  Pd  ^i Lexington 

Craven.    Thomas,    GP   ^^ Huntersville 

Crawford,  William  Jennings,   U    "^ Goldsboro 

Crawford,  Robert  Hope,  S  "^ Rutherfordton 

*Creadick,    Robert    N.,    ObG   -3.... .Durham 

Credle,    Carroll    Spencer,    GP    «. Colerain 

Creech,    Bennett,    GP    -ti „ ____ .....Selma 

*Creech.  Lemuel  Underwood,   GP  32     High  Point 

Creed,   George   O.,   GP  •■' Laurel  Hill 

Crescenzo.  Victor  M..  I  ''3 Reidsville 

*Crisman.   C.   S.,    GP   ' _. Graham 

Crisp,  Sellers  Mark.  Ob  's Greenville 

Cromartie,  Robert  S.  (Hon.),  PH  '....Elizabethtown 

Croom.   A.   B.,   GP  32 High  Point 

Croom,   Gabe    Holmes,    P    « Asheville 

*Croom.   Robert  De   Vane,   Jr.,    GP   62 Maxton 

Cross,   Almon   Rufus.   ObG  32 High   Point 

Crouch,  Auley  McRae   (Hon.),  Pd  52  Wilmington 

Crouch.  Auley  McRae,  Jr.,  Pd  52    .Wilmington 

Crouch,  Thomas  Dalton  (Hon.), 

GP  30 ...Stony  Point 

Crow,  M.  B.,  R  3C      Hendersonville 

Crow,  Samuel  Leslie,  I  ■'' Asheville 

Crowell,   James   Allen,   ObG   « Charlotte 

*Crowell,  Lester  Avant,  Sr. 

(Hon.),  S  ■»-'  Lincolnton 

*Crowell,   Lester   Avant,   Jr.,  I  44 Lincolnton 

Crump.    Cecil    Lavon,   OALR   s Asheville 

Crump,   George  Curtis,   I  ** Asheville 

*Crumpler,  Amos  Gilmore,  GP  "3     Puquay  Springs 

*Crumpler.  James  Fulton.  Pd  24 ...Rocky  Mount 

Grumpier,  Paul  (Hon.).  GP  «''.... Clinton 

Cubberely.  Chai-les  L..  Jr..   GP  '■...-.. .....Wilson 

Cummings,  Michael   Penn   (Hon.). 

GP  "3 Reidsville 

*  I're.'ient  ;it  in  IS  ineetinj. 


*Currie,    Daniel   Smith   (Hon.),   GP   ''- Parkton 

*Cm-rie,    Daniel  Smith,  Jr.,   OALR   -" Durham 

Currin,   R.    G.,    GP    '2 Henderson 

*Cutchin,  Joseph  Henry  (Hon.),  GP  24._..whitakers 

*Cutchin,  Joseph  Henry,  Jr., 

GP  ■'■'■'  Roanoke  Rapids 

*Dale,  Grover  Cleveland.  GP   '•' ..Goldsboro 

Dalton,   Bennie    Booker,   GP    '"' _ Asheboro 

Dalton,    William    B..    GP   32 Greensboro 

Dalton,  William  Nicholson 

(Hon.),    GP    2.-. Winston-Salem 

tDanehy,    Robert  J..    S  13 Newton 

Daniel,  L.   Sam,    GP   so Oxford 

*Daniel,   Walter    Eugene,    U  4!' Charlotte 

*Daniels,    Oscar   Carroll 

(Hon.).    OALR   ''3 Oriental 

Daniels,  Robert  E.,  GP  •- Asheville 

*Daughtridge,   Arthur  Lee,  R  24 Rocky  Mount 

Davant,   Charles,   GP   " Lenoir 

Davenport,    Carlton   Alderman,   GP    ii'....Hertford 
Davey,  Joseph  Aloysius,  GP  2!i Robbinsville 

'Davidian,   Vartan  A.,  S  ^i.. Smithfield 

Davidson,   Alan,    OALR  39     Statesville 

Davidson.   John  E.   S.   (Hon.),   Oph  49  .Charlotte 

*Davis,  Charles  Burdis,  GP  "'2 Wilmington 

*Davis,   James   Matheson,  Pd  2 Wadesboro 

Davis,  James  W.,   R  '■' Morganton 

*Davis,    James    Wagner   (Hon.),    S    39     gtatesville 

Davis,  John   Preston,   I  2". Winston-Salem 

Davis,   Joseph   F.   (Hon.),  GP  32 Greensboro 

*Davis,  Julius  Theodore,  ObG  32 ...Greensboro 

Davis,  Philip  Bibb,  S  32_______ High  Point 

*Davis,  Rachel  Darden,  Ob  43 Kinston 

*Davis.  Richard  Boyd  (Hon.).  S  32  Greensboro 
Davis.  Thomas  W.  (Hon.)  ALR  2".  Winston-Salem 
Davis,   William   H.,   Jr..   GP   '■'■ ..Elizabeth   City 

■Davison,  Wilburt   Cornell,  Pd  &  Ed  2.-! Durham 

Dawson,  William  Earl,   GP  3i Stantonsburg 

Deans,   Arthur    Wood    (Hon.),   GP    24     Battleboro 

*Deaton,  Paul  M..  GP  39_ Statesville 

DeCamp,  Allen  Ledyard,   ObG  49 Charlotte 

Dees,  Daniel  Alfonzo  (Hon.),  OALR  •"'■'■.. ..Bayboro 
Dees.  John  Essary.  U  23 Durham 

*Dees,   Ralph  Erastus  (Hon.),   GP  32     Greensboro 

*Dees,  Rigdon  Osmund  (Hon.),  GP  32     Greensboro 

Dees,  Susan  Coons,   Pd  23 Durham 

Dewar,  William  Banks,  I  "3 Raleigh 

*Dick.  MacDonald.   I  23 Durham 

Dickie.   J.  W..  GP   ■'■2 Wilmington 

Dickinson.  Elijah  Thomas  (Hon.),  ALR  ""..Wilson 

'Dickinson.  Kenneth  D,  Ob  "3.. Raleigh 

*Dickson.  Malcolm   Shields,  GP  1 Burlington 

Dillard.  George  Penn  '•3 Draper 

Dimmette.  J.  A..   GP   -' Gastonia 

*Ditmore.  Harry  Boaz.  GP  4S Marshall 

*Dixon,  George  Grady   (Hon.),  GP  •"■'^ Ayden 

Dixon.   Guv  E.    (Hon.),   PN   3i; Hendersonville 

Dixon.  P.  L..  Jr..  GP  •'■4 ...Richlands 

Dixon.  William  Harvey,  Pr  24 Rocky  Mount 

*Doffermyre,  Luther  Randolph.  GP  34 Dunn 

Donnelly,    Grant   Lester,   GP    -      Oteen 

Donnelly,  James  Ford.  ObG  2' Winston-Salem 

Doran.  Martha  V..  GP  32 ..Greensboro 

Dorenbusch.  Alfred   A..  Otol   49 Charlotte 

*Dosher,  William  Sterling.  ObG  '>- Wilmington 

*Dotterer.  Elizabeth  James.  GP  42 Sanford 

Dotterer.  John  E..  GP  42 Sanford 

Dowling.  Judson  Davie.  Jr..  GP  "= Mt.  Olive 

Drake,  Benjamin  Michael.  PH  h3 Leaksville 

Draper,   Arthur  J.,   I  49 Charlotte 

Drummond.  Charles  Stitt,  Pr  2.1  winston-Salem 
Duck.  Walter  Otis,  GP  4b .....Mars  Hill 

*Duckett.   Virgil  Howard,   GP  So Canton 

Duffy,   Charles.  Pd   i9. New  Bern 

^  Deceased. 
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Duffy,  Richard  Nixon  (Hon.),  S   '■' New  Bern 

Duffy,  Richard  N.,  Jr.,  GP&S  i".,- New  Bern 

Dula,  Frederick  Mast,  S  " Lenoir 

♦Duncan,   Stacey  Allen,  GP  ^^ Benson 

Dunlap,  Lucius  Victor  (Hon.),  GP  ''*..-  Albemarle 

Dunn,  Richard  Berry,  ObG  •'-..- ....Greensboro 

Durham,  Carey  Winston,  GP  32 Greensboro 

Dyer,  John  Wesley,  GP  32 High  Point 

*Eagle,   James  Carr,   GP   ^* Spencer 

Eagle,  Watt  Weems,  ALR  -^ Durham 

Eagles,   Charles   Sidney   (Hon.),   GP  "..  Saratoga 

Earle,  Jesse  Burns,  Ob  1+. Siler  City 

Earp,  Raymond  Elmore,  S  ^' Selma 

*Easley,  Eleanor  Beamer,  ObG  ^s Durham 

*Easom,    Herman   Franklin,  T   '^~ Wilson 

Eaves,   Rupert  Spencer,   S  '"' Rutherfordton 

tEckel,  O.  F.  (Hon.),  Anes  -^ Asheville 

Eckbert,  William  Fox  -'7 Cramerton 

*Eckerson,  Charles  Neil,  GP  "s Troy 

Edgerton,  Glenn  Souders,  ObG  ^^ Charlotte 

Edmundson,  Frank,  Jr.,  GP  "" Asheboro 

*Edwards,  Bertie  Oscar  (Hon.),  I  « Asheville 

Edwards,   Forest  D.,   Ob  ^^ .....Lawndale 

Edwards,   Vertie  Edward  (Hon.), 

GP    32   ...Greensboro 

*Eldridge,   Charles  Patterson,   GP   '3.... ..Raleigh 

Eldridge,  Harvey  A.,  GP  34 Dunn 

*Elfmon,   Samuel  Leon,  I  20 ..Fayetteville 

Eller,  Albert  J.  (Hon.),  PH  t8 Wilkesboro 

*Ellington,  Amzi  Jefferson  (Hon.), 

OALR   1   Burlington 

Elliot,   Avon  Hall,   PH'^s   Wilmington 

♦Elliott,  Joseph   Alexander,  D  -49 Charlotte 

♦Elliott,    Joseph   Alexander,   Jr.   *^ Charlotte 

Elliott,   Julian  Carr,   S  30 Oxford 

Elliott,  William  McBrayer,  GP  63 Forest  City 

♦Ellis,  Elizabeth  Lange.  GP  32  ...Greensboro 

♦Ellis,  Ralph  V.,  A  &  I,  32 Greensboro 

♦Ennett,   Nathaniel  Thomas,   PH   12 Beaufort 

Erb,   Norris   Scribner,   U  "^ Salisbury 

Erickson,  Cyrus  Conrad,  Path  -3 Durham 

♦Ernst,   H.   E.,    GP   i" ...Concord 

Ervin,  John  Witherspoon,   GP  " Morganton 

♦Erwin,   E.    A.,   GP    "' Laurinburg 

Etherington,  J'ohn  L.,  OALR  To Goldsboro 

♦Ewers,  Edwin  Patterson,  GP  -~ Warsaw 

Fagan,   Phillip  GP  "2..... Fairmont 

♦Faison,  Elias  Sampson,  I  *9. Charlotte 

Faison,  Yates  Wellington  (Hon.), 

Pd  «     _ Charlotte 

Fales,   Robert   Martin,  GP   52 Wilmington 

♦Falls,  Fred,  GP  i" Shelby 

♦Farmer,   William   Anderson,  S   -" Fayetteville 

Farmer,  William  Dempsey,  OALR  32  Greensboro 
♦Farmer,  W.  E.,   I   ^ Asheville 

Farnsworth,  David,  I  s... Oteen 

Farrington,  Reno  Kirby,  S  21.... Thomasville 

Farthing,  John  Watts,   S  ^'2 Wilmington 

♦Fassett,  Burton  Watson  (Hon.), 

OALR    23    Durham 

♦Faulk,  James  Grady,  S  ^i .  ._  Monroe 

Fauntleroy,    Joseph   Whittlesey,    Ob   '■'■''■    .Zirconia 

Fearing,  Isaiah  (Hon.),  GP  ■"'«-... Elizabeth  City 

Fearrington,    James   (Cornelius 

Pass,    I    25...... Winston-Salem 

Feezor,  C.  N.,   GP   «< Salisbury 

Feldman,  Leon   Henry,   I   ^ Asheville 

♦Felton,  Robert  Lee,  Jr.,  GP  si Carthage 

Fenner,  Edwin  Ferebee  (Hon.)  "2 Henderson 

♦Ferguson,    George   Burton,   OALR  23 Durham 

Ferguson,  Robert  Thrift,  G  *^ Charlotte 

Ferneyhough,  William  Todd,  OALR  '■"  Reidsville 
■Present  at  littfi  meetingr. 
t  Deoea.sed. 


Ferrell,  John  A.,  PH  " Raleigh 

Fetner,  Lawrence  Merrill,  R  'i Lenoir 

Field,  Bob  Lewis,  GP  ''•* Salisbury 

♦Fields,  Leonard  Earl,  GP  23 Chapel  Hill 

Fike,   Ralph  Llewellyn,  GP  '^t Wilson 

Finch.  Ollie  Edwin  (Hon.),  I  ^3. Raleigh 

Fink,  Emma  Sloop,  GP  •* Crossnore 

Finney,   Jonathan   Richard  ^^ ..Boonville 

Fisher,   Ernest   W.,   GP   ^s .....Franklin 

♦Fisher,  George  Walton,  Jr.,  GP  62  Eiiza^ethtown 

Fitzgerald,  Charles  Edmund,  GP  ''* Farmville 

Fitzgerald,   John  Dean,   S  ■'~-— Roxboro 

♦Fitzgerald,   John    Herbert,   OALR    -n.  ..Smithfield 

Fitzgerald,  John  Hill,  Jr.,  GP  -'■' Lincolnton 

Flagge,  Philip  Wesley  (Hon.),  I  32  Fair  Hope,  Ala. 

Fleetwood,  Joseph  Anderton,  GP  53 Conway 

Fleming,    Frank   R.,    GP  «'■*..- Elkin 

Fleming,  Fred   Henry,  GP  3-4.__... Coats 

Fleming,  Lawrence  Edwin,  S  **    Charlotte 

♦Fleming,  Major  Ivy,  R  24     Rocky  Mount 

Fleming,  Ralph  Gibson,  GP  23.._... ...Durham 

Flippin,  James  Meigs  (Hon.) 

GP  ''U  ......Pilot  Mountain 

Flippin,   Samuel  T.  (Hon.),   GP  «!» Siloam 

♦Flowers,  Arthur  H.,  Jr.,  D  =3    Durham 

Flowers,   Charles  Ely   (Hon.)   ObG  ~'-^ Zebulon 

♦Flowers,    Charles  Ely,  Jr.,    ObG  "3 Zebulon 

Floyd.  Anderson  Gayle,  GP  is Whiteville 

Floyd,  Hal  Stanfield,  GP  S2 Fairmont 

Floyd,  Lawrence  Dowe  (Hon.)  GP  i8....Fair  Bluff 

Floyd,  William  Russell,  S   "> Concord 

Flythe,  William  Henry,  I  32 High  Point 

♦Forbes,    Thomas   Earl,   GP  63 Reidsville 

Forbus,    Wiley    Davis,   Path    23 Durham 

Ford,   David    Emerson,   PH   5 Washington 

♦Ford,   Fred,   GP   C2 Maxton 

Forrest,  Daniel  Efland,   GP  23 Hillsboro 

♦Forsyth,  H.  Francis,  Or  2S     Winston-Salem 

Fortescue,   William   Nicholas, 

GP   31)    - -Hendersonville 

Fortune,    Alexander   Fletcher 

(Hon.),   GP   32 ...Greensboro 

Fortune,   Benjamin    Fletcher    32 Greensboro 

Foster,  Clarence  B.,  Oph  <9 Charlotte 

♦Foster,  Howitt,  H.,  GP  '-' Norlina 

♦Foster,    John   Franklin,    GP    42    Sanford 

Foster,  Malcolm  Tennyson,  PH  20 Fayetteville 

Fowler,   Henry  Jackson,    GP   25 Walnut   Cove 

Fowler,  Shelton  F.,  GP  " Lenoir 

Fowlkes,  William  Mortimer,  Jr.,  GP  ^3     Wendell 

Fox.  Dennis  Bryan,  S  68 Albemarle 

Fox,    Francis   Hill,   I   23  Durham 

Fox,   Herbert  Junius,   I   23 Durham 

Fox,  Norman  Albright,  GP  32 ..Greensboro 

♦Fox,  Powell  Graham,  U  ^3 Raleigh 

Fox,    Robert  Eugene,    PH  "3 Albemarle 

Franklin,  Ernest  Washington,   ObG  ''^....Charlotte 

♦Frazier,  John  Wesley,  Jr.  64 Salisbury 

♦Freedman,  Arthur,  I  32 ...Greensboro 

Freeman,  Alton  Brown,  GP  ''>o Randleman 

♦Freeman,  Jere  David,  OALR  52 Wihnington 

Freeman,    Percy    L.,    U  27 Gastonia 

Freeman,  William   Talmage,    Pd   * .Biltmore 

Fresh,    William  Maurice,   OALR   13 Hickory 

Fritz,    Jacob  Luther,   ALR    ''" Asheboro 

Fritz,  Oliver  Grady,  GP  25 Walkertown 

♦Fritz,  William  Abel,  GP  13 Hickory 

Frizzelle,  Mark  T.  (Hon.),  GP  5S... Ayden 

Frye,   Glenn  Raymer,   S   13 Hickory 

Fulcher,    Luther,    GP   12 Beaufort 

♦Fuller,   Henry    Fleming,    ObG    « Kinston 

*Fulp,   James    Francis,   GP   "3 Stoneville 
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*Furgurson,  Ernest  Whitmal,  GP  " ..Plymouth 

Furman,  William  H.   (Hon.)   '-.... .....Henderson 

Futrell,  Lokie  Melton,   GP   3" Murfreesboro 

Gage,  Lucius  Gaston,  I  « Charlotte 

Gallant,   Robert   Miller  (Hon.),   GP  ■«»...  Charlotte 
Gamble,  John  R.,  Jr.,  GP  *^- Lincolnton 

*Gambrell,  Grover  Cleveland,  PH  -i Lexington 

"Gardner,   Clarence   Ellsworth,  Jr.,  S  23_,..Durham 
Garrard,   Robert  Lemley,  NP  •'- Greensboro 

*Garren,  Robert  Hall  (Hon.),  OALR  ti Monroe 

Gai-renton,    Connell,    T    ^^ Bethel 

Garrett,  Frank  Bernard  (Hon.), 

OALR    "1    Rockingham 

*Garrison,    Ralph   Bernard,   Ob   ci Hamlet 

Garriss,   Frank   Henry  (Hon.),  PH  «... Lewiston 

*Garvey,   Fred   Kesler,   U   -^ Winston-Salem 

Garvey,  Robert  Robey,   U  3 Blowing  Rock 

Garvin,  David  O.,  PH  ^3 Chapel  Hill 

Gaskin,  John   Stover,    GP  68 Albemarle 

*Gaskin,  Lewis  Roy,  GP  "s Albemarle 

Gaskin,  Madge  Baker,   G  6S Albemarle 

Gasque,  Mac  Roy,  GP  ^o Fontana  Dam 

Gast,  Charlotte  Marie  i3 ......Hickory 

*Gaul,  John  Stuart,  Or  ^^ Charlotte 

*Gay,  Charles  Houston,  Pd  *^ Charlotte 

*Geddie,  Kenneth  Baxter,  Pd   32 High  Point 

Gentry,   George   W.    (Hon.),   GP  ^'' Roxboro 

Gibbon,    James   Wilson,    S    « Charlotte 

Gibbon,   Robert  Lardner   (Hon.),   S  "lo..  Charlotte 

Gibbons,  George  W.,  GP  ■'''' Canton 

Gibbons,  Julius  J.,  GP&S  n... Lenoir 

Gibbs,   Emmett  Wvattman  (Hon.),   GP  i".  Shelby 

*Gibbs.  Stuart  Wvnn.  R  -■*..... Rocky  Mount 

Gibson,  F.  D.,  Jr.,  GP  "- Fau-mont 

*Gibson,  Lauren  Osborne  (Hon.), 

ObG  39   Statesville 

*Gibson,  Milton  Reynolds  (Hon.), 

OALR  T3 -- Raleigh 

Gibson,  M.  W.,  GP  " Goldston 

Gilbert,  Edward  Lee,  GP  2s Winston-Salem 

Gilbert,  George  G.,  U  « Asheville 

Gill,  Joseph  Armstrong,  GP  so Elizabeth  City 

Gillespie.  Sanui:!  Crawford,  I  » Asheville 

*Gilmore,  Clyde  Manly,  I  32 Greensboro 

*Gilmour,  Monroe  Taylor,  I  ^9 Charlotte 

tGilreath,   Frank   Hackett 

(Hon.)    "« ......North   Wilkesboro 

Glass,  Sarah  E.,  P  '3 Raleigh 

Gleitz,    Allen   A.,   S   54 Jacksonville 

Glenn,    Channing,    GP    ''....- Elizabethtown 

*Glenn,  Charles  Arthur,  S  -7. Gastonia 

Glenn,  Charles  Foster,  S  c^... Rutherfordton 

*Glenn,   Dorothy  Norman,   GP  2^ Gastonia 

Glenn,  Henry  Franklin,  Jr.,  GP  -'... ..Gastonia 

Glenn,  John  C,  Jr.,  R  -"■ Quantico,  Va. 

Glenn,   Lucius   Newton  (Hon.),   S   -' Gastonia 

Glover,  F.  O.,   GP  o* Salisbury 

Goddard.    David  W.,   U   23 Durham 

*Gold,  Ben,  Pd  " — ...Shelby 

*Goley.  Wililard  Coe.  GP  i Graham 

Goode,  Thomas  Vance  (Hon.),  S  39 Statesville 

*Goodman.  E.  G.,  I  ^--...- Wilmington 

Goodwin,   Cleon  Walton,  S   "' Wilson 

Goodwin-Barbour,    Edith,    GP    9... Morganton 

Goodwin,   Oscar  Sexton,   GP  "3 Apex 

Gordon.  John  Simpson.  ALR  -in Charlotte 

Goswick,  Harry  Wilson,  Jr.,  S  2,i._„Winston-Salem 

*Goudelock,  John  Jeffries.  U  "i Monroe 

*Goudge,  Mabel  Ensworth,  P  2.3 Durham 

*Gouge.    Arthur    Edward,    GP  so Bakersville 

Gouldin.   John  M.,   GP  "' Elm  City 

fGove,  Anna  M.  (Hon.).  GP  32 Greensboro 

Grady.  Edward  Stephen,  Ob  4i Smithfield 

'  Present  at  1943  meeting. 
t  Deceased. 


Grady,  Franklin  M..  GP  " New  Bern 

Grady,  James  C.  (Hon.).  GP  ■*! Kenly 

*Graham.  Charles  Pattison,  S  ^- .Wilmington 

*Graham,   John  Borden,  Path  23 Chapel  Hill 

Graham,  William  Alexander,  ObG  23 Durham 

Grant,  H.  B.,  Pd  24 Rocky  Mount 

Grantham,  Wilmer  Lloyd  (Hon.),  U  «...  Asheville 
Graves,  Robert  Williams,  N  23 Durham 

*Gray,  Cyrus  Leighton,  R  32.. High  Point 

Gray,  Paul  M..   S   23 Durham 

Grayson.  Charles  Shober  (Hon.),  Ob  32_  High  Point 

*Green,  Harold   David,  I&Pliv  25     winston-Salem 

Green,  William  Wills  (Hon.)  S  24 Tarboro 

Greene,    Garland    V.,    GP   "4 Mocksville 

Greene,  James  Verdery,  GP  20      Fayetteville 

Greene,  Joseph  Berry  "(Hon.),  OALR  *...  Asheville 

'"Greene,  Phares  Yates.  GP  1 Burlington 

Greene,  William  Alexander,   GP  '"^ Whiteville 

*Greenhill,   Maurice  Herzberger,   PN  '-■'■     Durham 
Greenwood,  Adolphus  Barte  (Hon.), 

U   8    Asheville 

Greenwood,  James  G.,  Hosp.  Res.  49 Charlotte 

Grier,  Charles  Talmadge  (Hon.)  5i Carthage 

*Grier,  John  C,   P  "'i -_....West  End 

*Griffin,  Harvey  Lee,  GP  "o Asheboro 

Griffin,    Harold    Walker,    OALR   is Hickory 

Griffin,   Leslie   W.,    GP  3' Erwin 

Griffin,  Mark  Alexander  (Hon.),  P  « Asheville 

Griffin.  William  Ray  (Hon.),  PN  « Asheville 

*Griffis,   John    William    21 Denton 

'Griffith.    Franklin    Webb   (Hon.),    S   ».__  Asheville 
Griffith,  Lewie  Muller  (Hon.),  OALR  s.  Asheville 

Griffith,  Mary  Irene,  Ob  25     Winston-Salem 

Grigg,  Willard  W.,  GP  27 Gastonia 

Griggs,   Boyce   Powell.  GP   ** Lincolnton 

Grimes,  William  Lawrence 

(Hon.),    S    23,„__ Winston-Salem 

Crimson,    Keith  Sanford,    S   23 Durham 

Groome,  James  Gordon,  GP  32 High  Point 

Groves,   Robert  Burwell,   GP   27 Lowell 

*Gunter,    June   U..   Path    23 Durham 

*Gunter,  Van  Wyche,  GP  ■*- ..Jonesboro 

Gwynn,  Houston  Lafayette.  GP  1 Yanceyville 

*Haar,  Frederick   Behrend,   Pd  "^ Greenville 

*Hackler,   Robert  Hardin,  Jr.,  R  5 Washington 

Hadley,  Herbert   Wood,   ^s Greenville 

Hagaman,   John   Bartlett   (Hon.),  GP  3. Boone 

Hagaman.   Len   Doughton,    PH  3 Boone 

Hagna.  Lewis  William,  GP  *s Marion 

*Haines,  Hilton  D.,  ObG  "i Rockingham 

Hairfield,  B.  D.,  S  ■' ....Morganton 

Hall,  John  Moir  o"..... Elkin 

Hall,  William  Dewey,  P  33 Roanoke  Rapids 

Ham,  Clem,  PH  7i Monroe 

Hamblen,    Edwin    Crowell,    G  23 Durham 

Hambrick.  Robert  Theodore,  Pr  i3 Hickory 

Hamer.  Alfred  Wilson,  GP  0 Morganton 

*Hamer.  Douglas,  Jr.,  U  " Lenoir 

Hamei,  Eugene  F.,  GP  'i Monroe 

Hamer,  Jerome  B.,  S  •*9 Charlotte 

Hamer,  William   Alexander,  Anes  49 Charlotte 

Hamilton,  Alfred  T.,  S  ^3.  ..„ ....Raleigh 

*Hamilton,  John  Homer,   PH    '3 Raleigh 

Hammond,  Alfred  Franklin,  Jr.,  GP  "New  Bern 

Hamrick,  James  Yates,  Pd   i" Boiling  Springs 

Hamrick,   John  Carl.  S   i' Shelby 

*Hamrick,  Ladd  Watts    Jr.,   i' Boiling  Springs 

Hand.  Edgar  Hall  (Hf.n.),  PH  « Charlotte 

Hansen,  Alton  S.,  R  49 Charlotte 

*Hansen-Pruss.  Oscai   Carl  Edward,  I  23 Durham 

Harbison.  John  William.  S   '" Shelby 

*Hardee.  Walter  Pe  son.  OALR  23 Durham 

*Harden.   Graham,  GP   1 Burlington 
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Harden,  Robert  Norman,  S  32.  ___ Greensboro 

*Harder,   Frank    Kirby,  PH   32 _    Greensboro 

♦Hardin,   Eugene  Ramsey,   PH  ^2 Lumberton 

Harding,  B.   H.,   GP  '■•' Elkin 

Harding,  Samuel  Asberry  (Hon.), 

GP   04:  _Mocksville 

Hardman,  Edward  Francis,   ObG  *» Charlotte 

Hardy,  Ira  May  (Hon.),  ALR  -Js Kinston 

Hare.  Ransom  Bryant,  U  «- .Wilmington 

Harmon,    Raymond  Harris   3 Boone 

Harper,  James  Henry  (Hon.),  Pd  3i Snow  Hill 

*Harrell,  George  Thomas,  Jr.,  I  23..._winston-Salem 

*Harrell,  Leon  Jackson  ^^ Goldsboro 

Harrell,  W.  Fletcher,  P  « Charlotte 

Harrell,  Williaim  Horace,  GP  ^^ Creswell 

Harrill,  Henry  Clay,  U  '*- Greensboro 

*Harrill,  James  Albert,  ALR  -^ Winston-Salem 

Harrill,  Lawson  Baxter   (Hon.),  S  "■■' Caroleen 

Harris,  Charles  I.,  Jr.,  GP&S  *' Williamston 

*Harris,  Isaac  E.,  Jr.,  S  -'^ Durham 

Harris,   J.   Robert   oi Rockingham 

Harris,  Jerome  S.,  Pd  -3 Durham 

Harris,    Russell   P.,    S    ^3 Thomasville 

*Harris,  William   Thomas   GP   cs ......Troy 

Harrison,   Edmund   (Hon.),    GP  32 ..Greensboro 

Harriss,  Andrew  Howell  (Hon.), 

GP   52    Wilmington 

*Harry,  John  McKamie,  U  20 Fayetteville 

♦Hart,  Julian   Deryl,  S  23 Durham 

♦Hart,  Lillard  Franklin.  GP  "3 Apex 

♦Hart,   Oliver   James,   U  -'• Winston-Salem 

♦Hart,  Verling  Kersey,  ALR  « Charlotte 

Hai'tman,  Bernhard  Henry,  P  s Asheville 

♦Hartness,    William  Rufus,    GP   ■'2 Jonesboro 

Harton,   Roman   Albert,    GP  23 Durham 

♦Harvey,  Wallace  Watson,  GP  32.... Greensboro 

Hatcher,    Martin   Armstead,   U    ^i Hamlet 

Hatcher,   Samuel  W.,  GP  12 Morehead  City 

Hawes,   Charles   Forest,   GP    22 Rose    Hill 

Hawes,  C.  M.,  OALR  " Washington 

Hawes,  George  Aubrey,  U  •*" Charlotte 

Hawes,  James  Beebe,  OALR  ''^ Greenville 

Hayes,   James,  GP  •'2 Fairmont 

♦Haywood,  Hubert  Benbury  (Hon.),  I  '^s     Raleigh 

Head,  William  Thomas,  GP  65. Melvin  Hill 

Heath,  Hunter,  GP  22 Chinquapin 

♦Hedgpeth,   Edward  McGowan,   I   23  .Chapel   Hill 
Hedgpeth,   Emmett    Martin,  GP   =>' Roxboro 

♦Hedgpeth,  Louten  Rhodes,  OALR  t'2.... Lumberton 
Hedgpeth.  William  Carey,  ObG  *'2 Lumberton 

♦Hedrick,  Clyde  Reitzel,  C  " - Lenoir 

Hedrick,  Richard  E.,  GP  23 Walkertown 

Heffner,  B.  L..  I  1 .....Burlington 

♦Hege,   John    Roy    (Hon.),  PH    w Concord 

♦Heinitsh,  George.   OALR  »! ..Southern  Pines 

Helms,  Jefferson  Bivins,  S  ^ Morganton 

Helsabeck,  Belmont  Augustus, 

GP  25 Winston-Salem 

Helsabeck,  Chester  Joseph,  GP  23     Walnut  Cove 

Helsabeck,  Rupert  Sylvester,  GP  25. King 

Hemphill,  Clyde  Hoke,  OALR  *s Highlands 

Hemphill,   James   Eugene,   R   -is.. Charlotte 

Henderson,  Clair  Crouse,  GP  "3  ._ ...Mt.  Olive 

♦Henderson,  John  Percy,  GP  •'4 Jacksonville 

Henderson-Smathers,  Irma  Carlene, 

GP  s Asheville 

♦Hendrick,  Harry  V.,  ^s .....Rutherfordton 

Hendricks.   Paul  E.,  GP  ^' Kings  Mountain 

♦Hendrix,  James  Paisley,  I  23 Durham 

Henley,   Ruth   Dixon,   Ob  23 Winston-Salem 

♦Henley,  Thomas  F.,  Pd  23.__ Winston-Salem 

Henry,   Hector   Himel,    PH  «  Charlotte 

♦Henry,  Tidal  Boyce,  I  si Rockingham 

*  Present  .nt  194.S  meeting. 


Hensley,   Charles   Albert,   OALR   * Asheville 

♦Henson,    Thomas    Albert   32 Greensboro 

Herbert,  William  P.  (Hon.),  S  « Asheville 

Herndon,  Claude  Nash,  Jr.,  I  25     Winston-Salem 
Herrin,   Hermon  Keith    27 Gastonia 

♦Herring,  Edward  Humphrey,  GP  ''^ Raleigh 

Herring,  Robert  Alexander,  PH  32 High  Point 

Herring,   Tilghman  ^" Wilson 

Hesser,  Frederick  H.,  P  23    Durham 

Hester,   Joseph   Robert,   GP    '3 Wendell 

Hester,    William    Shepherd,    S    ^3 Reidsville 

♦Hiatt,  Joseph  S.,  Jr.,  T  3S McCain 

Hickam,  John  B.,  I  23 Durham 

Hickman,  Harry  Stuart  n.. Lenoir 

Hicks.  Calvin   Shaw  (Hon.),   GP  23 Durham 

♦Highsmith,    William    Cochran,   I    20     paygttevjiig 

♦Hightower,   Felda,   S   23 Winston-Salem 

'Hilborn,  Robert   Ross,  GP  31 Mooresville 

Hill,  F.  Burnarde,  GP  10 Concord 

♦Hill,    Millard   Daniel,    D    " Raleigh 

Hill,    William  Henry,   GP   es       Albemarle 

Hill,   William    Isaac   (Hon.),    GP  «» Albemarle 

♦Himmelwright.  G.  G.,  S  3 Washington 

Hinnant,    Milford    (Hon.),   GP    " Micro 

*Hipp,  Edward   Reginald,  S  *».... Charlotte 

Hipp,   Edward  Reginald,  Jr.,  *» Charlotte 

Hisey,    R.   F.,   GP  "3 Spray 

♦Hitch,  Joseph  Martin,  D  ^3 Raleigh 

♦Hodges,   Horace  Hayden,   I  49 Charlotte 

Hodgin.  Henry  Hiram  (Hon.),  GP  S2  Red  Springs 

Hoggard,  John   Thomas,   GP   52 Wilmington 

Hoggard,  William  Alden  (Hon.),  GP  ic....Hertford 

Hoggard,   William    A.,    GP   56 Manteo 

Hogshead,   Ralph,  Jr.,   GP  » Morganton 

♦Hohman,  Leslie  B.,  P  23 Durham 

♦Holbrook,  Joseph  Samuel,  GP  39 Statesville 

Holden,  Howard  Thompson,  OALR  ■*3....Charlotte 
HoUister,  William,  GP  lo New  Bern 

♦Hollister,   William   F.,  S   si Pinehurst 

♦Holloway,    Joseph   Clark,    GP    23 Durham 

♦Hollowell,   Claude    Velmont    "5 Goldsboro 

Hollyday,   William  Murray   (Hon.), 

OALR   s    Asheville 

♦Holmes,  Andrew  Byron  (Hon.),  GP  «2.  Fairmont 

Holmes,  F.  H.,  GP  "" ......Stantonsburg 

Holmes,  George  Washington, 

Or  25  Winston-Salem 

♦Holt,  Duncan  Waldo,  I  32 Greensboro 

Holt,  Lawrence  Byerly,  Oph  25 Winston-Salem 

Holt,  Thomas    Jefferson 

(Hon.),    OALR   "i    Warrenton 

Holt,  William  Preston  (Hon.),  S  34.. Erwin 

Holton,  A.  J.,  GP  1"-.. Fallston 

Holton,  Thomas  Jefferson,  OALR  49  Charlotte 

Hooks,    W.    Borden,   GP   24 Tarboro 

Hooper,  Delos  D.  (Hon.)  *<> Sylva 

Hooper,    Joseph  Ward   (Hon.),  S    52  _  Wiimington 

Hoot,  M.  P..  OALR  5S Greenville 

Hoover,  Charles  Henry  (Hon.),  GP  ** Crouse 

Hoover,    William   Alonzo,   S    15 .Murphy 

Hope,    Alex  Chalmers,    S&G    « Charlotte 

♦Horan,   Robert   Vincent,  S   20 Fayetteville 

Horton,  Miles  Christopher  (Hon.),  GP  "3  Raleigh 

Horton,  William  Calvin  (Hon.),  Pr  "3 Raleigh 

Hoskins,  Wilham   H.,    GP   22         Whiteville 

Houser,  Emanuel  Alvin  (Hon.),  GP  i" Shelby 

♦Houser,  Forrest  Melville,  GP  2T Cherryville 

Houser,  Oscar  Julian  (Hon.),  OALR  4;i....Charlotte 
Hovis,  Leighton  Watson  (Hon.), 

OALR  «  Charlotte 

'Howard,  Corbett  Etheridge.  R  ^5 Goldsboro 

Howard,  John  Richard,  ObG  i8_..Lake  Waccamaw 
Howai-d,  J.  Cooper  27 Cherryville 

♦Howell,  William  Lawrence  (Hon.),  GP  ei...  Ellerbe 
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*Hubbard,  Frederic  Cecil,  S  "G.-North  Wilkesboro 

Hubbard,  Robert  T.,  GP  &   Ob  «-- Asheville 

♦Hudson,  Miles  Hildebrand,   GP  9 Valdese 

Huffines,  Thomas  Ruffin,  U  «- Asheville 

Hughes,  Samuel  E.,  Jr.,  » Richmond,  Va. 

Hundley,    Deane,  Jr.,    GP    -'__ Wallace 

Hunsucker,    Charles  Lamar,   GP  i-'' Hickory 

Hunt,   James  F.  (Hon.),  GP  «'" Spindale 

Hunt,    Jasper   Stewart,   Pd   -io.. Charlotte 

Hunt,  William  Bryce,  GP  -i Lexington 

Hunter,  Frank  Patterson,  GP   '■* Warrenton 

Hunter,   J.    B.    i" ...„_Shelby 

Hunter,  John  F.   C,  R  -- Magnoha 

*Hunter,  John  Pullen,  GP  " Gary 

Hunter,  Shelton  B.,  Jr.,  GP  " ..„-Kenly 

*Hunter.  William  Blair,  PH  ■'■* Lillmgton 

*Hunter,   William   Cooper,  I   '' Wilson 

Huntington,  S.  H.,  GP  i Burlington 

Hurdle,  Samuel  Walker  (Hon.), 

GP  -•'  Winston-Salem 

Hussey,  Howard  S.,  Hosp.  Res.  --• Tarboro 

Huston,   John  Walter  (Hon.),  T   »____ __Asheville 

Hutaff,  Lucille,  I  -■'■ Winston-Salem 

Hutchinson,  Sankey  Smith  (Hon.) 

S  "    Bladenboro 

Hyde,  Frank  Edward.  ObG  T-- Beaufort 

*Ingram,  William   B..   GP   ■>■'... Charlotte 

Irmen,   F.   A.,   NP   "3 Raleigh 

Irons,   C.   Fred,   GP   5S __ .^„.  Greenville 

Irons,  Maline   G..  P  •'« Greenville 

*Irwin,  Henderson  (Hon.).  GP  '^.. -^- Eureka 

*Ivey,   Henrv  B.   (Hon.),  R    '= Goldsboro 

Ivey,  Robert  Robbins,  S  » Asheville 

Izlar.  Henry  LeRov  (Hon.),  GP  =-\.Winston-Salem 

Jackson,    B.    Richard,    Pr   &    S   "s Raleigh 

Jackson,    Marshall   Vaden.    GP  ■»! Princeton 

Jackson,  Walter  Leo  (Hon.),  S  ■'■- High  Point 

Jacobs,   Julian   Erich  John,   Or  -49 Charlotte 

Jacobs,  Paul,  GP  \ Oteen 

*Jacocks,  W.  P.   (Hon.),  PH  « Raleigh 

*James.    Arthur   Augustus,   Jr.,   GP  *- Sanford 

"James,   William   Duer,   S  «i--- Hamlet 

Jarman,   Fontaine  Graham 

(Hon.),    S    ■'■" Roanoke    Rapids 

Jeffreys.   Everett   O..   NS    -''— Winston-Salem 

Jennings.  Edward  C,  OALR  -^s.  Washington,  D.  C. 

Jennings,  Royal   Garfield.  GP   -i Thomasville 

Jervey,    Allen   Jones,    S   ^^- - Tryon 

Jervev,  William  St.  Julien  -'9 Tryon 

*Johnson,    Amos  Neill,   GP  «« Garland 

^Johnson.  Charles  Thomas.  GP  <^-... Red  Springs 

Johnson,    Floyd   (Hon.),   PH   is,- ______  Whiteville 

Johnson,   Gale  D.,  GP  -^ Dunn 

♦Johnson,  Gaston  Frank,  R  -^ Winston-Salem 

♦Johnson,   George  W.,   ObG  ''- Wilmington 

"Johnson,    Harry   Lester,    S   '"■" Elkin 

Johnson,  H.  W..  S  5=____ Wilmington 

Johnson,    Jeremiah    Robert,    GP    "^ Elkin 

Johnson,  John  Brown  (Hon.),  S  ^^ Old  Fort 

Johnson,   John   Ralph,   GP  34 Dunn 

Johnson,  Joseph  Lewis.  GP  i Graham 

Johnson,   Julius   D.,   OALR    " Shelby 

*Johnson,  L.  Meredith,  T  3« __ McCain 

Johnson,  Paul  William,  Ob  -^ _Winston-Salem 

♦Johnson,   Walter  Royle,  I  « Asheville 

Johnson,  William  Alexander  (Hon.), 

GP   ''3   Reidsville 

♦Johnson.  Wingate  Memory  (Hon.), 

I   2.T   Winston-Salem 

Johnston.   Christopher,  I  -'- Wilmington 

Johnston,  James   Gilliam   (Hon.), 

OALR  «  Charlotte 

Johnston,   Joseph  B.,  Jr.,  I  lo Kannapolis 

'  rresciit  nt  IPts  meetins. 


Johnston,  Wiley  Warren  (Hon.),  ObG  =6  ..Manteo 

Johnston,  William  Oliver.  I  ^^ .Charlotte 

Jolley.  John  William,  OALR  "9 Elkin 

Jonas,  John  Frank  (Hon.),   GP  *** Marion 

Jones,  Arthur  Lee.  GP  3 , ___  Lansing 

Jones,  Beverly  Nicholas,  ALR  25     winston-Salem 
Jones,   Beverly  Nicholas,   Jr., 

OALR  -3   ;..__  Winston-Salem 

Jones,   Carey  Celester,  GP  '3 Apex 

Jones,  Clyde  T.,  GP  3    West  Jefferson 

Jones,  Craig,  S  i' Shelby 

Jones,  Dean  Cicero,  GP  3 Jefferson 

Jones,  Donnie  H.,  Jr.,  GP*i_ Princeton 

Jones,   Frank  Woodson,   S    13 Newton 

♦Jones,   Grace  Germania,   S  *'■* Charlotte 

Jones,  M.  E.,  GP  " „. Granite  Falls 

♦Jones,  Otis  Hunter,  ObG  •»9 Charlotte 

Jones,  Ransom  J.,  PH  -"3 Kinston 

Jones,  Thomas  Thweatt.  D  23 Durham 

Jones,  William  McConnell,  Pd  -"_- .Gastonia 

Jones,  William  Samuel,  GP  -^ Nashville 

Josselson,  Albert  J.,  I  -3 Durham 

Joyner,  George  William,  S  "" Asheboro 

Joyner,  Powell  Winfred,  GP  3S„._ ...: Enfield 

Judd.  Glenn  Ballentine,  GP  '■'■ Varina 

♦Justa,   Samuel  Harry,  U  -■• Rocky  Mount 

Justice,  Gaston  B.  (Hon.),  GP  ■•«- Marion 

Justice.  William  Shipp,  S  ^ Asheville 

Kafer.   Oscar  Adolph,   GP  " ...New  Bern 

Kahn,    Joseph    W..    GP    *■'..... Franklin 

Kapp,  Constantine  Hege,   GP   -'.-.     Winston-Salem 

Karansky,   Stanley,  GP   '^ Enka 

Kavanagh,   William   Paul,  GP  ''-• Cooleemee 

Keever,    James   Woodfin,   T    '3 ___Hickory 

Keiger,   Oscar   R.   (Hon.),   GP  2r>     winston-Salem 
Keiter,   William  Eugene,  Pd  ^3 Kinston 

♦Keith,  Marion  Yates,  Pd  32 Greensboro 

♦Keithan,  John  F.,  S  « .___  Asheville 

Kelley,  Douglas  M..  P  -■' Winston-Salem 

Kelly,    Luther  Wrentmore,   I  ■»» Charlotte 

♦Kelsey,  Weston  M.,  Pd  25 Winston-Salem 

♦Kemp,    Malcolm   Drake,   P   5i Pinebluff 

Kempner,  Walter,  I  23 ..Durham 

♦Kendall,  Benjamin  Horton,  GP  " Shelby 

♦Kendall,  John  Harold,   GP  "« Clinton 

Kendrick,  Charles  Mattox,  I  n Lenoir 

♦Kennedy,  John  Pressly,    S  ^^ Charlotte 

♦Kennedy,    Leon   Toland,    I   *^ Charlotte 

♦Kent,  Alfred  Abraham,  Jr.,  GP  "....Granite  Falls 
Kernodle.  G.  W.,  Pd  i Burlington 

♦Kernodle.  Harold  B.,  Or  i Burlington 

♦Kerns,  Thomas  Cleveland   (Hon.) 

OALR  -■:■•     ___ ._ Durham 

Kerr,  James  Edwin  (Hon.),  GP  25  Winston-Salem 

♦Kerr,  Joseph  T..  S  ".._ Wilson 

Kesler,  Robert  Cicero,  OALR  32 Greensboro 

Ketchie,  James  Meredith  "■!_ Salisbury 

♦Ketner,  Fred  Yadkin,   GP  lo Concord 

Kibler.  William  Herbert  (Hon.), 

ALR    9    Morganton 

Kiger,   Roger  S.,   GP   25 Winston-Salem 

Killian.   Frank  McClure.  OALE  *5 Franklin 

♦Kimmelstiel,   Paul,   Path   « Charlotte 

King,  Duncan  Ingraham  Campbell, 

Pd  3c  Hendersonville 

King.    Edward,    Anes   s Asheville 

King,  Edward  Sandling,  Pd  25 Winston-Salem 

♦King,   Parks  McCombs  (Hon.).   GP   4-'     charlotte 
King,   Richard  Morrison   (Hon.),   GP  i"____Concord 

King,    Robert   I    211 Fayetteville 

♦King,   Robert    Rogers,    Jr.,   PH  3 Boone 

Kinlaw,  J.  B.,  GP   <"'- Rowland 

Kinlaw.  Murray  Carlyle,  GP  "2 Lumberton 


ALPHABETICAL  LIST  OF  FELLOWS 
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fKirby,  Guy  S.   (Hon.),  GP   -i* Marion 

*Ku-by,  William  Leslie,  £)  23 Winston-Salem 

*Kirchberg,  Roy  William  io _....Sylva 

Kirk,  William  Redin  (Hon.),  I  30    jjendersonville 
fKirkpatrick,  William  L.  (Hon.), 

GP  33  Waynesville 

Kii-ksey,  James  Jackson,  Pd  » Morganton 

Kirksey,    William  Albert,    GP    ».„. Morganton 

Kiser,  "Glenn,    Pd    f'* Salisbury 

Kistler,  A.  J.,  Hosp.  Res.  '^ Goldsboro 

Kitchin,  Thurman  D.  (Hon.)  Ed  T3____Wake  Forest 

Klenner,   Fred   Robert  i''« Reidsville 

Kneedler.  William  Harding,  I  *» ....Charlotte 

*Knight,    Floyd   Lafayette,    S  ^-. Sanford 

Knoefel,   Arthur  Eugene,  Jr., 

GP  s Black  Mountain 

Knowles,  Daniel  Lamont,  GP  -* Rocky  Mount 

Knox,  John  (Hon.).  GP  '-•- Lumberton 

*Knox,  Joseph  Clyde,  Pd  °- Wihnington 

Kodack,  Albert,  GP  &  S  s Asheville 

*Koogler,  Benjamin  Robert,  GP  *^^ Candor 

*Koonce,  Donald  B.,  S  •-'- — Wilmington 

Koonce,  S.  Everett  (Hon.),  OALR  52__Wilmington 

Koontz,  E.  Ransom  *.... Oteen 

Kornegay,  Lemuel  Weyher  -■* Rocky  Mount 

Kornegay,   Robert  Dumais,   Or  -■'..-Rocky  Mount 

Koseruba,    George   M.,   Pd   s-.. ..Wilmington 

Kossove,    Albert  Anthony,   PN   « Charlotte 

Kossove.  Irene  Levy,  ObG  -t" Charlotte 

Kraycirik,  E.  T.,  GP  1 Bui-lington 

*Kress,  Esta  Joyce  Levy,  Pd  2 Wadesboro 

*Ki-ess,  Jacob   Himi.   S   - Wadesboro 

Kroncke,  Fred  George,  I  33 Roanoke  Rapids 

Lackev,  Marvin  Alphonso,  OALR  3-._..High  Point 

Lafferty,  John  Ogden,  R  -lo Charlotte 

Lafferty,  Robert  Hervey   (Hon.),   R  «„„Charlotte 

*Lake,   Ralph   Callihan.  S  3- Greensboro 

Lampley,    Charles    Gordon  i' ...Shelby 

Lancaster,   Newton  Paris,  GP  33 Waynesville 

*Lane,  Bessie  Evans,  I  '•'■^ Raleigh 

*Lane,  John  Lofton  (Hon.),  OALR  24  _Rocky  Mount 

*Lang,  A.  M.,  GP  » ...Morganton 

*Lanier,  Verne  Clifton,  GP   21 Welcome 

*Lapsley,  Albert!  Eraser,  GP  es Badin 

Large.  Hiram  Lee   (Hon.),  U  --' Rocky  Mount 

*Larkin,  Ernest  Waddill,   OALR  3 Washington 

Larson,  J.  D.,  GP  «- Rowland 

Lascara,  Vincent  E.,  NP    ^s.... Norfolk,   Va. 

Lassiter,  Vernon  Clark,  S  -'' Winston-Salem 

*Lassiter,  Will  Hardee,  Jr.,  GP  ■»! Selma 

Laton,  James  Franklin  (Hon.), 

OALR   68   Albemarle 

Lattimore,  Everett  Beam  (Hon.)  GP  i" Shelby 

Laughren,  Gus,  GP  30 Burnsville 

'Lawrence.  Benjamin   Jones,   S   "3 Raleigh 

Lawson,  George  Williams,    GP   1 Graham 

Lawson,  Robert  Barrett.  Pd  -5 ..Winston-Salem 

*Leath,  MacLean  Bacon,  OALR  32 High  Point 

*LeBauer,  Maurice  Leon,  S  32 Greensboro 

*LeBauer,  Sidney  Ferring,  1 32 Greensboro 

Lee.  C.  Marshall,  Jr.,  S  » Asheville 

*Lee,  J.  Marshall,  GP  eo ..Newton  Grove 

*Lee,   Mike,   U  « Kinston 

*Lee,  Thomas   Leslie,    ObG  ^3 Kinston 

*Leinbach.  Robert  Frederic  (Hon.),  I  49....Charlotte 

*Lennon,  Hershel  Clanton,  Path  32 Greensboro 

*Leonai'd,  Jacob  Calvin.  Jr.,  OALR  -i  ..Lexington 

*Leonard.   Ruth,   Oph  ■*■'' ..Charlotte 

Lewis,  Clifford  Whitfield  32 Greensboro 

Lewis,    John  Sumter,   S  13 Hickory 

Lewis,  Robert  Edward,  S  '^ North  Wilkesboro 

Lewis,  Sigma  Van  e Windsor 

"  Present  at  1948  nieetijig. 
t  Deceased. 


Lewis,  Walter  Glenn,  GP  32._ 

*Lide,   Thomas    N.,   CP    ^i 

Liles,  George  W.,  S  !« 


..Gibsonville 

Pinehurst 

Concord 


Liles,  Lonnie  Carl,  GP  '3 Raleigh 

fLilly,   James  Marshall   (Hon.), 

OALR  20  Fayetteville 

Lindsay,  Bert  G.,  Jr.,  GP  23 Walnut  Cove 

'-Lindsay,  Robert  Boyd,  PH  23 Chapel  Hill 

Lineberry,   John  Alson,    PH  03 Tarboro 

Lister,  John  L.  (Hon.),  U  33 Jackson 

Little,  Howard  L.,   GP   32 Gibsonville 

Little,   J.   R.,   OALR   "-i Salisbury 

Little,    Lonnie  Marcus,   GP    39 StatesviUe 

*Livingston,  Everett  Alexander  (Hon.), 

GP   >'-    Gibson 

"Llewellyn,   John   Thomas,    I  47 Williamston 

*Lock,  Frank  Ray,  ObG  23 Winston-Salem 

Logan,  Frank  William  Hicks  ''3 Rutherfordton 

*Lohr,  Dermot,  GP  21   Lexington 

-■'London,   Arthur    Hill.   Jr.,   Pd   23 Durham 

Long,  Frederick  Yount  (Hon.),  GP  13 Catawba 

Long,  Glenn  (Hon.),  GP  13 Newton 

Long,  Ira  Clinton,  PN  '3 Goldsboro 

Long,  Lester  Lee,  GP  3 West  Jefferson 

Long,  Rowland  V.,  I  21 Lexington 

Long,  Vann  McKee  (Hon.),  U  25_.Winston-Salem 

*Long,  William  Matthews,  S  '"*-^ Mocksville 

*Long,  Zachary  Fillmore,  Pd  ^i Rockingham 

Lord,  Margery  Juline,  PH  s ...Asheville 

Lore.   Ralph  Eli,   S    n Lenoir 

Lott,   William    Clifton,  U   « Asheville 

*Lounsbury,  James  Breckinridge, 

ObG    "2    Wilmington 

Lovelace,  Daniel  D.,  A  32 Oakland,  California 

Lovelace,   Thomas  Claude,    GP  ''3 Henrietta 

Lovill,  Robert  Jones  (Hon.),  GP  "'■' Mount  Airy 

*Lowery,  John  Robert  (Hon.),  64 Salisbury 

*Lubchenko,  Nicholas  E.  (Hon.),  GP  io..Harrisburg 

Lupton,    Carroll    Crescent,   S    32 Greensboro 

Lupton,  Emmett  Stevenson,  Pd  1 .Graham 

*Lutterloh,  Isaac  Hayden,  Jr.,  GP  &  S  42____Sanford 

Lyda,  Edgar   W.,    GP  « Asheville 

Lyday,   Charles  Emmett   (Hon.)   GP  27     Qastonia 

*Lyday,   Russell  Osborne,  S  •■•2 Greensboro 

Lyday,   Wilson,   GP    "« Brevard 

Lyman,   Richard   Sherman,    P    23 Durham 

Lymberis,  Marvin  N.,  Oph  49 ..Charlotte 

Lynch,   James   Madison  (Hon.),   S   * Asheville 

Lynch.  Kenneth  Merrill,  Jr.,  U  49    Charlotte 

Lynn,  Cy  Kellie,  GP  » Valdese 

Lyon,   Brockton   Reynolds,  S  32 Greensboro 

Macatee,   George,   Jr.,    ObG   ■■ ...Asheville 

MacConnell,  John  Wilson  (Hon) 

OALR  49  Davidson 

MacDonald,    J.    Kingsley,   ObG  49 Charlotte 

-AlacFadyen,  Paul  Rutherford,  GP  i" Concord 

Mackie,  George  Carlyle,  GP  '3 Wake  Forest 

Mackie,  Thomas  T.,  I  23 Winston-Salem 

MacLaughlin,   W.    T.,    GP   13 Conover 

MacMillan,   Elbert   Alexander, 

PN  23   Winston-Salem 

MacNider,  William  deBerniere  (Hon.), 

Phar  23        Chapel  Hill 

"^ Macon,  Gideon  Hunt  (Hon.),  GP  "•* Warrenton 

MacRae,  John   Donald,   R   s Asheville 

Maddrey,  Milner  Crocker,  S  33.._  Roanoke  Rapids 

Mahoney,  J.  W.,  ObG  s West  Asheville 

Major,   R.  T..    ALR  ■'■<• ..Hendersonville 

Maness,  Archibald  Kelly.  Ob  32 Greensboro 

Mann,  Ira  Thurman  (Hon.),  GP  32 High  Point 

Manning.  Isaac  Hall,  Jr.,  I  23 _     Durham 

Markham,  Blackwell,  S  23 Durham 

Marlowe,  William  Anderson,  GP  3i....Walstonburg 
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Marr,  James   T.,  R  -■' .....Winston-Salem 

*Marr,  Myron  Whitmore  (Hon.),  I  -'i Pinehurst 

Marsh,  Frank  Baker,  I  c* Salisbury 

*Marshall,    James  Flournoy,  S  25     winston-Salem 
*Martin,  Benjamin  Franklin,  I  25....Winston-Salem 

Martin,  Donald  Stover,  Pd  -■'■ Durham 

Martin,  James  Alfred  (Hon.),   Pd  02     Lumberton 

*Martin,  John  Floyd   (Hon.).   OALR  34._ Dunn 

tMartin,  John  Henry  (Hon.),  GP  --» Red  Oak 

Martin,  John  R.,  GP  -'^ ..-Holly  Ridge 

♦Martin,  Lester  Poindexter,  OALR  -'■'     Mocksville 
*Martin,   Moir  Saunders   (Hon.),  S  "'■'      .  Mt.  Airy 

Martin,   Ruth  Campbell.  Anes  -^ ...Durham 

Martin.  Thomas  Adrian,  Oph  "^ Raleigh 

*Martin.  William  Francis,  S  -•'■• Charlotte 

Masland,  Richard  L.,  N  -•• Winston-Salem 

Mason,  Manly.   GP  i-.. Newport 

Massengill.  Paul  R.,  OALR  "» Raleigh 

Massey,   Charles  Caswell,   Pr  ^o Charlotte 

*Matheson,  Joseph  Gaddy,  OALR  ■■*" Ahoskie 

♦Matheson,  Robert  Arthur,  GP  ■'» Raeford 

Mathews,  Robert  William,   I  32 Greensboro 

*Mathiesen,  Kenneth  Marlin,  GP  1^ Pittsboro 

Matros,    Nathaniel  Hamilton,  S  *__.. Asheville 

Matthews,  George   P.,  GP  -- Rose  Hill 

*Matthews,   Hugh  Archie   3^ Canton 

Matthews,  James  H.,  T  ».... Asheville 

Matthews,  Vann  Marshall.  Ob   -Jfl Charlotte 

*Matthews,  Wallace  Russell.  Pd   ■'*. .Asheville 

*Matthews,   William    Camp,    I    ■*'•' Charlotte 

Matthews,  William  S.,  GP  -~ Bessemer  City 

Matthews,  William  W.  (Hon.),  GP  '«  .  Leaksville 

Maulden.  Paul   Ranzo.   S    '" Kannapolis 

Mauzy,  Charles  Hampton,  Jr., 

ObG  -5 Winston-Salem 

Mayer,  Walter  Brem,   D   •»« Charlotte 

*McAdams.  Charles  Rupert  (Hon.),  GP  27.  Belmont 

McAlister,  Jean  Colvin,  Pd  -'2 .....Greensboro 

♦McAllister,  Hugh  Alexander,  ObG  "2....Lumberton 

*McAnally,  James  McGehee,   S  "^ Reidsville 

McAnally,  William  Jefferson   (Hon.), 

GP   32    High  Point 

McBee,  Paul   Thomas,    S  *» Marion 

McBride,  M.  H.  (Hon.)  «3 Reidsville 

McBryde,  Angus  Murdoek,  Pd  23 Durham 

McCain,  Walkup  Kennard,   GP  32 High  Point 

McCain,  William  R.  (Hon.),  GP  32 High  Point 

McCall,  Alvin  Clay  (Hon.),  OALR  *^ Asheville 

McCall,  William  Herbert,  OALR  « Asheville 

McCarty,  Ralph  L.,  S  ■*■' .....Charlotte 

McChesney.  William  Wallace.  Ob  -' Gastonia 

McClees.  Edward  Chadwick,  GP  ■' Elm  City 

McClelland,  Joseph  O.  (Hon.),  GP  «2 Maxton 

McConnell.  Harvey  Russell.  S  -~ Gastonia 

McCotter.  St.  Elmo  (Hon.).  Ob  ■'■>. ......Bayboro 

McCoy,  Thomas  Marshal  (Hon.),  GP  49..Charlotte 
McCracken,   John  Rufus  (Hon.), 

OALR    35    Waynesville 

McCracken,  Joseph  Pickett,  I  23 Durham 

McCuiston,  Allen  Masten  (Hon.),  Pr  '5  Mt.  Olive 

McCutchan,  Frank,   OALR   « Sahsbury 

*McCutcheon,  William  Benson,  S  23 Durhani 

McDade,  Brodie  Banks,  Ob  1 Burlington 

McDonald.  Angus   Morris,   U  -is.. Charlotte 

McDonald.  Lester  Bowman, 

GP   '■"■''•   Hendersonville 

♦McDonald.  Robert  Lacy,  GP  2i„, ...Thomasville 

♦McDowell,   Harold   Clyde,   Or  25     winston-Salem 

♦McDowell,    Roy   Hendrix,  PH   27 Belmont 

McDowell,  William    Kitchin,    OALR    ^5  .  Tarboro 
McEachern,   Duncan  Roland,  GP  52     Wilmington 

McElroy,  James   Lawrence,   GP  -i" Marshall 

I'Tv.^ent  at  1!)4S  meetins:. 
■i"  Deceased. 


♦McElwee,  Ross  Simonton  (Hon,),  R  3«__Statesville 

♦McFadyen,  Oscar  Lee,  Jr,,  I  20 JFayetteville 

McGee,  Julian  Murrill,  GP  32 Greensboro 

*McGee,   Robert  Louis,   S  73 Raleigh 

McGimsey,   James  F.,  Jr.,   GP  1° Andrew 

*McGowan,  Claudius,  I  ■*7 Plymouth 

McGowan,  Joseph  Francis,  OALR  ■'* Asheviille 

McGrath.  Frank  Bernard.  Pd  "2 Lumberton 

McGuffin,  William  Christian,   GP   V   ...  Asheville 
♦Mcintosh,  Donald  Munro  (Hon.),   S  -"^     Old  Fort 

Mcintosh,    Donald    Munro.    Jr.,   GP    '"* Marion 

Mcintosh.  William   Rufus,   GP  '■■' Rockingham 

Mclntyre,  Stephen.  S  '^■-. Lumberton 

♦Mclver,   Lynn   (Hon.),   GP  « Sanford 

McKay,  Clinton  Hull,  I  J" Charlotte 

♦McKay.  Hamilton  Witherspoon  (Hon.), 

U  «'  .....Charlotte 

♦McKay,    Robert  Witherspoon,    U    « Charlotte 

♦McKay,   William  Peter,  OALR  20 Fayetteville 

♦McKee,  John  Sasser,   Jr..   P   » Morganton 

McKee,  Lewis   Middleton,   I   23 Durham 

"McKenzie,  Benjamin  Whitehead,  S  '■'     Salisbury 

McKenzie,   Wayland   Nash,    PH    '■** Albemarle 

♦McKinnon,   W.   J.    2 Wadesboro 

♦McKnight.  Roy  Bowman,  S  ■«».... Charlotte 

McLain,  Crawford   E.,    Ind   35 Canton 

♦McLain.    John   Edward   Gorsuch,   T   77 Wilson 

McLamb,  George  Thomas,  GP  1 Mebane 

McLaughlin,  Calvin  Sturgis  (Hon,), 

GP    '"    Charlotte 

McLaughlin,  Calvin  Sturgis,  Jr.,  GP  -''■'Charlotte 

McLean.   Ewen   Kenneth,  Pd  ■>■'...     Charlotte 

McLelland,    Wilham   Davies,    GP   ''o     Mooresville 
McLemore,  George  A.   (Hon.),  GP  "-..Smithfield 

McLendon,   Walter.   GP  ''-^ Oakboro 

fMcLeod.  Alexander  H.   (Hon.),  S  ^i Aberdeen 

♦McLeod,  John  Purl  Utley,  U  'K .....Marshville 

McLeod,  Junius  Hazel,  GP  211 Fayetteville 

*McLeod,  Mary  Margaret,  Pd  -12 ...Sanford 

♦McLeod,  Vida  Canady,  GP  5i Southern  Pines 

McLeod,  William   Lewis,   GP  ^^ Norwood 

McMahon,  Francis   J.,   Pr  « Asheville 

♦McManus,  Hugh  Forrest,  Jr.,  GP  73 Raleigh 

♦McMillan,  Robert  Lindsay,    C  25_winston-Salem 

♦McMillan,  Robert  M.,  I  5i Southern  Pines 

♦McMillan,    Roscoe   Drake    (Hon.), 

GP  '52  Re^  Springs 

McNeill,  Claude  Ackle,  GP  6».-. _ Elkm 

♦McNeill,  James  Hubert,  I  ''' North  Wilkesboro 

♦McPheeters,  Samuel  Brown,  PH  '5 Goldsboro 

♦McPherson,  Charles  Wade  (Hon.), 

OALR    1 Burlington 

*McPherson,  Samuel  Dace  (Hon.), 

OALR    2:i    Dui-ham 

McRae,  Cameron  F.,  GP  ■''> Burnsville 

♦Meade,  Forest  C.  S  3:) ......Statesville 

Meadows.  J.  H..  OALR  77_ Wilson 

Meads.  Manson,  I  25 Winston-Salem 

Mears,  George   Augustus,   S  s _ Asheville 

Mebane,  William  Carter,  Jr.,  S  ^- Wilmington 

Medlin,  La  Rue  M.  is Tabor  City 

Mees,  Theodore  H.,  I  '^2 Lumberton 

Menefee,  Elijah  Eugene,  Jr.,  I  23 Durham 

Menzies,  Henry  Harding,  ObG  25     Winston-Salem 

*Merritt,   Jesse    Fred,  GP   •'•2... .....Greensboro 

Metcalf,    Lawrence    E.,    Pd    * Asheville 

Mewborn,   John    Moses,    GP    "S Farmville 

♦Meyers,  Paul  T.,  R  -!■• Kinston 

Miale,   John   B.,   Path   23 Chapel   Hill 

♦Michal.  Mary  Barrows  Harris, 

Pd   35   Waynesville 

Miles.  May  Sallie  (Hon.),  GP  32 Greensboro 
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Miles,   Walter   W.,  GP    •'■-- Purlear 

*Milham,  Claude  Gilbert,  T  «i Hamlet 

Millender,    Charles   White,    S   s Asheville 

Miller,  Harry,  GP  '  • Murphy 

Miller,  Henry   R.,  GP  » Swannanoa 

Miller,   John   Floyd,   S   -is...... Marion 

Miller,    Lloyd   D.,    GP    ■»'' Marion 

Miller,  Oscar   Lee,   Or  -^s Charlotte 

tMiller,   Robert  Bascom   (Hon.)   Pd    '■"•  .  Goldsboro 

'Miller,   Robert    Carlyle   -".-^- - _  _  .Gastonia 

*Miller,   Robert  P.,   S  ■»'■' -- -Charlotte 

*Miller,  Walton  H.,  Jr.,  GP  ''^ Goldsboro 

*Miller,   Warren   Edwin,    S  is Whiteville 

*Milliken,  James  Shepard  (Hon.), 

GP  ''1   Southern  Pines 

Mills,  Charles  Rose,  Oph  =*-— Greensboro 

Mills,   Hugh    H.   <>■•.. ___Forest    City 

Mills,   James   C.    '" North  Wilkesboro 

"Mitchell,   George  William   (Hon.)   GP   "...Wilson 
Mitchell,    Gurney   Talmage,    GP    '«  ....Wilkesboro 

Mitchell,    Landis    Patterson  ""... Spindale 

Mitchell,   Paul  Hayne  (Hon.),   GP  s' Ahoskie 

Mitchell.    Robert    Hartwell   -" Gastonia 

Mitchell,   Roy  Colonel,  I   69 Mt.   Airy 

Mitchell,  Thomas  Brice,  GP  if Shelby 

Mitchener,  James  Samuel  (Hon.), 

OALR    "3     ..Raleigh 

*Mobbs,    Robert  F.    -'i Pinehurst 

*Mock,    Charles    Glenn    «-* Salisbury 

*Mock.  Frank  Lowe  (Hon.),  GP  -i .....Lexington 

*Monk,  Henry  Lawrence  (Hon.)   "-t... Salisbury 

*Monroe,    Clement   Rosenburg,   S    ^i Pinehurst 

*Monroe,    Lance    Truman,    ObG    i".. Kannapolis 

"Montgomery,   John    Christian,   Anes    ^'■'  Charlotte 
Moore,  Alexander  Wylie  (Hon.), 

S&G  -'»  -. -. ...Charlotte 

Moore,  Burmah  Dixon,  GP  -' Mt.  Holly 

Moore,  Donald  Bain  (Hon.),  Ind  os Badin 

Moore,  D.  Forrest,  ObG  i'. Shelby 

Moore,  Davis  Lee,  GP  ■"'* Winterville 

Moore,  Edward  E.,  Oph  « Asheville 

Moore,  Ernest  Victor,  Pd  i" Shelby 

*Moore,  Henry  Blanchard,   G  i Burlington 

*Moore,  Julian  Alison,  S  '^ Asheville 

*Moore,   Kinchen    Carl,   PH   87 Laurinburg 

Moore,   Laurie    Walker    12 Beaufort 

*Moore,  Oren  (Hon.),  G  « Charlotte 

*Moore,  Robert  Alexander 

(Hon.),    Or   -■' Winston-Salem 

Moore,   Robert  Ashe,  Pd  ■"' Charlotte 

Moore,   Robert  Love,  GP   -'< Bessemer  City 

Moore,  Roy  Hardin,   GP   3° .....Canton 

fMoore,  William  Houston  (Hon.), 

Ob    •'-    ...Wilmington 

*Moorefield,  Robert  Hoyle  i" Kannapolis 

Mordecai,  Alfred,  PH  '-'• Winston-Salem 

*Morehead,  Robert  Page,  Path  -'....Winston-Salem 

Morey,  Milton  B.,   GP&S   i^.... ...Morehead  City 

*Morgan,  Arthur  E.,  R  -" Fayetteville 

*Morgan,    Burnice   Earl,   GP   ** Asheville 

'Morgan,    Grady   Alexander,   I  8 Asheville 

'Morgan,  William  Gardner,  PH  23 Chapel  Hill 

'Moricle,    Charles   Hunter,   S    63 ...Reidsville 

Morgenstern,  Philip,  T  s Black  Mountain 

'Morris,  John  Watson,  S  ^- Morehead  City 

Morris,   Joseph  A.   (Hon.),   GP  -«... Franklinton 

Morris,  Rae  Henderson,  S  i" Concord 

Morris,  Thomas  A.,  Jr.,  GP  61 ._.. Hamlet 

Morrison,  James  Rudy,   GP  30 Statesville 

Morton,   L.   Thomas,   OALR  -i-t Lincolnton 

Moseley,  Zebulon  Vance   (Hon.),  PH  ^•*. ...Kinston 

'Moss,    George    Oren,    Ind    '•'' ...Cliffside 

"  Present  at  1948  meeting. 
^  DeL-ea^ed. 


Motley,  Fred  Elliot,  ALR  ^''.- Charlotte 

'Mudgett,   William  Chase 

(Hon.),    I  =1 Southern  Pines 

Mumford,  A.  M.  3S...... .....Winterville 

'Munroe,   Colin  A.,  S   -«». ...Charlotte 

Munroe,  Henry  Stokes  (Hon.),  S  *^- Charlotte 

Munroe,  Henry  Stokes,  Jr.,  S  ^■' Charlotte 

Munt,   Herbert    Frederick   (Hon.), 

Or  -5  _ _ Winston-Salem 

'Murchison,    David  Reid,  I   s-. Wilmington 

'Murphy,  Gibbons  Westbrook,  R  « .  Asheville 

Murphy,  Robert  Jennings,  Jr.,  Pd  '■' McCain 

Murrah,  Thomas  A.,  Ill,  Hosp.  Res.  -»•'..  Charlotte 

Murray,  E.  Cotter,  GP  a-* Roanoke  Rapids 

'Murray,  Robert   Lebby,    GP  3« ..Raeford 

Myers,  Dwight  Loftin,   GP  ■"' Harmony 

Myers,  Jack  D.,  I  --^ Durham 

'Myers,   Holland  Thomas  -i Lexington 

Nailling,  Richard  C,   S   « Asheville 

Nalle,   Brodie   Crump   (Hon.).   ObG  -i'-'.  Charlotte 

'Nalle,  Brodie  Crump,  Jr.,   U   -'•'...... Charlotte 

'Nance,   Charles  Lee,   GP   i'> Charlotte 

'Nance,   James  Edwin,  OALR  i«.. .....Kannapolis 

Nanzetta,   Leonard,   GP  -"' Rural  Hall 

"^ash,  John  Frederick  (Hon.),  GP  6:; St.  Pauls 

'Naumoff,  Philip,  GP  *» Charlotte 

Neal,  Douglas,  S  ^o Charlotte 

'Neal,  J.  Walter,  S  ^3 Raleigh 

Neal,  Kemp  Prather,  S  t3 Raleigh 

'Neblett,  Herbert  Clarence,  Oph  *'■> Charlotte 

'Neese,  Jack  Harrell,  S  'i Monroe 

'Neese,  Kenneth  Earle,   GP  "' Monroe 

Nelson,  William  Howell,   GP  "o ___ Clinton 

Neville,  Cecil  Howell,  GP  33______ Scotland  Neck 

Newbold,  H.  L.,  I  '3 Newton 

Newcomb,  Andrew  Purefoy,  Jr.,  GP  '-..Henderson 
Newell,  Hodge  Albert 

(Hon.),  OALR  '- Henderson 

Newell,    Leon   Burns    (Hon.),  GP  *^ Charlotte 

Newland,   Charles  Logan,  S  ""^ .....Brevard 

Newman,   Glenn  C,  I   ••'' Clinton 

Newman,  Harold  Hastings  (Hon.),  S  64  Salisbury 
Newman,  Harold  Hastings,  Jr..  GP  "-i     Salisbury 

Newsome,  Henry  Clay,  GP  '■'■' Pilot  Mountain 

'Newton,    Howard    Lowell,    GP    «' Charlotte 

Newton,  William  King, 

OALR    ■'■    North    Wilkesboro 

Nichols,   Alvan  Alexander  (Hon.),   GP  -'"....Sylva 

Nichols,  Asbury  S.   (Hon.),  GP  -to Sylva 

Nichols,   Austin   Flint   (Hon.).    GP   57 Roxboro 

'Nichols,  Rhodes  Edmond,  Jr.,  I  -3 Durham 

'Nichols,  Thomas  Rogers,  I  9... Morganton 

Nicholson,  Neill  Graham,  Sr., 

OALR    61    ...Rockingham 

Nicholson,  Plummer  A.  (Hon.),  Ob  ■'_...Washington 

'Nicholson,   William  McNeal,  I  23 Durham 

Nisbet,  Douglas  Heath,  I  « Charlotte 

Noble,  Robert  Primrose   (Hon.),  R   "3 Raleigh 

'Noblin,  Roy  Lee,  GP  30 Oxford 

'Noel,  William  Walter,  S  "-— Henderson 

Noell,  Robert  Holman,  GP  24 Rocky  Mount 

'Nolan,  James  Onslow,   GP   i" ..Kannapolis 

Norburn,   Charles  Strickland,  S  ^ Asheville 

Norburn,  Russell  Lee,  S  ». Asheville 

'Norfleet,  Charles  Millner,  Jr., 

U  23    ..Winston-Salem 

Norfleet,  Edgar  Powell,  Pd  6 Roxobel 

Norman,   J.   Standing,   OALR  27 Gastonia 

'Norment,   William   Blount.   S  32 Greensboro 

'Norris,   Charles  Bradley,  I   4« Charlotte 

Norris,  Francis  Loran,  GP  22 Beulaville 

'Northington,  James  Montgomery 

(Hon.),    I  «.. Charlotte 
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*Northup,  Edwin  Charles,  GP  34 Lillington 

*Norton,  John  W.  R.,  PH  -3 Raleigh 

Norwood,  Ballard,  Jr.,  PH  so Oxford 

Nowell,  James  S.,  GP  -^ Franklinton 

Nowell,  S.  C,  GP  !■' Hickory 

Nowlin.  George  Preston,  S  ■*''' Charlotte 

*0'Briant,   Albert  Lee,  GP  3S Raeford 

Odom,   Guy  L.    NS   -» Durham 

Odom,  Robert  Taft,  S  -•'■ Winston-Salem 

Oehlbeck,   Luther   William,   R   '■> Morganton 

*Oelrich,  August  M.,  S  ^- ..^Sanford 

*Offutt,   Vernon   Delmus,  I  -is Kinston 

Ogburn,    Herbert   Hammond    (Hon.), 

S   ^-   Greensboro 

*Ogburn,  Lundie  Calvin,  ObG  -^  ^.Winston-Salem 

Ohle,   E.   R.,   GP   ">u_  _ _ Celo 

*01een,   George   G.    "i Monroe 

Oliver.   Adlai  Stevenson,  ObG    ^3 ..Raleigh 

Oliver,  Adlai  Stevenson,  Jr.,  ObG  ^3 Raleigh 

Oliver,  Joseph  Andrew,  GP  ^* Rockwell 

Oliver,  R.  K.,  T  s.^ McCain 

Orgain,   Edward  Stewart,  C  23 Durham 

*Ormand,    John    William,    ALR   ti .....Monroe 

Ormond,  Allison  Lee,  T  13 Hickory 

*Orr,  Charles  Collins  (Hon.),  I  s.... Asheville 

Osborne,  Joseph  Evans,   S  '•" Rosman 

Outland,  Robert  Boone.  GP  =3 Rich  Square 

*Outlaw,  Jackson  Kent,  OALR  es Albemarle 

Owen,  Charles  Fletcher,  Jr.,  S  35 Canton 

Owen,  Duncan   Shaw,  I   -" Fayetteville 

Owen,   John  Fletcher,   NP   73 Raleigh 

Owen,    Margaret   Lineberry,   G  33 Canton 

Owen,  Robert  Harrison,  S  35 Canton 

Owen,    W.    Boyd,   GP    3.j ..Waynesville 

*Owens,    Francis   Leroy.    S    ^i Pinehurst 

*Owens,   Zack  Doxey,   S  "C Elizabeth  City 

*Ownbev,   Arthur  Dennis,  GP  32 Greensboro 

*Pace,  Karl  Busbee,  GP  ''S Greenville 

Pace,  Samuel  Eugene,  GP  ''3 Leaksville 

Padgett.  Charles  King,  GP  it Shelby 

Padgett,  Philip  Grover,  Pd  i" Kings  Mountain 

Page,  William  Gordon,  S&GP  ** Lincolnton 

Painter,   William   Watson,  S   s" Mooresville 

Palmer,  Horace,    GP    33 Littleton 

Palmer,  Marion  Cherigney  (Hon.)  50    _ Tryon 

Palmer,    Yates    Shuford,    S   o Valdese 

*Palmgren.  Einar  Alexander,  Jr.  *^ Charlotte 

Papineau,  Alban,  T&GP  -i^ ...Plymouth 

*Parker,  Herman  Richard,  GP  ^- Greensboro 

Parker.  James  Jarvis.  GP  ''O Elizabeth  City 

*Parker.   James  Roy.   OALR  'J- Lumberton 

*Parker.    Oscar  Lee.   OALR   "^ ...Clinton 

*Parker,    Paul   Godwin  (Hon.),   GP   34 Erwin 

Parker,  Shepherd  Falkener,  GP  " Shelby 

Parker,    Wade   Thomas.    S   -" Fayetteville 

Parks,    Walter    Beatty,    Ind   ^7 Gastonia 

*Parks,  William  Craig,  GP  32 High  Point 

Parrette.  Nettie  Coffey,   GP  15 Robbinsville 

Parrette.  Richard  Grenville,  GP  is     Robbinsville 

Parrott,   G.   Fountain,    I   43 Kinston 

Parrott,  John  Arendall.  Ob  43 Kinston 

tParrott,  William  Thomas  (Hon.).  GP  43     Kinston 

*Parsons,   William  Herbert,   GP   'ii Ellerbe 

Parsons,   L.  J.,  GP  ''-. Lumberton 

Parsons,  W.  S..  U  "3 Mobile.  Ala. 

*Paschal.   George    W..   Jr.,   S    t3___ Raleigh 

Pate.    Archibald    Hanes    "5 Goldsboro 

Pate.  James  Frank,  GP  35 Canton 

*Pate.    James   Gibson   (Hon.),  GP   «" Gibson 

*Patman.  William  Louis,  S  i* Siler  Citv 

♦Patterson.   Fred   Geer.  I   ^3 Chapel  Hiil 

*Patterson,    Fred    Marion,     U    32 Greensboro 

*Patterson,    F.    M.    Simmons,   S    «- Laurinburg 

"  Present  at  194S  meeting. 
^  Deceased. 


Patterson,  Hubert  C,   S  -'■'■ Durham 

Patterson,  Joseph  Planner  (Hon.),  S  i'-'.  New  Bern 

'Patterson,  Joseph  Halford,  GP  42 Broadway 

Patton,   William    Hugh,    Jr.,   GP    '■' Morganton 

Pay,  Wilson  Cyrus,  GP&S  3u. _....Hendersonville 

*Payne,    E.   Louise,    ObG  '3 Raleigh 

*Payne.   John  Abb,  III,   GP  ^s Sunbury 

*Peabody,   Carroll  A.,   GP  «** ..Norwood 

Peacock,    Roy    Merritt,    GP   ^. Asheville 

Pearse.  Richard  Lehmer,  ObG  -3 Durham 

Pearson.   Arthur  A.    i" Hickory 

*Peasley.   Elmus   Day,  Path    s. Asheville 

*Peck,  Harold  A.,  R  «2 Lumberton 

*Peele,  James  Clarendon  -is..., __ Kinston 

Peeler,  Clarence  N.   (Hon.),  ALR  4!i Charlotte 

Peeler,   John   H.    (Hon.),    Ob   '^4       .....Salisbury 

*Peete.  Charles  Henry  (Hon.),  Ob  '4 Warrenton 

'Pegg,  Fred  Grant,  PH  25 Winston-Salem 

Pennington,  Glenn  Walton,  ALR  4a Charlotte 

*Perry,  David  Russell,  I  23 Durham 

Perry,  David  Russell,  Jr.,  Pd  -3 Durham 

Perry,   Ernest  Monroe   (Hon.), 

Oph   24 ..Rocky   Mount 

Perry,  Glenn  Grey,  S   32 High  Point 

Perry,  Henry  B.,  GP  3 Boone 

Perry,    Henry    Baker,    Jr.,    GP   3 Boone 

*Perry,  Robert  E.  32 Greensboro 

*Perryman.  Ohn  C,  GP  25 Winston-Salem 

Persons,    Elbert    Lapsley,    I  23    Durham 

Peters,  August  Richard,  Jr.,  Pd  5 __Washington 

Peters.  David  B.,  S   '' Asheville 

tPeters,  William  Anthony  (Hon.), 

S  5«  Elizabeth  City 

*Peters,   William   Anthony,   Jr.   5i;     Elizabeth  City 

*Peterson.  Charles  A.  (Hon.),  GP  5"  _. Spruce  Pine 
Petteway.  George  Henry  (Hon.),  GP  ^".  Charlotte 

Pettit,  H.  S.,  R  27 Gastonia 

Pettus,  William  Henry,  Jr.,  S  « Charlotte 

Pfohl.  Samuel  Frederick 

(Hon.),    GP    25 Winston-Salem 

Phelps,  John  Mahlon,  I  *' Creswell 

*Phifer,  Edward  W.,   S  9 Morganton 

tPhillips,   Charles  Hoover  (Hon.), 

GP  21  Thomasville 

Phillips,  David  Lawrence,  GP  ■■" Spruce  Pine 

*Phillips,  Ernest  Nicholas,  GP  '"..North  Wilkesboro 

Phillips,    S.  J.,  PH    58 Greenville 

Pickard,  H.   M..  I  52 Wilmington 

*Pickrell.   Kenneth  L.,  S  23 Durham 

*Pigford,  R.  T.,  I  52 Wilmington 

Pine,  Irving,  T  « Oteen 

Pipes,   David  McKowan,   A   s Asheville 

*Pishkoe.  M.  T..  S  5i Pinehui'st 

Pittman,  Earl  Eugene,   I  47 Oak  Citv 

•"Pittman,  Malory  Alfred,  Or  '^ Wilson 

*Pittman,  Raymond  Lupton  (Hon.), 

S  -" .Fayetteville 

Pittman,  William  Austin,  OALR  20_  Fayetteville 

*Pitts,  William  Reid,  S  -iS' Charlotte 

Piver,   William   C,   GP  5 Washington 

*Pleasants.    George  D„  GP   " Siler  City 

Plonk.   George    W.,   GP    15 Murphy 

*Plummer,    David    Edwin.    PH    21 Thomasville 

Plyler,  Ralph  Johnson,  S  "■* Salisbury 

Pollock,  Raymond  A.  (Hon.),  GP  !» New  Bern 

*Pool,   Bennette  Baucom.   A   25 Winston-Salem 

"Pool,   Charles    Glenn,  Pd   25      Winston-Salem 

Poole.    Marvin   Bailey  34 _      Dunn 

Poole.  P.  P.,  I  24 Rocky  Mount 

Porter,  Richard  A.   sij Hendersonville 

Postlethwait,  Raymond  Woodrow, 

S    25    Winston-Salem 

Pott,  W.  H.,  ObG  5S Greenville 
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♦Potter,  E.  Lindsay,  Jr.,  GP  «-. 

Powell,  Albert  Henry,  GP  -3.... 

♦Powell,  C.  J.,  GP  5:; 


Charlotte 

Durham 

.Wilmington 

*PoweIl,  E.  Charles,  Jr.,  ObG  ^^ Goldsboro 

Powell,    Herman    Sutton,   GP   -" Gastonia 

Powell,   Jesse    Averette   (Hon.),   GP    i'\— Edenton 

•Powell,   William   F.,   OALR   "<._. Asheville 

*Powers,   Frank   Povdras,  ALR   '3 __Raleigh 

Prather,  F,   G.,   GP'  «.... Asheville 

*Prefontaine,   J.    Edouard,    OALR   32     Gi-gensboro 

*Pressly,  David,  I  &  Pd  «« Statesville 

Pressly,  James  Lowry,  GP  s^ Statesville 

'Preston,  John  Zenas,   GP   s^ :.- Tryon 

Prince,   George,  Pd  27 Gastonia 

'Printz,  Don  R.,  D  ■'- Asheville 

Pritchard.    George   Littleton, 

GP  ^3  .Black  Mountain 

"Procter,  Ivan  Marriott  (Hon.),  ObG  '3       Raleigh 

Profitt,  Ray  V.,  T  «... Asheville 

Prusa,  Victor  H.,  GP  ■* Banner  Elk 

*Pugh.  Charles   Harrison   (Hon.)   GP  ^r     Gastonia 

Purdy,   James   Jarrett  (Hon.),  GP   ■>■' Oriental 

Putney,  Robert  Hubbard,  Sr.,  GP  ■' Ehn  City 

Putney.  Robert  Hubbard,  Jr.,  GP  '' Elm  City 

Query,  Richard  Zimri,  Jr.,   I  -t^ Charlotte 

Quickel,  John  Cephas,  OALR  -".... Gastonia 

Quincy.  Fred  Ben, 

Ob  &  Pd   ■>» Williamson,   W.   Va 

Quinn.   David  E.  »... Dublin,   Ga. 

Rabold,    Bernard   Louis,  S   13 Newton 

*Raby,  James  Grover  (Hon.),  Pd.  -*.- ...Tarboro 

Raby,   William  Thomas,  Hosp. 

Res.    24 Baltimore.    Md. 

Raiford,  Theodore  S.,  S  s : Asheville 

*Rainey.  William  Thomas 

(Hon.),    I    2(1   Fayetteville 

Rand,   Cecil    Holmes,    Ob    "■> Fremont 

Ramsay,  James  Graham,  S  ■' Washington 

Ramsaur,   Jackson  Townsend, 

OALR    'iJ    Rutherfordton 

Ramseur,   William   Lee,    GP  i7....Kings   Mountain 

Randleman,  D.  A.,  GP  m.... Salisbury 

Raney,  Richard  Beverly,  Or  23 Durham 

"Rankin,    Pressly   Robinson  (Hon.), 

GP   68 Mt.   Gilead 

Rankin,  R.  B.  w Concord 

Rankin,  Samuel  Wharton   (Hon.), 

OALR   2.-.  _ _.„ ..Winston-Salem 

Rankin,  Watson  Smith  (Hon.),  PH  -i'-'.... Charlotte 
*Ranson,   John  Lester,  Sr.   (Hon.), 

Anes  •»» Charlotte 

Ranson,  John  Lester,  Jr.,  Anes  ^o Charlotte 

Raper,  J.  S.,  R  « Asheville 

Rapp,   Ira  H.,   S   « Charlotte 

Rasberry,  Edwin  Albert,  GP  3i Snow  Hill 

Rathbun,    Lewis  S.,    ObG  s ...Asheville 

*Ravenel,    Samuel   Fitzsimmons, 

Pd   32  Greensboro 

Ray,    Frank   Leonard,   U  *» Charlotte 

Ray,   John  B.   (Hon.),   GP   o.-! Leaksville 

Ray,  Ritz   Clyde,    GP   3 West   Jefferson 

*Reavis,   Charles   William  32 Greensboro 

Redding,   John  O.,  GP   '■'>.. - Asheboro 

Redwine,   James  Daniel  21 Lexington 

*Reece,   John   C,   Path   ''.— Morganton 

Reeser,    A.    W.,    GP   "3 : Spray 

*Reeves,  James  LeRoy,   GP  20 Hope  Mills 

Reeves.    Jerome   Lyda.  GP  3-5 Canton 

■^Reeves,  Riley  Jefferson,  GP  ^ .  Leicester 

Register,    John    Francis,   O   32 Greensboro 

Reeves.  Robert   James.   R  23 Durham 

Reid.   Calvin   Graham,    I  -i" Charlotte 

"Reid,  Charles  Hamilton,  Jr.,  I  2."'.... Winston-Salem 

*  Tre.'sent  at  lilis  meeting. 


Reid,  James  William   (Hon.)(  GP  -' Lowell 

Reid,  Ralph  Connor,  S  ■»■' Charlotte 

Reinhardt.  James  Franklin,   I  ■•* Lincolnton 

Reitzel,  Claude  Everett  (Hon.),  GP  32  ...High  Point 

Reynolds,  Carl  Vernon  (Hon.),  PH   '3 Raleigh 

Reynolds,  Ernest  Harold,  GP  '■■'■ Reidsville 

Rhodes,  James  Slade  (Hon.).  I  ••" Williamston 

*Rhodes,    James    Slade,    Jr.,    I    ■»" Williamston 

*Rhodes,    John   Sloan,   U    '3 Raleigh 

*Rhudy,  Booker  Ephram,  R  32 Greensboro 

Rhyne,  Robert  Edgar  (Hon.),  PH   27         Gastonia 

Rhyne,    Sam    Albertus,    GP    -"^ Statesville 

Ribet,   James   Ernest    '' Valdese 

*Rice.  Edmond  Lee,  S  27 Gastonia 

Richardson,  Ernest  G.,  Jr.,  GP  ic New  Bern 

*Richardson,  Frank  Howard, 

Pd    f' Black   Mountain 

*Richardson,   J.   J.,  S   ^'^ „ ...Laurinburg 

*Richardson,    William   Perry,    GP   23     chapel  Hill 

*Ricks,   Leonard   E.    (Hon.),    GP    "2 Fairmont 

Ridge,   Clyde   Franklin  32 High  Point 

*Riggs,  M.   M.,  GP  '•' Drexel 

*Riggsbee,  Arthur  Eugene  (Hon.),  GP  23  Durham 
Riggsbee,  John  B.,  GP  23 Chapel  Hill 

*Riner,  C.  R.,  GP  32 Greensboro 

Ring,  Louis  J.,  GP  * Black  Mountain 

Ringer,  Paul  Henry  (Hon.),  T  « Asheville 

Roach,   Leonard  H.,   ObG  * Asheville 

Roberson,  E.  L..  S  21 Tarboro 

*Roberson.   Foy    (Hon.),    S   23 Durham 

Roberson,    Robert   Stuart,    GP   ^•'> Waynesville 

"Roberts.   Bennett  Watson,   Pd   23 Durham 

Roberts,   Bryan  Nazer,   GP   23 Hillsboro 

"Roberts,   Louis  Carroll,  U  2s Durham 

Roberts,  R.  Winston.  Oph  25 Winston-Salem 

Roberts,  William  McKinley,  Or  27  ...Gastonia 

Robertson,  Carroll  Bracey  33 Jackson 

"Robertson,  Edwin  Mason.  S  23      Durham 

"Robertson.  James  Parish  (Hon.),  S  52. ...Wilmington 
Robertson,  James  Mebane,  GP  39 Harmony 

"Robertson.  John  Newton,  OALR  20     Fayetteville 

Robertson,  Leon  W.,  GP  2-t Rocky  Mount 

Robertson,    Lloyd    Harvey   ^* Salisbury 

Robertson,  Logan  T.,  Hosp.  Ad.  s Asheville 

Robinson,   Charles   Wilson.   GP  ^"  ...    ...  Charlotte 

Robinson.    Donald    Edward,    Pd    1.. Burlington 

Robinson,  James  Lee,  S  -' Gastonia 

"Robinson,  John   Daniel,   GP    22 Wallace 

Robinson,  William  Ashby  ■*« Old  Fort 

Robinson,  W.  J.,   GP  3 Creston 

Robinson.  W.  Locke,  GP  *^ Mars  Hill 

Rodda,   John   S.,   GP    is Andrews 

Rodman,    Clark.    GP    °.. Washington 

Rodman,  Robert  Bovd,  I  52 Wilmington 

"Rodwell,  Eleanor,  GP  23 Durham 

Rogers,  Gaston  Wilder,  PH  23 Chapel  Hill 

"Rogers,  Max  Pritchard,  S  32 High  Point 

Rollins,  Charles  Dick   ''- Henderson 

Rollins,  Vance  Benton  72 Henderson 

"Root.   Aldert  Smedes   (Hon.),  Pd  73     .....Raleigh 
Rose,  Abraham  Hewitt  (Hon.),  GP  Ji....Smithfield 

"Rose.  David  Jennings.  S  "3 Goldsboro 

"Rose.  James  William,  GP  ^3 Pikeville 

Rosenbaum,   Maurice  Milton 

S    32       _  Long    Beach,   California 

Ross,  George  Floyd,  GP  ^'' Hot  Springs 

Ross.  Otho  Bescent  (Hon.),  R  -49 ...Charlotte 

Ross.  Robert  Alexander,  ObG  23 Durham 

Ross,  Thomas  Wallace,  GP  ^'J Charlotte 

"Rosser.  Robert   Guthrie   (Hon.),   GP  3i Vass 

Rosser,   Robert  Guthrie,  Jr.,  I  23 Durham 

"Rousseau,   James   Parks,   R   2.5 Winston-Salem 

Rowe,  George  C,  GP  -*« Marion 
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Howe,   Virginia  Copeland,   GP  ^^ Marion 

*Royal,  Benjamin  F.  (Hon.),  S  i-_,Morehead  City 

*Royal,  Donnie   Martin,   GP   «» Salemburg 

Royall,  M.  A,  (Hon.),   OALR  «» Elicin 

Royster,   Chauncey    Lake,    GP    t3 Raleigh 

Royster,  Hubert  Ashley  (Hon.),  S  ^3 Raleigh 

Rovster,  J.  D.,  GP  ■»! Benson 

fRoyster.  Stephen  Sampson  (Hon.),  GP  ".Shelby 
Royster.  Thomas  Hays  (Hon.),  OALR  2-i_  Tarboro 

*Ruark.  Robert  James,  ObG  '■•  - Raleigh 

Rubin,    Adrian    Stevens,    Pd    '■'■- Greensboro 

fRucker,  Adin  Adam  (Hon.),  GP  «5.-Rutherfordton 

Rudd,   Paul   Dalton,    I   "■' Reidsville 

*Ruffin,  David  Winston,  GP  ^^ Pink  Hill 

Ruffin,   Jennings  Bryan   •"     Ahoskie 

*Ruffin,  Julian  Meade,  I  ^3 Durham 

Rundles,  R.  Wayne,  I  -3 Durham 

Russell,  Charles  R.  (Hon.),  GP  "-.Granite  Falls 

Russell,  Jesse  Milton  (Hon.),  Pd  3' __  .Canton 

Russell,  Lloyd  Pacemas,  GP  ■'•'■ Fletcher 

Russell.    William   Marler,    OALR    » Asheville 

*Sabiston.  Frank,   OALR  ^s _...Kinston 

Sader,  Julius,  GP  '« Brevard 

Sadler,  Ralph   Calvert  (Hon.),   GP  is  ..Whiteville 

Salle,  George  F..  GP  ■'■ .....Washington 

*Salley,   Edward   McQueen 

(Hon.),  ObG  ■'•'' Hendersonville 

Salmons,   Henry   Clay    (Hon.),    GP    '"■» Elkin 

Salters,   Theodore,    CJP    i- Beaufort 

Salters,  Frederic  Hay, 

OALR  "■« Elizabeth  City 

Sample.  Robert  Cannon,   GP   3C     Hendersonville 

*Sams,  William   Albert,    GP   ■'G Marshall 

*Sanders,  L.  H.,  Pd  '■' Raleigh 

*Sanger,  W.  Paul,  S  ■«» Charlotte 

Saunders,  John  Turner,   Or   ■' Asheville 

Saunders,  Sheldon  -Asa,  GP  " Aulander 

*Saunders,  Stanley  Stewart,  Pd  32. High  Point 

*Sawyer,  L.   Everett  so. ...Elizabeth  City 

Schaffle,  Karl.   I   s Asheville 

Schallert.  Paul  Otto  (Hon.),  GP  ^'....Orlando,  Fla. 

*Schenk,  Sam  Moore,  S  ". Shelby 

*Schiebel.    Herman   Max.    S    ^3      Durham 

*Schoenheit,   Edward  William,   I  « Asheville 

*Schweizer,  Donald  Conrad,   ObG  32     Greensboro 

*Scott.    Allan    F.    g^ Salisbury 

Scott,   Samuel   Floyd,    GP   i.. Burlington 

Scruggs.  William  Henry.   GP   is ..Andrews 

Scruggs,   William  Marvin,   S   ■»» Charlotte 

Sealey,    Will  C,    S   23 Durham 

*Seay,   Hillis  Ledbetter,  T   w Huntersville 

*Seay,  Thomas  Waller,  GP  ''■* Spencer 

*Selby,   William  Elledge,  GP   ^s.... .Charlotte 

*Selman,   Joseph,  R   2:-. Winston-Salem 

tSessoms,  Edwin  Tate   (Hon.),  GP  cc Roseboro 

Severn,  Henry  D.,  Or  « Asheville 

Sevier,  Joseph   Thomas    (Hon.),   GP   s... Asheville 

*Shafer,  Irving  Everett  (Hon.),  GP  c-i Salisbury 

*Sharp.   Oliver  Ledbetter,  I   ''■- Greensboro 

*Sharpe.  Charles  Ray  (Hon.),  OALR  21.  Lexington 

Shaver,  William  Trantham,   S  •""* Albemarle 

*Shaw,   John   Alexander,   Pd    20 Jayetteville 

*Shaw,  Lloyd  Roosevelt,  GP  «» Statesville 

Shelbm-ne,    Palmer   Augustine,  I   32     Greensboro 

Shepard,    Joseph   Lawrence,  GP  "2 Pembroke 

Shepard,   Karl  32 High  Point 

Shepherd,   Thomas   Scott,   GP  27 Dallas 

Sherrill,  Herbert  Rankin.  GP  " Shelby 

Sherrill.   Phil  Minnis.   GP  21 Thomasville 

Shields,   William   Ernest,    GP   32....„ Stokesdale 

Shinn,  G.   C.   C4 China  Grove 

*Shipley,  J.  L..  OALR  so Elizabeth  City 

Shohan,  Joseph,  R  32 Greensboro 

Present  .it   10  ^s  meeting. 
t  Deceased. 


Shuford,  Jacob  Harrison,  GP  i^ . 
Shuford.  Mary  Frances,  Path  « — 
Shuler,   Edward   L.    •'' 


Hickory 

Asheville 

...Asheville 
Shuler,  James  Edward,   GP  23 Durham 

*Shull,  Joseph  Rush  (Hon.),  R  ■»» Charlotte 

*Sidbury,  James  Buren  (Hon.),  Pd  ^2     Wilmington 

*Sikes,    Charles  Hem-y,   GP   32 Greensboro 

Sikes,  Gibson  L.  (Hon.),  GP  '>'> Salemburg 

*Silver,    George   A.,   P   23 Durham 

Simmons,  Alexander  Wingate,  GP  1 Burlington 

Simons,  Claude  Ernest,  I  "" Wilson 

*Simpson,   Henry  Hardy,  GP  1 Elon 

Simpson,    Paul    Ervin.    ObG    73 Raleigh 

*Sinclair.     Lewis    Gordon,    S    "3 Raleigh 

*Sinclair,  Roby  Thomas,  Jr.,  GP  =2  _wilmington 
Singletary,  George  Currie  (Hon.),  GP  '..Clarkton 
Sink,    Charles   Shelton 

(Hon.),  GP  ™__.._ North  Wilkesboro 

*Sisk,  Crete  Nixon,  PH  ^ Morganton 

*Siske,  Grady  Cornell.  GP  32 Pleasant  Garden 

Skeen,   Leo   Brown,    GP    3!> .Mooresville 

*Skinner,   Benjamin  S.,  Pd  23 Durham 

Slagle,  T.  D.,  GP  &  S  ->" Sylva 

*Slate,  John  Samuel  (Hon.),  GP  23  Winston-Salem 

Slate,  John  William,  GP  32____ High  Point 

Slate,  Joseph   Esmond,   GP  32 High  Point 

*Slate,  Marvin  Longworth,  GP  32 High  Point 

Sloan,    Allen    Barry,   GP   39 Mooresville 

Sloan,  David  Brvan,  OALR  ^2 .Wilmington 

Sloan,    Henry    Lee,    Oph    i^ Charlotte 

Sloan,  William  Henry  GP  eo Garland 

Sloop,  Eustace  H.   (Hon.),  GP  ■* Crossnore 

Sluder,   Fletcher  S.,   ObG  s Asheville 

Sluder,   Harold    M.,   GP    «. Leicester 

Small,  Victor  Roy.  GP  '■''■ Clinton 

*Smart,    Gardner    F.,   OALR   s Asheville 

Smerznak,    John    Joseph,    GP   i" Concord 

Smethie,   William,   S    24  Wadesboro 

Smith,  Alick  Thomas  (Hon.),  GP  32....Greensboro 
Smith,  Anderson  Jones,  GP  "" Black  Creek 

*Smith,   Annie   Thompson,    GP  23_ Durham 

Smith,  Bernard  Reid  (Hon.),  I  s Asheville 

Smith,  Claiborne  Thweat,  I  24 Rocky  Mount 

Smith,  David  Clark,   I  «■» Salisbury 

*Smith,  David  Tillerson,   I  23 Durham 

Smith,  Edward    Barney,    GP  33 Enfield 

Smith,  Erma  A,  I  23      Durham 

'■'Smith.   Fitzhugh  Lee,   GP   1 .Burlington 

Smith,  Foyle  P.,  ObG  21 Lexington 

*Smith,  Franklin  Calton,  Oph  -i" Charlotte 

Smith,    George   Marvin,    GP    'i Monroe 

Smith,   Gordon,   GP   24 Rocky    Mount 

*Smith,  Harold  Benjamin,  G  7i\___North  Wilkesboro 

Smith.   Jay    L.,    GP    «^ Spencer 

Smith,    J.    Alexander    (Hon.),    S    21 Lexington 

Smith.    James,    GP    ''^ Greenville 

Smith,  John  Goodrich,  I  24 Rockv  Mount 

Smith,    J.    H.,    Path    52 Wilmington 

Smith,    John  McNeill  (Hon.),  GP   62 Rowland 

Smith,    Joseph.    ObG    58 Greenville 

*  Smith,  Joseph   Elmer,   GP   ^ Windsor 

Smith,   Melvin   Bowman,   GP   "o Ramseur 

*Smith,  Opie  Norris,  I  32 Greensboro 

*  Smith,  Oscar  Fennell 

(Hon.),    GP    33 Scotland    Neck 

Smith,   Randall   Collins  58 Ayden 

*Smith,    Robert    Edwin    «» Mt.    Airy 

*Smith,   Rov    Meadows,   Pd    32 Greensboro 

Smith.  Ruby  A.,  I  23 Chapel  Hill 

Smith,   Slade  Alvah,  OALR  is Whiteville 

Smith.  William  Carey,  GP  "> Goldsboro 

Smith.  William  Franklin  (Hon.), 

GP    's    Chadbourn 
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♦Smith,  William  Gordon,  S  -i Thomasville 

Smoot,  James  Edward  (Hon.),  GP  i" Concord 

'Snipes,  Richai'd  Dean,   Ob  -» Fayetteville 

*Soady,   John    Hostley,    Pd   «» Asheboro 

Sorrell,  Fm-man  Yates,  GP  - .Wadesboro 

Souther,  W.  E.,  GP  3" Hendersonville 

*Southerland,  Robert  William,  PN  JO Charlotte 

*Sowers,  Roy  Gerodd,  OALR  -i- Sanford 

Sox,  Carl  Caughman,   GP  " Kenly 

vSpainhour,  Ellis  H.  (Hon.),  GP  25....Winston-Salem 

*Sparrow,   Harry   Ward    •'■- Greensboro 

•Sparrow,   Thomas  DeLamar,   S  ■*'■' Charlotte 

Speas,  Dallas  C,  GP  -■'•    - __Winston-Salem 

*Speas,  William   Paul  (Hon.), 

Oph   -''   ..    Winston-Salem 

*Speas,   William  Paul,  Jr.,   GP  23 Durham 

i'Speed,  Joseph  Anderson  (Hon.),  GP  23     Durham 
Speight,  James  Ambler   (Hon.), 

GP  24 Rocky  Mount 

Spencer,   Benjamin   Decatur,    GP  *'■>- .Charlotte 

Spencer,  Frederick   Brunell   (Hon.)   o-i     Salisbury 

*Spicer,  Richard  Williams 

(Hon.),    Ob    -'.-. Winston-Salem 

Spiggle,  Charles  Harold,   GP  ^s Grimesland 

Spikes,   Norman  Owen,   GP   23 Dui-ham 

Spoon,  Samuel  Clarence,  ObG  i Burlington 

Sprinkle,   Chai-les   Nichols,   GP   * Weaverville 

Sprinkle,  Lawrence  T.,  GP  ^- Weaverville 

*Sprunt,    William  Hutchinson,  Jr., 

S  2-''' Winston-Salem 

*Squires,  Claude  Babbington,  U  -"• Charlotte 

Stainback,  William  C,  S  &  ObG  -j^  ___Jacksonville 

*Stanfield,  Wiilliam   Wesley,   S   ■'■* Dunn 

•Stanford,   Lois   Foote,   I  23 Durham 

•Stanford,  William  Raney,  I  23 Dm-ham 

Stanley,  John  Haywood  (Hon.),  GP  -si-.Four  Oaks 

Stanton,   T.    M.    (Hon.)   32 High   Point 

Starling.  Howard  Montfort,  S  23....Winston-Salem 

•Starling,  Wyman  Plato,  R  66 Roseboro 

•Starr,  Henry  Frank  (Hon.),  Ins  32 Greensboro 

Stead,  Eugene  A.,  Jr.,  I  23 Durham 

Stegall,  John   T.,  GP   3" Statesville 

•Steiger.  Howard  P.,  D   w Charlotte 

Stelling,  Richard  Nunnally,  GP  ^2 Greensboro 

•Stenhouse,   Henry  Merritt,    Oph   t"' Goldsboro 

Stephenson,  Bennett  Edward,  GP  ''S,  Rich  Square 
Stevens,  Alexander  H.,  Jr.,  OALR  i''---New  Bern 
Stevens,   Hamilton    Wright,  Jr.,   PH    i Wilson 

*Stevens.  Joseph  Blackburn,   N&I  32 Greensboro 

Stevick,  Charles  Paul.  PH  "» Raleigh 

Stewart.  Daniel   Niven,   Jr.,   GP   i^ Hickory 

Stiff,  A.   Olin,   GP  9 Valdese 

•Stimpson,  Robert  Tula,  GP  -■' Winston-Salem 

Stirewalt,   Neale  Summers,  GP  32 High  Point 

Stocker,  Frederick  W.,  Oph  23 Durham 

Stone,  Marvin  Lee,  GP  24 Rocky  Mount 

•Stratton,   James   David,   Oph  « Charlotte 

Straughan,   John    William   22     Warsaw 

'Street,  Claudius  Augustus,  Pd  23_.„ Winston-Salem 

Stretcher,    Robert   Hatfield,    S  ■"•' Waynesville 

Strieker.   Robert   L.,   Anes   &    GP   ^ Asheville 

Strickland,    Arthur    Thomas,    Ob    "" Wilson 

Strickland,  Edward  F.  (Hon.), 

GP  2-  .„__ Winston-Salem 

Strickland,    Ernest  Lee   (Hon.),  Pd    "" Wilson 

Strickland,  Horace  Gilmore,  OALR  32  Greensboro 

Stringfield,  Thomas,  GP  35     ...Waynesville 

Stringfield,   Thomas,    Sr. 

(Hon.),  Anes  35 Waynesville 

Stroupe,    Albertus  Ula,  Jr.    27  Mount  Holly 

•Strosnider,   Charles   Franklin 

(Hon.) ,  I  T3 ...Goldsboro 

Stuck,  P.  L.,  GP  52 Wilmington 

■  Present  at  1943  meeting. 
^  Deceased. 


•Stuckey,  Charles  L.,   I  « Charlotte 

•Styron,  Charles  W.,  I  ^3 Raleigh 

*  Suiter,  Wester  Ghio,  GP  33 Weldon 

•Suitt,  Robert  Burke,  NP  s Durham 

Sullivan,  Joseph  Timothy,  GP  ^ Asheville 

Summerlin,  Harry,  GP  ''" Laurinburg 

Summers,   J.    Dent,  S    '■' Hickory 

Summerville,  Walter  Monroe,  Path  -49.. ..Charlotte 

''Sumner,  Emmett  Ashworth,  S  32 High  Point 

•Sumner,    George    Herbert,   PH    "o Asheboro 

Sumner,  Thomas  W.,  GP  3« Hendersonville 

Sutter.  Renzo  "o Mount   Airy 

Swain,  Wingate,  GP  &  S  52 Shallotte 

Swann,   Cecil  Collins,   ALR  s Asheville 

Swann,  Joseph  Fuller  (Hon.),  GP  i"....Kannapolis 

•Sweaney,   Hunter  McGuire,  S  23 Durham 

Swindell,  Lewis  Holmes,  GP  &  S  5____Washington 

Swisher,  Otto  J.,  Jr..  PH  T3 ...Raleigh 

Sykes,  Charlie  Louis,  GP  ^^ Pilot  Mountain 

Sykes,  Joy  Verle.   GP   24 Rocky  Mount 

Sykes,   Ralph  Judson,  PH  60 Mount  Airy 

Sykes,   Rufus  Preston,  S  "O Asheboro 

•Symington,  John,  GP  5i Carthage 

Tally,  Bailey  Thomas,  S  cs Albemarle 

•Tankersley,  James  William 

(Hon.),  S   32 Greensboro 

•Tannenbaum,  Abraham  Jack,  I  32 Greensboro 

•Tanner.  Kenneth  S.,  Jr.,  S  es Rutherfordton 

•Tart,   Baston   Isaiah,  Jr.   ''> Goldsboro 

Tate,   Lawson.    S   * Banner  Elk 

Tate,  William  Cummings  (Hon.),  S  -i.-Banner  Elk 

Tatum,   Roy   Carroll  39 Taylorsville 

Taubenhaus,  L.  J.,   GP  32 Shallotte 

•Tayloe,  John  Gotten,   Ob  s Washington 

Taylor,   Andrew  Duval,   A  49 Charlotte 

Taylor,  Benjamin  Cicero,  GP  27 Mt.  HoUy 

Taylor,  Erasmus  Hervey  Evans,  P  9 Morganton 

Taylor,  Frank  Victor,  OALR  15 Murphy 

Taylor,  Frederick  Raymond  (Hon.), 

I   32    ...High    Point 

Taylor,   George   Winston 

(Hon.),  S  30 . Mooresville 

Taylor,  James  Nathaniel  (Hon.),  I  32  Qj-eensboro 

Taylor,    John   Eldridge,    GP   '■> Morganton 

Taylor,    Rives   Williams,    GP   so     Oxford 

Taylor,  Shahane  Richardson, 

OALR  32  Greensboro 

•Taylor,  Thomas  Jefferson  33 Roanoke  Rapids 

Taylor,  Vernon  Williams,  Jr.  6* ...Elkin 

Taylor,  Wesley  Ewing.  PN  32 Greensboro 

Taylor,  William  Ivey  (Hon.),  GP  52     Burgaw 

Taylor,    William    Ivey,    Jr.,    GP    ''2 Burgaw 

Taylor,  William  Louis  (Hon.),  GP  so Oxford 

•Temple,  Rufus  Henry,  I  43 ..Kinston 

Templeton,   Ralph   11 Lenoir 

Tennent,   Gaillard  S.   (Hon.),  Oph  s Asheville 

•Terry,  Jarvis  Russell  (Hon.),  Pd  21.. Lexington 

Terry,   Philip   Roy,   GP    ...... Asheville 

•Terry.   William   Calvin   (Hon.),  GP  ei. Hamlet 

Thaxton,  Benjamin  Adams  (Hon.),  GP  "'7  Roxboro 

Thigpen,  Harry  Gordon,  GP  33 Scotland  Neck 

Thomas,   B.   D.,   GP   -12 Jonesboro 

•Thomas,  Charles  Darwin,  T  * Black  Mountain 

Thomas,    Julius   Graham   32 Greensboro 

•Thomas.  Walter  Lee.  ObG  23 Durham 

Thomas,  Wilbur  Clyde,  Path  25 Winston-Salem 

Thomas,  William  Nelson   (Hon.),   S   so Oxford 

•Thompson,   Claude  Durant  (Hon.), 

GP  32    High  Point 

Thompson,    Clive   Allen,   GP   '6... .....Sparta 

Thompson,   George  Richard  Cunliffe, 

GP   52   Wilmington 

•Thompson.  Heyward  Chevis.  T  ^'' Shelby 
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Thompson,  Hugh  Alexander  (Hon.),  Or  '^  Raleigh 
*Thompson,  Joseph  W.  (Hon.),  GP  -"    .Creedmoor 

*Thompson,  Lloyd  J.,  P  -■'■ Winston-Salem 

Thompson,    Sanford  Webb,    Jr., 

GP  12 Morehead  City 

'Thompson,  Silas  Raymond  (Hon.),  U  ^"  Charlotte 
*Thompson,  William  Nelson,  Hosp.  Res.  '-.Raleigh 

Thompson,   Winfield   L.,    S&G  ^3 „__,Goldsboro 

*Thornhill,  Edwin  Hale  '■^- Raleigh 

Thorp,  Adam  Tredwell,  ObG  ^-i Rocky  Mount 

Thurston,   Asa  (Hon.),  GP  3»--^ Taylorsville 

*Thurston,  Thomas  G.,  R  «■* ......Salisbury 

*Tice,  Walter  Thomas.  I  ■'■- High  Point 

*Tillerv,   Jack    Gregory,   GP   " Wilson 

Tilt,  LeRoy  W.,  Jr..  GP  i'. Lawndale 

Todd,  Lester  Claire,  CP  ^9 Charlotte 

Townsend,   Maurice   Lyndon    (Hon.) 

■19 Society   Hill,    S.    C. 

Townsend,    Robert  Glenn,   GP    >'- St.    Pauls 

*Trent.  Josiah  Charles,  S  -■■' Durham 

Trachtenberg,    William,    GP    '''' Goldsboro 

Triplett,  William  Romulus,  GP  ''"' .Purlear 

Trotter,   Fred   Oscar,   S   ■•" Hendersonville 

Troutman,   Baxter   Suttles,    GP    " Lenoir 

*Troxler,  Eulyss  Robert,  Or  ■^- ..Greensboro 

Troxler,  Raymond  Moody  (Hon.), 

GP  1    -- Burlington 

*Tucker,   Earl  Van,   (GP  =* Grifton 

*Tuggle,  Allan  Davis,  R  «' Charlotte 

Turlington,   William  Troy,  Jr., 

GP  54  Jacksonville 

Turner,  Henry  Gray,  S  '3 Raleigh 

*Turner,  Larry,  OALR  -3 Durham 

Turner,   Violet  H.,  ObG  ^^ Durham 

Turrentine,  Kilby  Pairo,  I  « Kinston 

Tuttle,   Andrew  Frier    (Hon.),    GP  ss Spray 

*Tuttle,   Marler  Slate,   Pd   ^ Kannapolis 

*Tuttle,   Reuben   Gray   (Hon.), 

GP  2.3  Winston-Salem 

Tydeman,   Frederick  William  Louis    (Hon.). 

CP  -IS San  Francisco,  California 

Tyler.    Earl  Runyon,   D   -^ Durham 

*Tvndall,   Robert   Glenn,  S  ^^ Kinston 

Tyner,    Carl   Vann,   S   "^ Leaksville 

Tyson,  John   Joyner  "S Des  Moines,  Iowa 

*Tyson,   Thomas  David  (Hon.),  Pr  i Mebane 

*Tyson,  Thomas  David,  Jr.,  Pd  3= High  Point 

*Tyson,  Woodrow  Wilson,  I  32 High  Point 

Ulloth,    Gustave,   GP  3n Hendersonville 

*Umphlet,    Thomas    Leonard,   I    "3 Raleigh 

Upchurch,  Robert    T.    (Hon.),    ''^ Hendei-son 

*Upchurch,  Thaddeus  Gilbert,  GP  ^t Smithfield 

Valk,  Arthur  DeTalma  (Hon.), 

S    25    Winston-Salem 

Valone.  J.  A.,  S  21 ..Lexington 

Van  Gorder,  Charles  O.,  GP  i-"^ Andrews 

Vance.  S.  W..   GP  ■♦" Mars  Hill 

*Vanore,    Andrew    A.,    GP    si Robbins 

Vaughan.  Roland    Harris,    GP  i" Edenton 

Vaughan,  Edwin  Warner,   A  &  I  32  ...Greensboro 
*Vann.  Herbert  Moffett.  Anat   =5     winston-Salem 

Vann.  Junius  Richardson,  GP  -* Spring  Hope 

*Vaughan,  Walter  Weddle,  R  =3 ...Durham 

*Venning.  William  L.,  Pd  -s^ Charlotte 

Verdery,  William  Carey,  Pd  20 Fayetteville 

Verner"  Carl  Hugh,  Pd  or, Forest  City 

*Vernon,    James   Taylor,   P  » Morganton 

Vernon,   James  William    (Hon.),   P  9___Morganton 

Vestal,  Willis  Jasper  (Hon.),  P  21 Lexington 

Wadsworth,   George  H.,  GP  -'O Elizabeth  City 

Wadsworth.  Harvey  Bryan,  GP  i" New  Bern 

Walden.  Kennon  C.,  S  52...... Wilmington 

Walker,  Elmer  Pixley,  GP  52 Wilmington 

'■' Tresent  at  ltil.9  nieefinir. 


Walker,   John   Barrett   (Hon.),   GP   i_Burlington 

Walker.   John  Barrett,  Jr.,  GP  1 Burlington 

Walker,  Lillie  C,  P  s Asheville 

Walker,  Louis  Kyle,  GP  3T Ahoskie 

*Walker,  Robert  Jeffreys,  Jr.,  GP  3i_  Snow  Hill 
Wall,  G.   Ritchie.   GP   es Albemarle 

*Wan.  Roger  Irving,  OALR  ^3  Raleigh 

Wall,  Roscoe   LeGrand 

(Hon.),  Anes  -'' Winston-Salem 

Wall,  William  Stanley,  Ob  24 Rocky  Mount 

Waller,  L.  C,  GP  s Asheville 

*Wallin,  Loren,  PH  2 Wadesboro 

tWalters,  Charles  Manley  (Hon.),  GP  1  Burlington 

*Walton.   Cyrus   Leslie,   Ob    0 Glen  Alpine 

Walton,    George   Britain,    GP    is.... Chadbourn 

Wannamaker,  Edward  Jones,  Jr.,  I  -i''.-. Charlotte 

*Ward,  Ernest,  PH  30 ...Statesville 

*Ward.   Frank  P.,   I  02 Lumberton 

Ward,   Ivie   Alphonso   (Hon.),  OALR  i'-  Hertford 
Ward.  Jesse  Elliott  (Hon.),  GP  ^"....Robersonville 

*Ward,  John  LaBruce,  Pd  * Asheville 

Ward,  Vernon  Albert  (Hon.),  I  -^'....Robersonville 

Ward,  Wallace  Clyde,  GP  " Raleigh 

Ward,  Walter  Elliott,  I  ^" Robersonville 

Wardlaw,  James  L.,  Jr.,  GP  '^^ Biscoe 

Warfield,   Mary  Cabell,   Pd  3 Blowing  Rock 

*Warren,  Robert  Franklin 

(Hon.),  GP  1 Prospect  Hill 

*Warrick,  Luby  Albert,  GP  ^s Goldsboro 

*Warshauer,  Samuel  E.,  I  32     Wilmington 

Warwick,  Hight  Claudius.  Anes  32 Greensboro 

Washburn,   Benjamin  Earl,   PH  '"'.  Rutherfordton 
Washburn,  Chivous  Yulan,  GP  '' Mooresboro 

*Washburn,  W.  Wyan,  GP  '" Boiling  Springs 

*Watkins.  Carlton"  Gunter,  Pd   '9 Charlotte 

tWatkins,  George  Thomas,  Jr.  (Hon.), 

GP  23  Durham 

Watkins.  Charles,  P  23 .....Durham 

Watkins,   John    Armstrong,    ObG    s Asheville 

Watkins,  William  Merritt,  GP  23 Durham 

*Watson.   George  A.,   Pd  23 Durham 

Watson,    Hugh   Alfred,   GP  32  ._ Greensboro 

Watson,  Samuel  Parks,  ALR  i" New  Bern 

Watters,   Vernon   Gregg,   Jr.,  S   ^» Charlotte 

Way.  John   E..   S  12 Beaufort 

*Way.  Samuel  Eason,  S  24 Rocky  Mount 

Weathers,  Bahnson,  S  33 Roanoke  Rapids 

*Weathers,  Bailey  Graham,  GP  27 Stanley 

*Weathers,  Rupert    Ryan,   GP   ^3      Knightdale 

Weaver.  William  Jackson   (Hon.),  Pr  s  Asheville 

*Webb.  Alexander,  Jr.,   S  '3 Raleigh 

Webb,  William  P.   (Hon.),  GP  «' Rockingham 

Webster.   Ben,   Oph    ™ Brevard 

Wedde,  T.  S..  Path  25 Winston-Salem 

*Weeks,  John  F.,  GP  so Elizabeth  City 

Weeks,  Kenneth  Durham,  I  24 Rocky  Mount 

Weinstein,   Rayford   Lee,   GP  •'2 Fairmont 

Welters,  John  Christopher  "i".. Bryson  City 

*Weizenblatt,  Sprinza.  Oph  - Asheville 

Welfare,  Charles  R..  I  2-3     Winston-Salem 

Wellborn.  William  R.,  GP  3fl ....Elkin 

Wells,  Warner  L.,  S  fs Raleigh 

*Welton,  David  Goe,  D  « Charlotte 

Welton.  Felix  Burwell,  S   is...... Whiteville 

Wessell,  John  Charles  (Hon.),  I  32 Wilmington 

West,  Brvan  Clinton,  Pd  « Kinston 

West,  Clifton  Forrest,   I   « Kinston 

West,  Louis  Nelson   (Hon.).  OALR  "3 Raleigh 

Westmoreland,   Joseph  Robert,    GP  33 Canton 

Whaley,  James  Davant,  U  13 Hickory 

Wharton.    Charles   Watson,   GP   *i- Smithfield 

Wheeler,  James  Hartwick,  GP  ''^ Henderson 

Wheless.  James  Block,  GP  20 Louisburg 

t  Deceased. 
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Wheless,  Thomas  O.,  GP  -'' Louisbui-g 

Whichard,  Murray  Parmer  (Hon.),  PH  i'\  Edenton 

Whicker,    Guy   Lorraine,    GP   i" Kannapolis 

Whicker,  Max  Evans,  GP  ''^ China  Grove 

Whilden,   James  Griffith.   R  ^3 Durham 

Whisnant,  Albert  Miller   (Hon.), 

OALR  49  ..Charlotte 

Whitaker,  D.  N.,  GP  "3--. Raleigh 

*Whitaker,  James  Allen,  PH  -■' Rocky  Mount 

*Whitaker,  Paul  Frederick,  I  ^s Kinston 

fWhitaker,  Richard  Bidgood  (Hon.), 

GP  1  s  Whiteville 

White,  Carleton  B.,   GP  « Montreat 

White,  Clarence  Hunt,  Oph  "- Henderson 

*White,    Estus,    GP    J" Kannapolis 

White,  Francis  Willard  Moody,  GP  33 Halifax 

White,  Robert  Alexander,  Ob  * Asheville 

White,   Thomas   Preston,  I   ^o Charlotte 

White,  William  Henry  Clay,  S  30....Elizabeth  City 

*Whitehead,  Seba  L.,  D  s Asheville 

Whitfield,  Bryan  Watkins,  GP  15 Murphy 

Whitley,  Ayer,  GP  ^9 Matthews 

*Whitlev,  Robert  Macon,  Jr.,  I  2* Rocky  Mount 

*Whitt,   Walter  Fulton,   Jr.,  GP  'i Monroe 

*Whittington,  Claude  Thomas,  S  3^ Greensboro 

Whittington,    James   Benbow    (Hon.), 

Hosp.  Ad.  -"' Winston-Salem 

Widenhouse,   Martin   Aubrey,    GP   ^'> Concord 

Wiggins.  John  Carroll,  Jr.,  I  -3 Winston-Salem 

*WiIder,  Raboteau  Terrell,  GP  is Fair  Bluff 

*Wilkerson.  Annie  Louise,  ObG  ^3 Raleigh 

Wilkerson,   Jesse   Bert,    GP    '» Brevard 

Wilkes,  Grover  W.  ^ Sylva 

Wilkes,  Marcus  Branch.  GP  •'' Laurinburg 

*Wilkins.  Java  Cleveland.  GP  i Haw  River 

*Wilkins,  Robert  Bruce  (Hon.),  OALR  ^3.  Durham 
Wilkins,  Samuel  A.   (Hon.),  GP   =7 Dallas 

*Wilkinson,  C.  T.    ■« Wake  Forest 

Wilkinson,  James  S.,  D  ^s Wake  Forest 

*Wilkinson,  Louis  Lee,  GP  32 High  Point 

Wilkinson,  Robert  Watson,  Jr.,  GP  '?3..Wake  Forest 

*Willcox,  Jesse  Womble  (Hon.), 

PH    31    Southern   Pines 

Williams,  Albert  Franklin  (Hon.),   GP  "^Wilson 

*Williams,   Charles  Frederick,  Pd  "3 Raleigh 

Williams,  Edward  Jerome,  GP  "i Monroe 

♦Williams,  Jabez  H.,  PH  s Oteen 

Williams,    James    Marcus,   GP  22 Warsaw 

Williams,  John  Drewey  (Hon.). 

GP    32 __._Guilford   Station 

Williams,  John  Dudley.  Jr.,  GP  32 Greensboro 

Williams,   John  W.,   PH  ■»" Williamston 

Williams,  Lester  L..  GP  30 Spruce  Pine 

Williams,  Leonidas  Polk,  GP   « Edenton 

*Williams,  Lynwood  Earl,  I  ^3 Kinston 

*Winiams,   McChord,  S    « Charlotte 

*Winiams,  Robert,  R   '3 Raleigh 

Williams,  Roderick  Thomas,  GP  3s Farmville 

Williams,   Samuel  Hodges,   Jr.,  S   5„.-Washington 
Williams,  Thomas  Richard,  Jr.,   GP   ^3     Hickory 

Williams,  Tom  Alfred,  PN  * -Asheville 

Williamson.   Rossie   Marshall,  GP   i«.-.-Tabor  City 

*Williford,   John   Kenneth,    GP    3^ Lillington 

Wilhs,  Arthur  Ponder  (Hon.).  GP  s Candler 

Wiillis,   Byrd  Charles    (Hon.).   S   24....0range,  Va. 

*Willis,  Candler  Arthur,  GP&S  « Enka 

Willis,  Harry  Clay  OALR  " Wilson 

*Willis,  Henry   Stuart,   T   ss McCain 

Willis,  William  Henry,  Jr.,  GP  19. ---New  Bern 

*Wilsey,  John  D.,  Oph  25 ....Winston-Salem 

■*  Present  at  19  48  meeting. 
^  Deceased. 


Wilson,  Clarence  L.  (Hon.),  GP  " Lenoir 

Wilson,  Frank  E.,  Deputy  Med.  Director, 

Red  Cross  10 Washington,  D.  C. 

Wilson,   George  D.,   I   s Asheville 

Wilson,  James  Stephenson,  S  23 Durham 

Wilson,  Newton  Graves   (Hon.),  GP  03     Madison 

Wilson,    Roeby   Bryant,  Anes   *' Asheville 

Wilson,    Samuel    Allen    -'•' Lincolnton 

Wilson,  Stephen  Glenn  3i Angier 

*Wilson,  Thomas   Barnette,   Path   ^^3 Raleigh 

*Wilson,   William  Gilliam,    GP  ■*! Smithfield 

*Wilson,  William  J.,  Or  32 Wilmington 

■'Wilson,  W.   Howard,  I  " Raleigh 

*Wmkler,    Harry.    Or    -49 Charlotte 

Winstead,  Ellis  Grey,  GP  3 Belhaven 

■'Winstead,  John  Lindsay,   S   ss Greenville 

Winton,  W.  C,  T  ' " Wilson 

Winston,  Patrick  Henry,  GP  3o_ciarksville,  Va. 

Wisely,    Martin   Robert,  GP  is Edenton 

Wiseman,  Perry  Haynes.  GP  ^3 Avondale 

♦Withers,  William  A.',  I  "3 Raleigh 

"Wolfe,   Harold  E.,   D&R  "5 .Goldsboro 

*Wolfe,   Hugh   Claibourne,   OALR   32 Greensboro 

Wolfe,  Nathan  Carl,  GP  32 Burgaw 

Wolfe,  Ralph  Verlon.  GP  23 Winston-Salem 

*Woltz,   John    Henry   Early,    ObG  « Charlotte 

Woltz.   John  Louis   (Hon.)   69 Mount  Airy 

Womble,  Edwin  C.  GP  "^ Wagram 

Womble,   WiUiam  Hugh,  Jr.,  32 Greensboro 

Wood,    Frank,    S    i« Edenton 

*Wood,  George  Thomas,  S  32 High  Point 

Wood,  Hagan  Emmett,  T  s Black  Mountain 

Wood,    Martha    i«-- Edenton 

Wood,  William  L.,  GP  «» Boonville 

*Wood,  William  Reed  32 Greensboro 

Woodard,  Albert  G.  (Hon.),  Oph  ''' Goldsboro 

Woodard,  Barney  Lelon,  GP  ^i Kenly 

Woodard,  Charles  Augustus  (Hon.),  S  ''...Wilson 

Woodburn,  C.  H..  PH  33 Littleton 

Woodhall,    Maurice   Barnes,    NS  23 Durham 

♦Woodruff,  Fred  Gwyn.  GP  32 High  Point 

Woodruff,   William  E..   S  "o Asheboro 

Woods,    James   Baker,   Jr.,   GP  -lo....^ Davidson 

Woodson.   Charles  Whitehead 

(Hon.).    GP  «•' Salisbury 

Woody.  John  Wycliffe  Austin,  GP  59  Tryon 

Wooten.   Cecil  C.   GP  « Kinston 

Wooten,  E.  L.,  GP  e^ Laurinburg 

Wooten,   Floyd   Pugh,  S  « Kinston 

Wooten,  Jane  Herring  '3 Raleigh 

Worley.   James    Harr   s.. ..Asheville 

*Wrenn.  Creighton,    GP  so ...Mooresville 

Wrenn,   Grover  Cleveland,  GP  " Siler  City 

Wrenn,  S.  M.,  S&G  «2 ......Lumberton 

Wright,   C.    N.,    GP   3C  ..  Jarvisburg 

Wright,  Frederick  Starr  « Asheville 

Wright,  J.  T.,  GP  3..... ...Belhaven 

♦Wright,  James   Rhodes,  OALR  ^3 Raleigh 

Wright,  John  Bryan  (Hon.),  OALR  "3 Raleigh 

♦Wright,  John  Everett,  GP  24 Macclesfield 

♦Wright.  John  Joseph,  PH  23 Chapel  Hill 

Wright.    Ken,    S   24 Rocky  Mount 

Wright,  Orpheus  Evans,  GP  23 Winston-Salem 

Wright.  R.  B.,    Jr.   64 Salisbury 

♦Wright.  Thomas  Hasel.  Jr.,  P  -so Charlotte 

Wyatt.   Arthur   Thomas,    34 Raleigh 

Wyatt.  Hubert  Lee,  GP  «* China  Grove 

Wyatt,  Wortham  (Hon.),  D   25 Winston-Salem 

♦Wyche.  Joseph  Thomas.  GP  is Whiteville 


24 


SUPPLEMENT  TO  THE   NORTH   CAROLINA   MEDICAL  JOURNAL 


*Wylie,  William  deKalb,  I  -■''.- Winston-Salem 

Yarborough,   Frank    Ray,   ALU   "^ .....Gary 

Yates,  Percy   Fenton,    GP   ■" Clayton 

*Yoder,  Paul"  Allison,  T   -■"' Winston-Salem 

York,    Alexander   Arthur    (Hon.), 

GP  ■■■-  - --High  Point 

*Young,  David  A.,  P  "•' .-. Raleigh 

*  r  rose  lit  at   111  IS  incotiiig. 


Young,    John    Clingman,   U   •"* ___Asheville 

Young,  Joseph  A.,  GP  !•' Newton 

*Young,    Robert    Foster,    PH    33 Halifax 

Youngblood,   Vernon,    GP   i" Concord 

Yow,   Daniel   Eugene,  I    "'. Concord 

Yow,  Ira  A.  (Hon.),  GP  '"  .    _ Concord 

Zealy,  Albert  Hazel,  Jr.,  GP  '■"■ ...Goldsboro 


A — Allergy 

Anes — Anesthesiology 

ALR — Otology,  Laryngology, 

Rhinology 
Bact — Bacteriology 
C — Cardiovascular  Disease 
GP — Clinical   Pathology 
D — Dermatology 
ED — Medical  Education 
G — Gynecology 
GE — Gastroenterology 
GP — General  Practice 
Hosp   Ad — Hospital 

Administration 


Key  to  Specialties 

Hosp  Res — Hospital  Resident 

I — Internal   Medicine 

Ind — Industrial  Practice 

Ins — Insurance 

N — Neurology 

NS — Neurological   Surgery 

OALR — Ophthalmology,  Otology, 

Laryngology,  Rhinology 
Ob — Obstetrics 

ObG — Obstetrics,    Gynecology 
Oph — Ophthalmology 
Or — Orthopedic    Surgery 
Otol— Otology 
P — Psychiatry 


PN — Psycliiatry,   Neurology 

Path — Pathology 

P(l — Pediatrics 

PH— Public  Health 

Phar — Pharmacology 

Phy — Physiology 

Pr — Proctology 

R — Roentgenology,    Radiology 

S — Surgery 

T — Tuberculosis 

U — Urology 
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ROSTER  OF  FELLOWS  FOR   1948 
By  Counties 

NOTE:    We  have  endeavored   to  secure  correct   information   in   regard  to  every   physician   wliose   name 
is  listed.    Anyone  finding  an  error  s'liould  report  it  immediately  to  the  Secretary  of  the  State  Society. 

ALAMANCE-CASWELL  COUNTIES  SOCIETY! 

Name   and   Address 

President:  Law.son,  George  William,  GP,  Graham;  Long  Island  Coll.  of  Med.,  1935 

Secretary:  McLamb,  George  Thomas,  GP,  Mebane;  Univ.  of  Tenn.,  1938 

Bell,  Felix  Ortan,  GP,  Burlington;  Atlanta  Med.  Coll.,  1918 

Braddy,  Wade  Hampton  (Hon.),  GP,  Burlington;  Univ.  of  N.  C,  1909 

Brooks,  Ralph  Elbert,  U,  Burlingcon;  Jetferson,   1920 

Carlyle,  John  Bethune,  Ind,   Burlington;   Jefferson,   1926 

Carrington,  George  Lunsford,   S,  Burlington;  Johns  Hopkins,  1920 

Cook,  William  Eugene,  T,  Mehane;   Washington   Univ.,   1930 

Crisman,  C.  S.,  GP,  Graham;  Temple,  1942 

Dickson,  Malcolm  Shields,  GP,  Burlington;  Med.  Coll.  of  S.  C,  1927 

Ellington,  Amzi  Jefferson  (Hon.),  OALR,  Burlington;  Columbia,  1915 

Goley,  Willard  Coe,  GP,  Graham;  Univ.  of  Pa.,  1924 

Greene,  Phares  Yates,  GP,  Burlington;  Northwestern,  1932 

Gwynn,  Houston  LaFayette,  GP,  Yanceyville;  Med.  Coll.  of  Va.,  1923 

Harden,  Graham,   GP,   Burlington;   Univ.   of  Pa.,   1919.- 

Heffner,  B.  L.,  I,   Burlington;   Northwestern,  1936 

Huntington,  S.  H.,  GP,  Burlington;   Albany  Med.  Coll.,  1946 

Johnson,  Joseph  Lewis,  GP,  Graham;  Jefferson,  1926 

Kernodle,  G.  W.,  Pd,  Burlington;   Duke,   1944 

Kernodle,  Harold  B.,  Or,  Burlington;  Duke,  1939 

Kraycirik,  E.  T..  GP,  Burlington;  Duke.  1945 

Lupton,  Emmett  Stevenson,  Pd,  Graham;  N.  Y.  Univ.  Sch.  of  Med.,  1938 

McDade,  Brodie  Banks,  Ob,  Burlington;   Univ.  of  Md.,  1918 

McPherson,  Charles  Wade   (Hon.),  OALR,  Burlington;   Univ.  of  Md.,  1910 

Moore,   Henry  Blanchard,   G,   Burlington;   Jefferson,   1920 

Robinson,  Donald  Edward,  Pd,  Burlington;   Harvard,   1927 

Scott,  Samuel  Floyd,  GP,  Burlington;   Univ.  of  Pa.,  1918 

Simmons,  Alexander  Wingate,  GP,  Burlington;  Jetferson,  1939 

Simpson,  Henry  Hardy,  GP,  Elon;   Univ.  of  Md.,   1925 .^ 

Smith,  Fitzhugh  Lee,  GP,  Burlington;  Univ.  of  Pittsburgh,  1927 

Spoon,  Samuel  Clarence,  ObG,  Burlington;  Univ.  of  Md.,  1918 ; 

Stevens,  Hamilton  Wright,  Jr.,  PH,  Wilson;  Jefferson,  1938 

Troxler,  Raymond  Moody  (Hon.),  GP,  Burlington;  Univ.  of  Md.,  1914 

Tyson,  Thomas  David  (Hon.),  Pr,  Mebane;  Univ.  Coll.  of  Med.,  Richmond,  1899 
Walker,  John  Barrett  (Hon.),  GP,  Burlington;  Med.  Coll.  of  Va.,  1914.... 

Walker,  John  Barrett,  Jr.,  GP,  Burlington;  Med.  Coll.  of  Va.,  1944 

fWalters,  Charles  Manlev   (Hon.),  GP,  Burlington;   Univ.  of  Md.  and 

Coll.  of  P.   &   S.,   Baltimore,   1908 

Warren,  Robert  Franklin  (Hon.),  GP,  Prospect  Hill;  Atlanta  School  oi  Med.,  1911 

Wilkins,  Java  Cleveland,  GP,  Haw  River;  Univ.  of  Md.,  1911 

ALEXANDER— SEE    IREDELL-ALEXANDER 

ALLEGHANY— SEE   WILKES-ALLEGHANY 

ANSON  COUNTY  SOCIETY^ 

President:  Carter,  Warren  Dallas,  PH,  Wadesboro;  Med.  Coll.  of  S.  C,  1934 

Secretary:  McKinnon,  W.  J.,  Wadesboro;  Univ.  of  i\Id.,  1940 

Allen,  Charles  Insley,  S,  Wadesboro;   Columbia,  1913 ......'!'..''"!.'."'" 

Bennett,  Joseph  Hammond  (Hon.),  GP,  Wadesboro;  Univ.  of  Md.,  1894 

Covington,  James  Madison,  Jr.,  GP,  Wadesboro;  Duke,  1938 .'    ~ 

Davis,  James  Matheson,  Pd,  Wadesboro;   Columbia,  1913 

Kress,  Esta  Joyce  Levy,  Pd,  Wadesboro;  Med.  Coll.  of  Va.,  1935 

Kress,  Jacob  Hinii,  S,  Wadesboro;  Med.  Coll.  of  Va.,  1936 

Sorrell,  Furman  Yates,  GP,  Wadesboro;   Jefferson,   1930... 

Wallin,  Loren,  PH,  Wadesboro;  Univ.  of  Tenn.,  1909 ...'..'"..'"!..l.^^...l 

ASHE-WATAUGA  COUNTIES  S0CIETY3 

President:  Perry,  Henry  B.,  GP,  Boone;  N.  C.  Med.  Coll.,  1905 

Secretary:  King,  Robert  Rogers,  Jr.,  PH,  Boone;  Bow»ian  Gray  Sch.  of  Med     1944 

Ballou,  James  Larkin,  Oph,  Grassy  Creek;  Jefferson,  1901 .'.'.  _["'__ 

t  Deceased,  ■  -         " 
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Gai-vev   Robert  Robey,  U,  Blowing  Rock;  N.  C.  Med.  Coll.,  1915 1915  1919 

Hagaman,  John  Bartlett  (Hon.),  GP,  Boone;  Univ.  of  Tenn.,  1915 1915  1917 

Haganian,  Len  Doughton,  PH,  Boone;  Univ.  cf  Pa.,  1936 1936  1938 

Harmon,  Raymond  Harris,  Boone;  Med.  Coll.  of  Va.,  1936 1936  1936 

Jones    Arthur  Lee,  GP,  Lansing;  Univ.  Coll.  of  Med..  Richmond,  1901 1901  1941 

Jones!  Clyde  T.,  GP,  West  Jefferson;  Univ.  of  Tenn.,  1940 1945  1946 

Jones,  Dean  Cicero.  GP,  Jefferson;   Univ.  of  Pa.,  1927 1930  1930 

Long    Lester  Lee,  GP,  West  Jefferson;  Lincoln  Memorial  Univ.,  1916 1916  1934 

Perry    Henry  Baker,  Jr.,  GP,  Boone;  Univ.  of  Md.,  1943 1943  1943 

Ray   Ritz  Clyde,  GP,  West  Jefferson;  Med.  Coll.  of  Va.,  1916 1916  1917 

Robinson,  W.  J.,  GP,  Creston;  Med.  Coll.  of  Kansas  City,  1904 1907  1917 

Warfield,  Mary  Cabell,  Pd,  Blowing  Rock;  Woman's  Med.  Coll.  of  Pa.,  1922 1928  1935 

AVERY  COUNTY  SOCIETY^ 

President:  Tate.  Lawson,  S,  Banner  Elk;  Univ.  of  Tenn.,  1939 1941  1944 

Secretary  Fink,  Emma  Sloop,  GP,  Crossnore;  Vanderbilt,  1936 1938  1938 

Bailey,  Hilda  H.,  GP,  Banner  Elk;  Univ.  of  Pa.,  1945 1946  1947 

Burleson    William  Brown   (Hon.),  GP,  Plumtree;   Univ.  of  Md.,  1915 1915  1916 

Prusa,  Victor  H.,  GP,  Banner  Elk;  Univ.  of  Iowa,  1936 1939  1946 

Sloop,  Eustace  H.  (Hon.),  GP,  Crossnore;  N.  C.  Med.  Coll.,  1905;  Jefferson,  1908 1905  1907 

Tate,  William  Cummings  (Hon.),  S,  Banner  Elk;  Tenn.  Med.  Coll.,  1908 1909  1912 

BEAUFORT  COUNTY  S0CIETY5 

President-  Piver    William  C,  GP,  Washington;  Hahnemann  Med.  Coll.,  1941 1946  1946 

Secretary":  Ford,  David  Emerson,  PH,  Washington;  Univ.  of  Mich.,  1908 1924  1925 

Bonner,  John  Bryan,  GP,  Aurora;  Univ.  of  Md.,  1918 1918  1920 

Brown    E    M    (Hon.),  GP,  Washington;  Bellevue  Hospital,  1896 1896  1901 

Bynum',  C.  C,  GP,  Belhaven;   Jefferson,   1943.  1943  1946 

Hackler,  Robert  Hardin,  Jr.,  R,  Washington;  Jefferson,  1926  1926  1928 

Hawe-^    C    M.,  OALR,  Washington;   Univ.  of  Va.,  1900. 1945  1948 

Himmehvright,  G.  G.,  S,  Washington;  Univ.  of  Va.,  1937 1940  1947 

Larkin,  Ernest  Waddill,  OALR,  Washington;  Med.  Coll.  of  Va.,  1917 1920  1922- 

Nicholson,  Plummer  A.  (Hon.),  Ob,  Washington;  Coll.  of  P.  &  S.,  Baltimore,  1889 1889  1890 

Peters,  August  Richard,  Jr.,  Pd,  Washington;  Univ.  of  Ga.,  1935 1938  1939 

Ramsay,  James  Graham,  S,  Washington;  Univ.  of  Pa.,  1922 1924  1924 

Rodman,  Clark,  GP,  Washington;  Jefferson,   1943 1943  1947 

Salle    George  F.,  GP,  Washington;   Med.  Coll.  of  Va.,  1933 1933  1946 

Swindell,  Lewis  Holmes,  GP&S,  Washington;  Univ.  of  Pa.,  1916 1916  1919 

Tayloe,  John  Gotten,  Ob,  Washington;  Univ.  of  Pa.,  1922 1924  1925 

Williams,  Samuel  Hodges,  Jr.,  S,  Washington;  Univ.  of  Pa.,  1942 1943  1944 

Winstead,  Ellis  Grey,  GP,  Belhaven;  Med.  Coll.  of  Va.,  1929 1929  1930 

Wright,  J.  T.,  GP,  Belhaven;  Jefferson,  1943 --  1943  1947 

BERTIE  COUNTY  SOCIETYc 

President:  Norfleet.  Edgar  Powell,  Pd,  Roxobel;  Med.  Coll.  of  Va.,  1914 1914  1920 

Secretary:  Garriss,  Frank  Henry,  PH,  Lewiston;   Jefferson,   1912 1912  1918 

Castellow,  Cola,  S,  Windsor;  Univ.  of  Pa.,  1917 1917  1926 

Credle,  Carroll  Spencer,  GP,  Colerain;   Med.  Coll.  of  Va.,  1932 1932  1941 

Lewis,  Sigma  Van.  Windsor;   Med.  Coll.  of  Va.,  1916 1916  1923 

Saunders,  Sheldon  Asa,  GP,  Aulander;  Jefferson,  1914 1914  1918 

Smith,  Joseph  Elmer,  GP,  Windsor;  Med.  Coll.  of  Va.,  1921 1921  1922 

BLADEN  COUNTY  SOCIETY" 

Pre'iident:  Singletarv,  George  Currie   (Hon.),  GP,  Clarkton;  Univ.  of  Pa.,  1917 1917  1918 

Secretary  Bridger,  Dewev  Herbert,  GP,  Bladenboro;  Jefferson,  1922 1922  1925 

Clark,  DeWitt  Duncan,  GP,  Clarkton;   Med.  Coll.  of  Va.,  1917 1917  1920 

Cromartie,  Robert  S.  (Hon.),  PH,  Elizabethtown;  N.  C.  Med.  Coll.,  1900 1900  1906 

Glenn,  Channing,  GP,  Elizabethtown;  Med.  Coll.  of  Va.,  1933 1936  1939 

Hutchinson,  Sankey  Smith  (Hon.),  S,  Bladenboro;  N.  C.  Med.  Coll.,  1911 1911  1912 

BRUNSWICK   COUNTY   SOCIETY 

BUNCOMBE  COUNTY  SOCIETYS 

President:  Cherrv,  James  Henderson,   Or,  Asheville;   Duke,  1933 1939  1941 

Secretary:  Sluder,  Fletcher  S.,  ObG,  Asheville;   Rush  Med.  Coll.,  1938 1938  194b 

Ambler, 'Arthur  Chase,  Anes,  Asheville;  Jefferson,  1920 1921  1922 

Anderson,  John  Bascom,   GP,  Asheville;   Univ.  of  Md.,   1935 1935  1938 

Anderson.  Norman  LaRue,  Black  Mountain;  Duke,  1939 1945  1945 

Ai-mentrout,  Charles  H.,  I,  Asheville;  Med.  Coll.  of  Va.,  1931 1940  1941 

Atkins,  Stanley  Sisco,  Or.  Asheville;   Cornell,  1937 1943  194.^ 

Bailev.  Harmon  J.,  ObG,  Asheville;  Washington  Univ.,  1934 1946  194b 
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Barber,  John  F.,  Asheville;  Univ.  of  Pa.,  1940 

Belcher,  Cecil  Cullen,  U,  Asheville;  Tulane,  1930 

Bell,  L.  Nelson,  S,  Asheville;  Med.  Coll.  of  Va.,  1916 

Bennett,  Basil,  P,  Asheville;   Univ.  of  Tenn.,   1931 

Bittinger,  Samuel  Moflfett,  T,  Oteen;   Georg-e  Washington  Univ.,  1918 

Blumberg,  Alfred,  Path.  Atlanta,  Ga.;  Univ.  of  Colorado,  1923 

Bradlev,  John  D.,  P,  Asheville;  Univ.  of  Ga.,  1936 

Brewton,  William  Allan,  Ind,  Enka;  Univ.  of  Pa.,  1927 

Briggs,  Henry  Harrison,  Oph,  Asheville;  Yale,  1931 

Brookshire,  Harley  Gaskill  (Hon.),  GP,  Asheville;  N.  C.  Med.  Coll.,  1905 

Brown,   Kermit  English,  ObG,  Asheville;   Jefferson,   1927 

Brownsberger,  Ethel  May,  GP,  Biltmore;   Coll.  of  Med.  Evangelists,   1927 

Buckner,  James  Marion  (Hon.),  S,  Swannanoa;  Univ.  of  N.  C,  1909 

Burnett,  Thomas  J.  M.,  GP,  Black  Mountain;  Bowman  Gray  Sch.  of  Med.,  1945.. 

Burton,  Claude  Naylor,  ObG,  Asheville;   Univ.  of  Cincinnati,  1936 

Carr,  Catherine  C,  GP,  Biltmore;  Johns  Hopkins,  1919 

Carr.  Eugene  Morrison,  I,  Asheville;  Johns  Hopkins,  1919 

Chandler,  Weldon  P.,  GP,  Weaverville;  Univ.  of  Md.,  1940 

Chapman,  Edwin  James,  ALR,  Asheville;  Northwestern,  1928 

Clapp,  Hubert  Lee,  GP,  Swannanoa;  Univ.  of  Ga.,  1937 

Clark,  Harold  Stevens.  S,  Asheville;  Univ.  of  Pa.,  1922 ,... 

Clayton,  Eugene  C,  GP,  Asheville;   Bowman  Gray  Sch.  of  Med.,  1945 

Cocke.  Jere  Ellis  (Hon.).  Asheville;  Louisville  Med.  Coll.,  1905 

Codnere,  John  T..  U,  Asheville;  Univ.  of  Toronto,  1938 

Cooley,  Samuel  Studdiford,  GP.  Black  Mountain;  N.  Y.  Univ.,  1934 

Corcoran,  Edwin  E.,  I  &  D,  Asheville;   Univ.   of  S.   C,   1937 

Crooni,  Gabe  Holmes,  P,  Asheville;  N.  C.  Med.  Coll.,  1909 

Crow,  Samuel   Leslie,  I,  Asheville;   Emory,   1925 

Crump,  Cecil  Lavon,  OALR,  Asheville;  Baylor  Univ.,  1930 

Crump,  George  Curtis,  I,  Asheville;  Harvard,  1926 

Daniels,  Robert  E.,  GP,  Asheville;  Univ.  of  Indiana,  1928 

Donnelly,  Grant  Lester,  GP,  Oteen;  Duke,  1933 

tEckel,  O.  F.   (Hon.),  Anes,  Asheville;  Med.  Coll.  of  S.  C,  1906 

Edwards.  Bertie  Oscar  (Hon.).  I.  Asheville;  N.  C.  Med.  Coll.,  1905 

Farmer,  W.  E.,  I,  Asheville;  Tulane,  1939 

Fai-nsworth,  David  L,  Oteen;  Louisiana  State  Univ.,  1941 

Feldman,  Leon  Heni-y.  L  Asheville;  Univ.  of  Md.,  1934 

Freeman.  William  Talmage,  Pd,  Biltmore;   Univ.  of  Ga.,  1917 

Gilbert,  George  G.,  U,  Asheville;  Johns  Hopkins,  1938 

Gillespie,  Samuel  Crawford,  L  Asheville;  Univ.  of  Cincinnati,  1931 

Grantham,  Wilmer  Llovd  (Hon.).  U.  Asheville;  N.  C.  Med.  Coll.,  1906 

Greene,  Jo.seph  Berry  (Hon.),  OALR.  Asheville;  Univ.  of  Va..  1893 

Greenwood,  Adolphus  Barte   (Hon.),  U,  Asheville;  Johns  Hopkins,  1916 

Griffin,  Mark  Alexander,  P,  Asheville;  Jefferson,  1917 

Griffin,  William  Rav  (Hon.),  PN,  Asheville;  Jefferson,  1910 

Griffith,  Franklin  Webb   (Hon.).  S.  Asheville:  Johns  HoDkins,  1906 

Griffith,  Lewie  Muller  (Hon.),  OALR,  Asheville;  Johns  Hopkins,  1915 

Hartman,  Bemhard  Henry,  P,  Asheville;   Yale,  1937 

Henderson-Smathers,  Irma  Carlene,  GP.  Asheville;  Tulane,  1933 

Henslev,  Charles  Albert,  OALR,  Asheville;  Jefferson.  1917 

Herbert,  William  P.   (Hon.),  S,  Asheville;   Univ.  of  Va.,  1907 

Hollvdav,  William  Murray  (Hon.).  OALR,  Asheville;  Univ.  of  Md.,  1908 

Hubbard,  Robert  T.,  GP  &  Ob,  Asheville;  Temple,  1943 

Huffines,  Thomas  Ruffin,  U,   Asheville;  Indiana  Univ.,  1919 

Hughes,  Samuel  E.,  Jr.,  Richmond,  Va.;  Med.  Coll.  of  Va.,  1924 

Huston,  John  Walter   (Hon.),  T.  Asheville;  Rush  Med.  Coll.,  1904 

Ivey.  Robert  Robbins,  S,  Asheville;  Univ.  of  Ala.,  1909 

Jacobs,  Paul,  GP,  Oteen;  Univ.  of  Arkansas,  1934 

Johnson,  Walter  Royle,  I,  Asheville;  Univ.  of  Minn.,  1924 

Justice.  William  Shipp.  S.  Asheville;  Harvard,  1926 

Karansky.   Stanley,   GP,   Enka;   Duke,   1941 

Keithan,  John  F.,  S,  Asheville;   Jefferson,   1934 

King,  Edward,  Anes,  Asheville:  Harvard.  1917 

Knoefel,  Arthur  Eugene,  Jr.,  GP,  Black  Mountain;  Louisiana  State  Univ.,  1935.. 

Kodack,  Albert,  GP&S,  Asheville;  Univ.  of  Toronto,  1940 

Koontz,  E.  Ransom,  Oteen;  Univ.  of  Mich.,  1932 

Lee,  C.  Marshall,  Jr.,  S,  Asheville;   Univ.  of  Va.,  1935 

Lord,  Margery  Juline,  PH,  Asheville;  Univ.  of  Mich..  1916 

Lott,  William  Clifton,  U,  Asheville;  Univ.  of  Colorado.  1929 

Lyda,  Edgar  W.,  GP,  Asheville;  Bowman  (iray  Sch.  of  Med.,  1944 

Lynch,  James  Madison  (Hon.),  S,  Asheville;  Univ.  of  Md.,  1904 

Macatee,  George,  Jr.,  ObG,  Asheville;  George  Washington  Univ.,  1939 
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MacRae,  John  Donald,  R,  Asheville;  Univ.  of  Pa.,  1927 1927  1930 

Mahoney,  J.  W.,  ObG,  West  Asheville;  Georg-etown  Univ.,  1926 1946  1947 

Matros,  Nathaniel  Hamilton,  S,  Asheville;   Marquette  Univ.,  1930 '."!"""  1933  1934 

Matthews,  James  H.,  T,  Asheville;  Vandeibilt,  1941 I94I  1948 

Matthews,  Wallace  Russell,  Pd,  Asheville;  Univ.  of  Western  Ontario,  Canada 1944  194,5 

McCall,  Alvin  Clay  (Hon.),  OALR,  Asheville;  Univ.  of  Md.,  1910 1910  1914 

McCall,  William  Herbert,  OALR,  Asheville;  Med.  Coll.  of  Va.,  1938 1941  1941 

McGowan,  Joseph  Francis,  OALR,  Asheville;  Univ.  of  Md.,  1929 '''".'"."''"""!  1937  1939 

McGuffin,  William  Christian,  GP,  Asheville;  Coll.  of  Med.  Evangelists,  1933 1935  1937 

McMahon,  Francis  J.,  Pr,  Asheville;  Univ.  of  St.  Louis,  1925 1945  1946 

Mears,  George  Augustus,  S,  Asheville;   Syracuse  Univ.,   1924 1924  1927 

Metcalf,  LawTence  E.,  Pd,  Asheville;   Northwestern  Univ.,  1942 1942  1947 

Millender,  Charles  White,  S,  Asheville;  Tulane.  1919 1921  1924 

Miller,  Henry  R.,  GP,  Swannanoa;  Univ.  of  Va.,  1943 1947  1947 

Moore,  Edward   E.,   Oph,  Asheville;   Harvard,   1942 1947  1948 

Moore,  Julian  Alison,  S,  Asheville;  Univ.  of  Pa.,  1918 1918  1921 

Morgan,  Burniee  Earl,  GP,  Asheville;  Uni".  of  Tenn.,  1917 .''".."...'  1921  1922 

Morgan,  Grady  Ale.xander,  I,  Asheville;  Univ.  of  Tenn.,  1917 1920  1926 

Morgenstern,  Philip,  T,  Black  Mountain:  George  Washington  Univ.,  1937 1946  1947 

Murnhy,   Gibbons  Westbrook,   R,   Asheville;    Emory,   1923 192,'?  1927 

Nailling,  Richard  C,  S,  Asheville;  Vanderbilt.  1940 I943  1944 

Norburn,  Charles  Strickland,  S,  Asheville;   Univ.  of  Va.,   1917 1921  1924 

Norburn,  Russell  Lee,   S,  Asheville;   Vanderbilt,  1925 1925  1927 

Orr.  Charles  Collins  (Hon.).  I,  Asheville;  Univ.  of  Md..  1904 1904  1905 

Peacock,  Roy  Merritt,  GP,  Weaverville:   Georgetown  Univ.,  1933 1938  1941 

Peasley,  Elmus  Day,  Path,  Asheville;  Univ.  of  Iowa,  1927 1939  1940 

Peters.  David  B.,  S,  Asheville:  George  Washington  Univ.,  1917 1920  1941 

Pine,  Irving,  T,  Oteen;  N.  Y.  Med.  Coll.,  1932 1946  1946 

Pipes.  David  McKowan,  A,  Asheville;  Tulane,  1943 1939  1940 

Powell,  William  F.,  OALR.  Asheville:  Duke,  1937 1946  1946 

Prather,  F.  G.,  GP,  Asheville;  Univ.  of  Md..  1923 1946  1947 

Printz,  Don  R.,  D,  Asheville;  Ohio  State  Univ.,  1932 .  1947  1947 

Profitt,  Ray  V..  T,  Asheville;  Univ.  of  Colorado,  1918 1945  1946 

Ouinn,  David  E..  Dublin,  Ga.,  George  Washington  Univ..  1930 1933  1934 

Raiford,  Theodore  S.,   S,  Asheville:   Johns  Hopkins,  1930  1947  1947 

Raper.  J.  S.,  R,  Asheville;  Duke.  1938 1946  1946 

Rathbun.  Lewis  S.,  ObG,  Asheville:   Harvard,  1939 1947  1948 

Reeves,  Rilev  Jefferson,  GP,  Leicester;  Vanderbilt.  1913 1913  1922 

Richardson,  Frank  Howard,  Pd,  Black  Mountain;   Cornell,  1906 1919  1920 

Ring,  Louis  J.,   GP,  Black   Mountain;   Ru.sh   Med.   Coll.,   1933  1939  1948 

Ringer,  Paul   Henry   (Hon.),  T,  Asheville;   Columbia.   1904 1906  1907 

Roach,  Leonai'd  H..  ObG,  Asheville:  Univ.  of  Cincinnati,  194;:;  1947  1948 

Robertson    Logan  T.,  Hosp.  Ad.,  Asheville;   Univ.  of  Cincinnati,  1942  1942  1947 

Russell,  William  Marler,  OALR.  Asheville:   Univ.  of  Cincinnati,  1928  1931  1932 

Saunders.  .John   Turner.   Or,   Asheville:    Columbia,   1926 1934  1935 

Schaffle,  Karl.  I,  Asheville;  Univ.  of  Pa.,  1907 1926  1927 

Schoenheit.  Edward  William.  I,  Asheville;  Jefferson,  1920 1920  1921 

Severn,  Henry  D.,  Or,  Asheville;  Johns  Hopkins,  1940 1946  1947 

Sevier,  Joseph  Thomas   (Hon.),  GP,  Asheville:  -Jefferson.  1895 1895  1899 

Shuford.  Mary  Frances,  Path,  Asheville;   Rush  Med.  Coll.,  1934  1934  1935 

Shuler,  Edward  L.,  Asheville;  Med.  Coll.  of  S.  C,  1940 1945  1946 

Sluder,  Harold  M..  GP,  Leicester;  Bowman  Grav  Sch.  of  Med.,  1945  1945  1948 

Smart,  Gardner  F.,   OALR,  Asheville:   Duke.   1940.. ___ 1946  1947 

Smith.  Bernard  Reid  (Hon.).  I,  Ashevilla:  Jefferson,  1911 1913  1914 

Sprinkle,   Charles   Nichols.   GP,  Weavei-^-ille:   Jefferson.   1910 1910  1922 

Sprinkle,  Lawrence  T.,  GP,  AVeaverville;  Jefferson,  1907 1926  1927 

Strieker,  Robert  L.,  Anes&GP.  Asheville:   Univ.  of  Pa.,  1941    .  .  1941  1946 

Suitt.  Robert  Burke,  NP,  Durham;  St.  Louis  Univ.  Sch.  of  Med..  1932 1933  1938 

Sullivan,  Joseph  Timothv.   GP.  Asheville;   N.  Y.  Univ.,   1933 1935  1937 

Swann,  Cecil  Collins,  ALR,  Asheville:  Tulane.  1926 1930  1931 

Tennent,  Gaillard  S.  (Hon.1,  Onh.  Asheville:  N.  C.  Med.  Coll.,  1894 1894  1898 

Thomas,  Charles  Darwin,  T,  Black  Mountain:  Univ.  of  Indiana,  1926 1930  1930 

Terry,  Philin  Roy,  GP.  Asheville;  George  Washington  Univ.,  1907 1912  1913 

Walker,  Lillie  C.  P,  Asheville:  Univ.  of  Chicago,' 1942 1945  1946 

Waller,  L.  C,  GP,  Asheville;  Coll.  of  Med.  Evangelists.  1943 1946  1947 

Ward,  John  LeBruce,  Pd,  Asheville;  Med.  Coll.  of  S.  C.  1905 1921  1922 

Watkins,  ,Tohn  Armstrong,   ObG,   Asheville;   Tulane,   1910 1925  1926 

Weaver.  William  Jackson  (Hon.),  Pr,  Asheville;  -Jefl'erson.  1898 1897  1903 

Weizenblatt,  Sprinza,  Oph,  Asheville:  Viennipse  Univ..  1922 1929  1931 

AVhite.  Carlton  B.,  GP.  Montreat:  Western  Reserve,  1944.. 1947  1948 

AVhite.  Robert  Alexander,  Ob,  -Asheville;  Univ.  of  Cincinnati,  1918 1920  1921 

Whitehead,   Seba  L..  D,  Asheville:   Jefferson.   1921 1921  1929 

Williams,  Jabez  H.,  PH.  Oteen:  Jefferson,  1920 1920  1922 

Williams,  Tom  Alfred,  PN,  Asheville;  Univ.  of  Edinbureh,  1896 .  1943  1943 
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Willis,  Arthur  Ponder  (Hon.),  GP,  Candler;  Univ.  of  N.  C,  1904... 

Willis,  Candler  Arthur,  GP&S,  Enka;   Duke,   1936-. 

Wilson,  George  D.,  I,  Asheville;  Temple,  1937 

Wilson,  Roeby  Bryant,  Anes,  Asheville;   Univ.  of  Louisville,  1931-. 

Wood,  Hagan  Emniett,  T,  Black  Mountain;   Emory,  1922 

Worley,  James  Harr,  Asheville;   Univ.  of  Tenn.,   1931.- 

Wright,  Frederick  Starr,  Asheville;  P.  &  S.,  New  York,  1906 

Young,  John  Clingman,  U,  Asheville;  Univ.  of  Tenn.,  1926 


Joined 

Licensed 

State 

Society 

1904 

1906 

1938 

1938 

1939 

1946 

1931 

1933 

1938 

1939 

1934 

1935 

1945 

1945 

1926 

1929 

BURKE  COUNTY  SOCIETYO 


President:  McKee,  John  Sas.ser,  Jr.,  P,  Morganton;  Univ.  of  Pa.,  1929 

Secretary:  Reece,  John  C,  Path,  Morganton;  N.  Y.  Univ.,  1938 

Adams.  R.  K.,  PN,   Morganton;   Jeiferson,   1912 

Arney,  William  Charles,  GP,  Morganton;  Univ.  of  Md.,  1940....- 

Beall,  Louis  Girardeau  (Hon.),  NP,  Morganton;  N.  C.  Med.  Coll.,  1906 

Billings,  Gilbert  M.,  OALR,  Morganton;   Tulane,  1919 

Boehm,  Emil,  P,   Morganton;  Johns  Hopkins.   1910 

Brown,  Winfred   Earl,  P,  Banner  Elk;   Tulane,  1939 

Davis,  James  W.,  R,  Morganton;  Med.  Coll.  of  Va.,  1943 

Ervin,  John  Witherspoon,  GP,  Morganton;   Med.  Coll.  of  Va.,  1933 

Ooodwin-Barbour.  Edith,  GP,  Morganton;  Woman's  Med.   Coll.  of  Pa.,  1932.. 

Hairfield.  B.  D.,  S,  Morganton;   Vanderbilt,   1939 

Hamer,  Alfred  Wilson,  GP,  Morganton;  Med.  Coll.  of  S.  C,  1921 

Helms,  Jefferson   Bivins,   S,   Morganton;   Univ.   of  Pa..   1928 

Hogshead.  Ralph,  Jr..  GP,  Morganton;   Temple,  1943.. 

Hudson,  Miles,  GP,  Valdese;  Bowman  Grav  Sch,  of  Med.,  1944 

Kibler,  William  Herbert   (Hon.),  ALR,  Morganton;   Univ.  of  Pa.,  1914 

Kirksey,  James  Jackson,  Pd,  Morganton;   Univ.   of  Pa..   1921 

Kirksey,  William  Albert,  GP,  Morganton;  Washington  Univ.,  1944 

Lang,  A.  M.,  GP,  Morganton;  Med.  Coll.  of  Va.,  1943 

Lynn,  Cy  Kellie,  GP,  Valdese;  Med.  Coll.  of  Va.,  1932 

Murphy,  Robert  Jennings,  Jr..  Pd,  McCain;  Vanderbilt,  1940 

Nichols.  Thomas  Rogers,  I,  Morganton;   Univ.  of  Rochester,   1930 

Oehlbeck.  Luther  William,  R,  Morganton;   Univ.   of  Rochester,  1930 

Palmer,  Yates   Shuford,  S,  Valdese;   Med.   Coll.  of  Va..  1931...... 

Patton,  William  Hugh,  Jr..  GP,  Morganton;  Univ.  of  Pa.,  1937 

Phifer,   Edward   W.,   S.   Morganton;   Harvard,   1937 

Ribet,  James  Ernest,  Valdese:   Univ.  of  Md.,  1947 

Riggs.  M.  M..  GP,  Drexel;  Duke,  1943 

Sisk.  Crete  Nixon,  PH.  Morganton;  Univ.  of  Nashville,  1905 

Stiff.  A.  Olin,  GP.  Valdese:  Med.  Coll.  of  S.  C.  1944 

Taylor,  Erasmus  Hervev  Evans,  P,  Morganton;   Tulane,   1924... 

Taylor,  John  Eldredge,  GP.  Morganton:  Med.  Coll.  of  Va.,  1922 

Vernon,  James  Tavlor,  P,  Morganton;  Washington  Univ.,  1943 

Vernon,  James  William   (Hon.),  P.  Morganton:  Jefferson,  1909 

Walton,  Cyrus  Leslie,  Ob,  Glen  Alpine;  Med.  Coll.  of  Va.,  1931 


1929 

1936 

1938 

1946 

1912 

1947 

1942 

1942 

1906 

1906 

1919 

1920 

1946 

1946 

1939 

1944 

1948 

1948 

1935 

1936 

1934 

1934 

1939 

1948 

1938 

1940 

1928 

1931 

1948 

1948 

1944 

1947 

1914 

1918 

1921 

1923 

1947 

1947 

1947 

1947 

1933 

1937 

1940 

1942 

1943 

1943 

1939 

19.39 

1931 

1933 

1937 

1940 

1937 

1946 

1947 

1948 

1947 

1947 

1922 

1923 

1945 

1945 

1924 

1925 

1929 

1930 

1944 

1946 

1909 

1913 

1931 

1933 

CABARRUS  COUNTY  SOCIETYio 


President:  Nolan.  James  Onslow,  GP,  Kannapolis;  Jefferson,  1921. 

Secretary:  Hill,  F.   Burnarde,   GP,   Concord;   Temple,   1943 

Adams,  Fletcher  Ruff,  PH,  Concord;  Med.  Coll.  of  S.  C,  1935 

Bangle.  James  Alexander,  GP.  Concord;  N.  C.  Med.  Coll.,  1916 

Earnhardt.  Albert  Earl,  GP.  Kannapolis;   Univ.  of  Md.,  1933... 

Barrier.  Henry  Webster.  PN.  Concord;  Chicago  Med.  Sch.,  1921 

Barringer.  Archie  L.,  GP.  Mt.  Pleasant;  Temole,  1936 

Brandon,  Wesley  Otis,  GP,  Concord;   Med.  Coll.  of  Va.,  1928 

Brantlev,  Thomas  H.,  U,  Concord:   Med.  Coll.  of  S.   C.  1936 

Bunn.  J.  J.,  Mt.  Pleasant:  N.  C.  Med.  Coll.,  1912 

Burns,  Joseph  Eugene,  Pd,  Concord;  iVfed.  Coll.  of  Va.,  1923 

Busby,  Julian,  GP,  Kannanolis;  Johns  Hopkins,   1931 

Calder.  Duncan  Graham,  Jr.,  S,  Concord;   Univ.  of  Pa.,  1936 

Caldwell.  D.  G..  T,  Concord:   Univ.  of  Pa..  1923... 

Craven.  Frederick  Thorne,  GP,  Concord;  New  York  Univ.,  1938 

Ernst,  H.  E.,  GP,  Concord;  Med.  Coll.  of  Va.,  1943 

Floyd,  William  Russel,  S.  Concord;  Jefferson,  1929 

Hege,  John  Roy   (Hon.),  PH,  Concord;   Univ.  of  Md..  1916 

Johnston,  Joseph  B.,  Jr..  I,  Kannapolis;  Tulane,  1940 

Ketner.  Fred  Yadkin,  GP,  Concord;  Med.  Coll.  of  Va.,  1928 

King,  Richard  Morrison  (Hon.).  GP,  Concord;  Jefferson,  1903 

Liles,  George  W.,  S,  Concord;  Duke,  1944. 


1921 

1922 

1946 

1947 

1936 

1942 

1916 

1920 

19,33 

1941 

1931 

1936 

1937 

1944 

1929 

1932 

1936 

1939 

1913 

1915 

1923 

1928 

1931 

1937 

1940 

1940 

192."^ 

1925 

1938 

1940 

1947 

1948 

1936 

1938 

1916 

1917 

1946 

1946 

1929 

1930 

1903 

1906 

1944 

1948 
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Lubehenko,  Nicholas  E.  (Hon.),  GP,  Harrisburg:  N.  C.  Med.  Coll.,  1915 1915  1916 

MacFadven,  Paul  Rutherford,  GP,  Concord:  Univ.  of  Va.,  1929 1929  1932 

Maulden,  Paul  Ranzo,  S,  Kannapolis;   N.  Y.  Univ.,  1932 1932  1934 

Monroe,  Lance  Truman,  ObG,  Kannapolis;  N.  Y.  Univ.,  1932 1937  1938 

Moorefield,  Robert  Hoyle,  Kannapolis;  Med.  Coll.  of  Va..  1936 1936  1941 

Morris,  Rae  Henderson,  S,  Concord;  Jefferson,  1929 1929  1932 

Nance,  James  Edwin,  OALR,  Kannapolis;  Med.  Coll.  of  Va.,  1929 1929  1942 

Rankin,  R.  B.,  Concord;   Tulane,  1917 1920  1922 

Smerznak,  John  Joseph,  GP,  Concord;  Hahnemann  Msd.  Sch.,  1940 1940  1946 

Smoot,  James  Edward   (Hon.),  GP,  Concord;  Baltimore  :\Ied.  Coll.,  1893 1894  1902 

Swann,  Joseph  Fuller  (Hon.),  GP,  Kannapolis;  Coll.  of  P.  &  S.,  Baltimore,  1896 1896  1904 

Tuttle,  Marler  Slate,  Pd  Kannapolis;  Temple,  1938 1938  1940 

Whicker,  Guv  Lorraine,  GP,  Kannapolis;  Univ.  of  Md.,  1926 1926  1928 

White,  Estus,  GP,  Kannapolis;  Tulane,  1926 1926  1940 

Widenhouse,  Martin  Aubrey,  GP,  Concord;  Univ.  of  Cincinnati,  1925 1926  1927 

Wilson,  Frank  E.,  Deputy  Med.  Director,  Red  Cross,  Washington,  D.  C;  Univ.  of 

Tenn.,  1933  .'. 1936  1936 

Youngblood,  Vernon,  GP,  Concord;   Emory,  1944 1946  1947 

Yow,  Daniel  Eugene,  I,  Concord;  Temple.  1935 1935  1937 

Yow,  Ira  A.  (Hon.),  GP,  Concord;  N.  C.  Med.  Coll.,  1906 1906  1910 

CALDWELL  COUNTY  SOCIETYH 

President:  Hedrick,  Clyde  Reitzel,  C,  Lenoir;  Georgetown  Med.  Coll.,  1925 1925  1926 

Secretary:  Kendrick.  Charles  Mattox,  I,  Lenoir;  Duke,  1933 1939  1939 

Barder.  Robert  L.,  GP,  Lenoir;  Duke,  1943 1948  1948 

Blackwelder,  Verne  Hamilton,  S,  Lenoir;   Univ.  of  Pa.,  1929 1929  1931 

Byerly,  Weslev  Grimes,  OALR,  Lenoir;  Med.  Coll.  of  Va.,  1924 1924  1925 

Corpening,  Oscar  J.  (Hon.),  GP,  Granite  Falls;  Univ.  Coll.  of  Med.,  Richmond,  1906...  1906  1906 

Corpening,  William  Nve,  GP,  Granite  Falls;  Univ.  of  Md.,  1943 1943  1944 

Davant,  Charles,  GP,  Lenoir;  Med.  Coll.  of  S.  C,  1945 1948  1948 

Dula,  Frederick  Mast,  S,  Lenoir;  Vanderbilt.   1932 1934  1934 

Fetner,  Lawrence  Merrill,  R,  Lenoir;  N.  C.  Med.  Coll.,  1914 1914  1938 

Fowler,  Shelton  F.,  GP,  Lenoir;  Vanderbilt,   1938 1945  1946 

Gibbons,  Lucius  J.,  GP  &  S,  Lenoir;  Duke,  1940 1940  1947 

Hamer,  Douglas,  Jr.,  U,  Lenoir;  Med.  Coll.  of  S.  C,  1927. 1927  1930 

Hickman,  Harry  Stuart,  Lenoir;  Duke,  1938 1940  1942 

Jones,  M.  E.,  GP,  Granite  Falls;  Duke,  194?,.. 1943  1947 

Kent,  Alfred  Abraham,  Jr.,  GP,  Granite  Falls;  Jefferson,  1931 1931  1934 

Lore,  Ralph  Eli,  S,  Lenoir;  Rush  Med.  Coll.,  1932 1933  1937 

Russell,  Charles  R.  (Hon.),  GP,  Granite  Falls;  Univ.  Coll.  of  Med.,  Richmond,  1909 1909  1918 

Templeton,  Ralph,  Lenoir;  Duke,  1942 1946  1946 

Troutman,  Baxter  Suttles,  GP,  Lenoir;  Univ.  of  Md.,  1936 1936  1939 

Wilson,  Clarence  L.  (Hon.)-,  GP,  Lenoir;  Chattanooga  Med.  Coll.,  1903 1903  1905 

CAMDEN— SEE    PASQUOTANK-CAMDEN-CURRITUCK-DARE 

CARTERET  COUNTY  SOCIETY12 

President:  Morris,  Jolm  Watson,  S,  Morehead  City;  Univ.  of  Va..  1936 1938  1938 

Secretary:   Hvde,  Frank  Edward,  ObG,  Beaufort;   Western   Reserve   Univ.,   1920 1925  1926 

Bonner,  Kemp  Plummer  Battle  (Hon.),  Pd,  Morehead  City;  Med.  Coll.  of  Va.,  1905 1905  1905 

Ennett,  Nathaniel  Thomas,  PH.  Beaufort;  Med.  Coll.  of  Va.,  1907 1932  1934 

Fulcher,  Luther,  GP,  Beaufort;  Med.  Coll.  of  S.  C.  1937 1937  1948 

Hatcher,  Samuel  W.,  GP,  Morehead  Citv;  N.  Y.  Univ.,  1942 1943  1946 

Mason,  Manlv,  GP.  Newport;  Tulane,  1924 1924  1925 

Moore,  Laurie  Walker,  Beaufort;  Med.  Coll.  of  Va.,  1931 1931  1933 

Morey,  Milton  B.,  GP&S,  Morehead  City;  Univ.  of  Rochester,  1941 1944  1946 

Royal,  Beniamin  F.  (Hon.),  S,  Morehead  Citv;  Jefferson,  1909 1909  1912 

Salter,  Theodore,  GP,  Beaufort;  Med.  Coll.  of  S.  C,  1941 1941  1946 

Thompson,  Sanford  Webb,  Jr.,  GP,  Jlorehead  City;  Med.  Coll.  of  Va.,  1913 1915  1922 

Way,  John  E.,  S,  Beaufort;   Univ.  of  Md.,  1938 1938  1946 

/'•■      !•  CASWELL— SEE   ALAMANCE-CASWELL  i.      '  - '.  . 

CATAWBA  COUNTY  SOCIETY" 

President:  Frye,  Glenn  Raymer,   S,  Hickory;   Jefferson,  1921 , 

Secretary:  Stewart,  Daniel  Niven,  Jr.,  GP,  Hickory,  Univ.  of  Pa.,  1935... 

Barnes,  Henry  Eugene,  Jr.,  C,  Hickory;  Univ.  of  Md.,  1935 

Barringer,  Phil  L.,  GP,  Hickory;  Jefferson,  1942 

Caldwell,  La's\-rence  BlcClure,  GP,  Ne-wton;   Univ.  of  Pa.,  1932 

Clark,  William  L.,  I,  Hickory;  Emorv,  1941 


1921 

1923 

1935 

1938 

1935 

1938 

1942 

1946 

1932 

1934 

1947 

1948 
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Cloninger,  Charles  Edgar,  GP,  Conover;  Univ.  of  Md.,  1941 1941  1943 

Cloninger,  Kenneth  Lee,  ALR,  Newton;   Univ.  of  Md.,  1931 1931  1933 

Cochrane,  James  Daniel,  GP,  Newton;   Univ.  of  Md.,  1912 1912  1923 

iDanehv,  Robert  .J.,  S,  Newton;  St.  Louis  School  of  Med.,  1942 1944  1945 

Fresh,  William  Maurice,  OALR,  Hickory;  Medico-Chirurgical  Coll.  of  Phila.,  1906 1913  1919 

Fritz,  William   Abel,   GP,   Hickory;   Temple,   1933 1933  1934 

Cast,  Charlotte  Marie,  Hickory;   Univ.  of  Rochester,  1934 1942  1943 

Griffin,  Harold  Walker,  OALR,  Hickory;   Emory,  1923 1931  1932 

Hambriek,   Robert  Theodore,  Pr,  Hickory;   Tulane,   1923 1923  1924 

Hunsucker,  Charles  Lamar,  GP,  Hickory;  N.  C.  Med.  Coll.,  1913 1913  1920 

Jones,  Frank  Woodson,  S,  Newton;   Med.  Coll.  of  Va.,  1934 1939  1940 

Keever,  James  Woodfin,  T,  Hickory;  Med.  Coll.  of  Va.,  1927 1927  1930 

Lewis,  John  Sumter,  S,  Hickory;  Med.  Coll.  of  S.  C,  1925 1927  1932 

Long,  Frederick  Yount  (Hon.),  GP,  Catawba;  N.  C.  Medical  Coll.,  1898 1898  1904 

Long,  Glenn   (Hon.),  GP,  Newton;  N.  C.  Med.  Coll.,  1912 1912  1915 

MacLauchlin,  W.  T.,  GP,  Conover;  Med.  Coll.  of  S.  C,  1941 1946  1947 

Newbold,  H.  L.,  I,  Newton;   Duke,   1945 ,.  1945  1948 

Nowell,  S.  C,  GP,  Hickory;  Univ.  of  Pa.,  1921 1922  1924 

Ormond,  Allison  Lee,  T,  Hickory;  Jetferson,  1930 1930  1935 

Pearson,  Arthur  A.,  Hickory;  Coll.  of  Med.  Evangelists,  1937 1939  1940 

Rabold,  Bernard   Louis,  S,  Newton;  Vanderbilt,   1938 1947  1948 

Shuford,  Jacob  Harrison,  GP,  Hickory;  Univ.  of  Pa.,  1936 1936  1942 

Summers,  J.  Dent,  S,  Hickory;  Univ.  of  Pa.,  1939 1939  1947 

Whaley,  James  Davant,  U,  Hickory;  Med.  Coll.  of  S.  C  1925 1927  1936 

Williams,  Thomas  Richard,  Jr.,  GP,  Hickory;  Univ.  of  Md.,  1943 1943  1947 

Young,  Joseph  A.,  GP,  Newton;  Med.  Coll.  of  S.  C,  1938 1938  1945 

CHATHAM  COUNTY  SOCIETYi^ 

President:  Wrenn,  Grover  Cleveland.  GP,  Siler  City;  Med.  Coll.  of  S.  C,  1937 1937  1937 

Secretary:  Mathiesen,  Kenneth  Marlin,  GP,  Pittsboro;  Coll.  of  Med.  Evangelists,  1937..  1938  1939 

Byerly,  C.  H.,  GP,  Siler  City;  Temple, 1948  1948 

Camp,  Horton,  GP,  Pittsboro;  Northwestern  Univ.,  1932 1933  1935 

Earle,  Jesse  Burns,  Ob,  Siler  City;  Med.  Coll.  of  Va.,  1935 1935  1938 

Gibson,  M.  W.,  GP,  Goldston;  Med.  Coll.  of  Va.,  1925 1925  1947 

Patman,  William  Louis,   S,   Siler  City;   Harvard,   1921 1923  1926 

Pleasants,  George  D.,  GP,  Siler  City;  Med.  Coll.  of  Va.,  1942 1942  1945 

CHEROKEE  COUNTY   SOCIFTYi--' 

President:  Miller,  Harry,  GP,  Murphy;   Emory,   1934 1936  1938 

Secretary:  Plonk,  George  W.,  GP,  Murphy;  .Jefferson,  1944 1944  1947 

Coy,  Francis  Mathew,  GP,  Murphy;  Univ.  of  Louisville,  1942 1947  1947 

Hoover.  William  Alonzo.  S.  Murphy;  Univ.  of  Md.,  1933 1933  193.S 

McGimsey,  James  F.,  Jr.,  GP,  Andrews;   Harvard,  1943 1946  194'', 

Parrette,  Nettie  Coffey,  GP,  Robbinsville;  Univ.  of  Tenn.,  1934 1937  1941 

Parrette,  Richard  Grenville,  GP,  Robbinsville;  Univ.  of  Tenn.,  1934 1936  1941 

Rodda,  John  S.,  GP,  Andrews;  Univ.  of  Oregon,  1940 1946  1946 

Scruggs,  William  Henry,  GP,  Andrews;  Univ.  of  Md.,  1913 1915  1917 

Taylor,  Frank  Victor,  OALR,  Murphy;  N.  C.  Med.  Coll.,  1915 1915  1936 

Van  Gorder,  Charles  O.,  GP,  Andrews;   Univ.  of  Tenn.,   1939 1946  1946 

Whitfield,  Bryan  Watkins,  GP,  Murphy;  Tulane,  1920 1934  1936 

CHOWAN-PERQUIMANS  COUNTIES  SOCIETYI6 

Brinn,  Thomas  Preston,   GP,  Hertford;   Univ.   of  Pa.,  1923 '.....  1923  1927 

Davenport,  Carlton  Alderman,  GP,  Hertford;  Univ.  of  Md.,  1924 1924  1926 

Hoggard,  William  Alden  (Hon.),  GP,  Hertford;  Med.  Coll.  of  Va.,  1907 1907  1910 

Powell,  Jesse  Averette  (Hon.),  GP,  Edenton;  Coll.  of  P.  &  S.,  Baltimore,  1907 1908  1909 

Vaughan,  Roland  Harris,  GP,  Edenton;   Univ.  of  Va.,  1935 1938  1939 

Ward,  Ivie  Alphonso  (Hon.),  OALR,  Hertford;  Univ.  of  N.  C,  1907 1907  1915 

Whichard,  Murray  Parmer  (Hon.),  PH,  Edenton;  Univ.  of  Md.,  1910 1910  1918 

Williams,  Leonidas  Polk,  GP,  Edenton;   N.  Y.  Univ.,  1918 1919  1920 

Wisely,  Martin  Robert,  GP,  Edenton;  Univ.  of  Va.,  1935 1937  1938 

Wood,  Frank,  S,  Edenton;  Univ.  of  Pa.,  1928 1931  1932 

Wood,  Martha,  Edenton;  Univ.  of  Pa.,  1928 1934  1935 

CLAY— SEE  MACON-CLAY 

CLEVELAND   COUNTY   SOCIETY' 7 

President:  Hamriek,  John  Carl,  S,  Shelby;  Univ.  of  Md.,  1935 1935  1940 

Secretary:  Lampley,  Charles  Gordon,  Shelby;  Bowman  Gray  Sch.  of  Med.,  1946 1946  1947 

Anthony,  James  Edward  (Hon.),  GP,  Kings  Mountain;  Univ.  of  Tenn.,  1911 1911  1912 

Bliss,  Forrest  Edgar,  S,  Lawndale;  Coll.  of  Med.  Evangelists,  1933 1933  1934 

t  Deceased. 
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Bridges,  Dwight  Thomas,  GP,  Lattimore;  Emory,  1926 1926 

Falls,  Fred,  GP,  Shelby;  Tulane,  1930 1930 

Gibbs,  Emmett  Wvattman   (Hon.),  GP,  Shelby;  Univ.  of  N.  C,  1907  1907 

Gold,  Ben,  Pd,  Shelby;   Univ.  of  Md.,  1920 1920 

Hamrick,  James  Yates,  Pd,  Boiling  Springs;   Columbia  Univ.,   1915 1915 

Hamrick,  Ladd  Watts,  Jr.,  Boiling  Springs;  Bowman  Gray  Sch.  of  Med.,  1946 1946 

Harbison,  .John  William,  S,  Shelby;  Johns  Hopkins,  1919 1919 

Hendricks,  Paul  E.,  GP,  Kings  Mountain;   Bowman  Gray  Sch.  of  Med.,  1947 1947 

Holton,  A.  J.,  GP,  Fallston;   Univ.  of  Pa.,   1933 1940 

Houser,  Emanuel  Alvin   (Hon.),  GP,  Shelby;   Baltimore  Univ.,  1902 1902 

Hunter,  J.  B.,  Shelby;  Bellevue  Med.  Coll.,  1928 1932 

Johnson,  Julius  D.,  OALR,  Shelby;  Univ.  of  Ga.,  1924 1930 

Jones,  Craig,  S,  Sheliiy;   Ind.  TIniv.,  1936 1937 

Kendall,  Benjamin  Horton,  GP,   Shelby;   Univ.  of  Md..   1929 1929 

Lattimore.  Everett  Beam  (Hon.),  GP,  Shelby;  Bellevue  Med.  Coll.,  1897 1896 

Mitchell.  Thomas   Brice,  GP,   Shelby;   Univ.  of  Pa.,   1924 1925 

Moore,  D.  Forrest,  ObG,  Shelby;  Jefferson,  1925 1925 

Moore.  Ernest  Victor,  Pd,  Shelbv;  Med.  Coll.  of  S.  C,  1933 1933 

Padgett,  Charles  King,  GP,  Shelby;  Jefferson,  1930^ 1930 

Padgett,  Philip  Grover,  Pd,  Kings  Mountain;  Tulane,  1935 19.36 

Parker,  Shepherd  Falkener,  GP,  Shelby;  Med.  Coll.  of  Va.,  1929 1929 

Ramseur,  William  Lee,  GP,  Kings  Mountain;  Med.  Coll.  of  S.  C  1926 1927 

tRoyster,  Stephen  Sampson   (Hon.),  GP,  Shelbv;  Tenn.  Med  Coll.,  1891 1896 

Schenck,  Sam  Moore,  S,  Shelbv:   Univ.  of  Pa.,  1923 1923 

Sherrill,  Herbert  Rankin,  GP,  Shelbv;   Univ.  of  Tenn.,  1926 1926 

Thompson,  Heyward  Chevis,  T,  Shelbv;  Tulane,  1930 1931 

Tilt,  LeRoy  W.,  Jr.,  GP,  Lawndale;  Univ.  of  Md.,  1943 1946 

Washburn,  Chivous  Yulan,  GP.  Mooresboro;  JefTerson,  1937 1937 

Wa.shburn,  W.  Wyan,  GP,   Boiling   Springs;   Jefferson,   1943 1943 

COLUMBUS  COUNTY  SOCIETYis 

President:  Black,  John  Rilev,  Jr.,  GP,  Whiteville;  Duke.  1938 1942 

Secretary:  Sadler,  Ralph  Calvert  (Hon.),  GP.  Whiteville;   N.  C.  Med.  Coll.,  1912 1912 

Baldwin,  William  E.,  Jr.,  GP,  Whiteville;  Duke,  1942 1946 

Bass,  R.  E.,  GP,  Chadbourn;  Med.  Coll.  of  S.  C,  1945 1945 

Cox.  Grover  Steadman   (Hon.).  Pd,  Tabor  City:  N.  C.  Med.  Coll..  1911 1911 

Floyd,  Anderson  Gayle,  GP,  Whiteville;   Med.  Coll.  of  S.   C,  1937 1937 

Flovd,  Lawrence  Dowe  (Hon.^.  GP.  Fair  Bluff:  N.  C.  Med.  Coll.,  1911 1911 

Greene.  William   Alexander.  GP,  Whiteville;   Northwestern,   1934.. 1935 

Howard,  John  Richard,  ObG.  Lake  Waccamaw:  Med.  Coll.  of  Va.,  1924 1924 

Johnson,  Flovd  (Hon.),  PH.  Whiteville:  Memnhis  Hosn.  Med.  Coll.,  1903 1903 

Medlin,  La  Rue  M.,  Tabor  CiH-;  Med.  Coll.  of  S.  C,  1943 1946 

Miller,   Warren   Edwin,   S.   Whiteville:    Emorv,   1929 1934 

Smith,  Slade  Alvah,  OALR.  Whiteville:  N.  6.  Med.  Coll..  1907 1907 

Smith.  William  Franklin   (Hon.),  GP,  Chadbourn;  N.  C.  Med  Coll.,  1904 1904 

Walton,  George  Britain.  GP.  Chadbourn;  Tulane,  1930 1930 

Welton,  Felix  Burwell,  S,  Whiteville;  Med.  Coll.  of  Va..  1927 1943 

■j-Whitaker,  Richard  Bidgood   (Hon.),  GP,  Whiteville;  Univ.  Coll.  of  Med., 

Richmond,  1912 1912 

Wilder,  Raboteau  Terrell.  GP,  Fair  Bluff;  Temple,  1941 1941 

Williamson,  Rossie  Marshall,  GP.  Tabor  Citv;   Univ.  of  Pa.,  1937 1937 

Wyche,  Joseph  Thomas,  GP,  Whiteville;  Univ.  of  Pa.,  1941 1941 

CRAVEN  COUNTY  SOCIETYio 

President:  Stevens,  Alexander  H.,  Jr..  OALR.  New  Bern;  Univ.  of  Ga.,  1932 1933 

Secretary:  Hammond,  Alfred   Franklin,  Jr.,  GP,  New  Bern;  Jefferson,  1934... 1934 

Ashford,  Charles  Hall.  GP,  New  Bern;  .Johns  Hopkins.  1927 1927 

Barker,  Christopher  Sylvanu^.  GP,  New   Bern:   Jefferson,   1909 1909 

Duffy,   Charles,   Pd,   New   Bern:   Jefferson.   1030 1930 

DufFv,  Richard   Nixon    (Hon.).   S.  New  Bern;   Johns  Hopkins,   1906 1907 

Duffv,  Richard  Nixon,  Jr..  GP  &  S,  New  Bern;  Johns  Hopkins,  1940 1940 

Grady,  Franklin  M.,  GP.  New  Bern;   Svracuse  Univ..  1932 1932 

Hollister.  William.  GP,  New  Bern;  Univ.  of  Md..  1922. 1922 

Kafer,  Oscar  Adolph,  GP,  Npw  Bern;   Univ.  of  Md..  1934 1934 

Patterson,  Joseph   Flanner   (Hon.).   S,  New  Bern;   Jefferson,   1906 1906 

Pollock.  Raymond  A.   (Hon.).  GP.  New  Bern:   Jefferson.  1897 1900 

Richardson,  Ernest  G.,  Jr.,  GP,   New  Bern;  Jefferson,   1943 1943 

Wadsworth,  Harvey  Bryan.  GP,  New  Bern;   Johns  Hopkins.   1918 1918 

Watson.  Samuel  Parks,  ALR.  New  Bern;   Univ.  of  Md.,  1901 1901 

Willis,  William  Heni'y,  Jr.,  GP,  New  Bern;  Med.  Coll.  of  Va.,  19-39 1939 

t  Deceased. 
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CUMBERLAND  COUNTY  SOCIETY-'o 

Name   and   Address 

President:  Cogdell,  David  Melvin,  GP,  Fayetteville;  Med.  Coll.  of  Va.,  1938 

Secretary:  McFadven,  Oscar  Lee,  Jr.,  I,  Fayetteville;   Duke,   1940 

Allgood,"Reece  Alexander  (Hon.),  GP,  Fayetteville;  Univ.  of  Md.,  1912 

Breeden,  William  Henry,  Pd,  Fayetteville;  Med.  Coll.  of  S.  C,  1938 

Currie,  Daniel  Smith,  Jr.,  OALR,  Durham;  Jefferson,  1936. 

Elfmon,  Samuel  Leon,  I,  Fayetteville;  Med.  Coll.  of  Va.,  1935 

Farmer,  William  Anderson,  S,  Fayetteville;  Vanderbilt,  1930 

Foster,  Malcolm  Tennyson,  PH,  Fayetteville;  Emory,  1927 

Greene,  James  Verdery,  GP,  Fayetteville;  Univ.  of  Ga.,  1938 

Harry,  John  McKamie,  U,  Fayetteville;  Med.  Coll.  of  Va.,  1934 

Highsmith,  William  Cochran,  I,  Fayetteville;   Univ.  of  Cincinnati,  1931 

Horan,  Robert  Vincent,  S,  Fayetteville;  Bowman  Gray  Sch.  of  Med.,  1944 

King',  Robert,  L  Fayetteville;  George  Washington  Univ.  Sch.  of  Med.,  1942 

iLilly,  James  Marshall  (Hon.),  OALR,  Fayetteville;  Univ.  Coll  of  Med.,  Richmond,  1903 

McKay.  William  Peter,  OALR,  Fayetteville;  Tulane,  1916 

McLeod,  Junius  Hazel,  GP,  Fayetteville:  Med.  Coll.  of  S.  C,  1926 

Morgan,  Arthur  E.,  R,  Fayetteville;  Jefferson,  1929 

Owen,  Duncan  Shaw,  I,  Fayetteville;  Univ.  of  Md.,  1930 

Parker,  Wade  Thomas,  S,  Fayetteville;  Med.  Coll.  of  S.  C,  1928 

Pittman,  Ravmond  Lupton   (Hon.),  S,  Fayetteville;  Jefferson,  1910 

Pittman,  William  Austin,  OALR,  Fayetteville;  Temple,  1932 

Rainey,  William  Thomas  (Hon.),  I,  Fayetteville;  Univ.  Coll.  of  Med.,  Richmond.  1913.... 

Reeves,  James  Leroy,  GP,  Hope  Mills;  Temple,  1938 

Robertson,  John  Newton.  OALR,  Fayetteville;   Med.  Coll.  of  Va.,  1923 

Shaw,  John  Alexander,  Pd,  Fayetteville;   Univ.  of  Pa.,  1923 

Snipes,  Richard  Dean,  Ob.  Fayetteville;   Duke,   1942 

Verdery,  William  Carey,  Pd,  Fayetteville;  Univ.  of  Ga.,  1915 

CURRITUCK— SEE  PASQUOTANK-CAMDEN-CURRITUCK-DARE 

DARE— SEE  PASQUOTANK-CAMDEN-CURRITUCK-DARE 

DAVIDSON  COUNTY  SOCIETY^' 

President:  Lanier,  Verne  Clifton,  GP,  Welcome;  Med.  Coll.  of  Va.,  1937 

Secretary:  Terry,  Jarvis  Russell   (Hon.).  Pd,  Lexington;  Univ.  of  Louisville,  1911 

Alexander.  George  Thomas,  GP.  Thomasville;   Emory,  1922 

Andrew,  John  Montgomery,  R,  Lexington;  N.  Y.  Univ.,  1932 

Ausband,  John  Rufus,  GP'.  Denton;  Bowman  Gray  Sch.  of  Med.,  1943 

Block,  Milton  Edward,  GP.  Lexington;  Tulane,  1933 

Cathell,  Edwin  Jennings.  S,  Lexington;  Emory,  1930 

Cathell,  James  I,uther,  S,  Lexington;  Emory,  1937 

Clyatt,  Claude  Eugene,  GP,  Denton;  Univ.  of  Ga.,  1911 

Covington,  Furman   P..   GP,  Thomasville;   Jefferson,   1939 

Craven,  Jean  Davidson.  Pd,  Lexington;  John?-  Hopkins,  1930 

Farrington,  Reno  Kirby.  S,  Thomasville;  Univ.  of  Cincinnati,  1925 

Gambrell,  Grover  Cleveland,  PH.  Lexington;  Univ.  of  Ga.,  1912 

Griffis,  John  William,  Denton;   Med.  Coll.  of  Va.,  1932 

Hunt,  William  Brvce.  GP,  Lexington;  Univ.  of  Md.,  1923 

Jennings,  Royal  Garfield,  GP,  Thomasville;  N.  C.  Med.  Coll..  1913 

Leonard,  Jacob  Calvin,  Jr.,  OALR,  Lexington;  Jefferson,  1928. 

Lohr,  Dermot,   GP,  Lexington;   Jefferson,   1934.. 

Long,  Rowland  V.,  I,  Lexington:  Bowman  Gray  Sch.  of  Med.,  1946 

McDonald,  Robert  Lacv,  GP,  Thomasville;  Northwestern,  1936..., 

Mock,  Frank  Lowe  (Hon.),  GP,  Lexington;  N.  C.  Med.  Coll.,  1908 

Myers,  Holland  Thomas,  Lexington;  Med.  Coll.  of  Va.,  1935 

•f-Phillips,  Charles  Hoover  (Hon.),  GP,  Thomasville:  Baltimore  Univ.  Sch.  of  Med.,  1892 

Plummer,  David  Edwin.  PH,  Thomasville:  Med.  Coll.  of  Va.,  1934 

Redwine,  James   Daniel.   Lexington;    Emory,   1931 

Sharpe,  Charles   Ray   (Hon.),   OALR.  Lexington;   Jefferson,   1914 

Sherrill,   Phil   Minnis.   GP,   Thomasville;   Vanderbilt,   1931 

Smith,  Foyle  P.,  ObG,  Lexington;  Washington  Univ.  Sch.  of  Med.,  1943 

Smith,  J.  Alexander   (Hon.),  S,  Lexington;   N.  C.  Med.  Coll.,  1915 

Smith,  William  Gordon,  S,  Thomasville;   Tulane,  1927 

Valone,  J.  A.,  S,  Lexington;  Univ.  of  Buffalo,  1936 

Vestal,  Willis  Jasper  (Hon.),  P,  Lexington;  Coll.  of  P.  &  S.,  Baltimore,  1883 

DAVIE— SEE  ROWAN-DAVIE 
t  Deceased.       ' 
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DUPLIN  COUNTY  SOCIETY22 


Name   and   Address 

President: 

Secretary:  Ewers.  Edwin  Patterson.  GP,  Warsaw;  Med.  Coll.  of  Va.,  1935 

Hawes.  Charles  Forest,  GP,  Rose  Hill;   Northwestern,  1933 

Heath,  Hunter,  GP,  Chinquapin;   McGill  Univ.,  1943 

Hoskins,  William  H.,  GP,  Whiteville;  Med.  Coll.  of  Va.,  1931 

Hundley,  Deane,  Jr.,  GP,  Wallace;  Boston  Med.  Coll.,  1934 

Hunter,  John  F.  C.  R,  Magnolia;  Med.  Coll.  of  Va.,  1940 

Matthews.  George  P.,  GP,  Rose  Hill;   Temple,  1943 

Norris,  Francis  Loran,  GP,  Beaulaville;  Univ.  of  Oklahoma,  1936 

Robinson,  John  Daniel,  GP,  Wallace;  Univ.  of  Md..  191.5 

Straughan,  John  William.  Warsaw;  Med.  Coll.  of  Va.,  1924 , 

Williams,  James  Marcus,  GP,  Warsaw;  Univ.  of  Md.,  1902 

DURHAM-ORANGE  COUNTIES  SOCIETY^s 

President:  Cekada.  Emil  Bogomir,  I,  Durham;  Johns  Hopkins,  1929 

Secretary:  Trent,  Josiah  Charles.  S,  Durham;  Univ.  of  Pa.,  1938 

Adkins,  T.  F.,  ObG,  Durham:  Duke.  193fi 

Alexander,  Sydenham  B.,  I,  Richmond,  Va.:   Med.  Coll.  of  Va.,  1944 

Alyea,  Edwin  Pascal,  U,  Durham;   Johns  Hopkins,   1923 

Anderson,  William  Banks,  OALR,  Durham;  Johns  Hopkins,  1924 

Arena,  Jav   Morris,  Pd.  Durham;   Duke,   1932 

Arnold,  Ralph  Aranovitz,   0.\LR.   Durham;   Univ.   of  Buffalo,   1936 

Baker,  Lenox  Dial,  Or.  Durham;  Duke,  1933 

Baxley,  Raifovd  D.,  S,  Durham;  Univ.  of  Chicago,  1940 

Baylin,   George  Jay,   R.  Durham;   Duke.    1937 

Berryhill.  Walter  Reece,  I&Ed,  Chapel  Hill;  Harvard,  1927 

Bitting.  Nunia  Duncan   (Hon.),  S.  Durham;  Jefferson,  1907 

Boone,  William  Henry  (Hon.),  GP,  Durham;  N.  C.  Med.  Coll.,  1902 

Boone,  William  Waldo,  GP,  Durham;  Jefferson,  1923 

Bowles,  Francis  Norman.  ObG,  Durham;  Med.  Coll.  of  Va.,  1924 

Brinkhous,  Kenneth  M.,  Ed,  Chapel  Hill;  Univ.  of  Iowa,  1932 

Brown,  Ivan  W..  Jr.,  S,  Durham;  Duke,  1940 

Bryan,  A.  Hughes,  I,   Chapel   Hill;   Harvard,  1931 

Bugg,  E.  L,  Jr.,  Or,  Durham;  Johns  Hopkins,  1937 

Bullitt,  James  Bell   (Hon.),  Path.  Chapel  Hill;  Univ.  of  Va.,  1897 

Burwell,  Walter  Brodie,  I,  Henderson;  Tulane.   1941 _ 

Callaway.  Jasper  Lamar.  D.  Durham:   Duke,  1932. 

Carroll,  R.  Charman,  PN,  Durham;   Univ.  of  Colorado,  1939 

Carter,  Francis  Bayard,  ObG,  Durham;  Johns  Hopkins.  192.5 

Cooper.  Albert  Derwin,  A.  Durham;   George  Washington  Univ.,   1931 

Coppridge,  William   Maurice,   U,   Durham;   Jefferson,   1918 

Craig,  Robert  La\\Tence,  N,  Durham:  Johns  Hopkins,   1935 

Crane,  George  L..  I,  Durham;   Cornell,  1940 

Creadick,  Robert  N.,  ObG,  Durham;  Yale,  1937 

Davison,  Wilburt   Cornell,   Pd&Ed.  Durham;   Johns  Hopkins,   1917 

Dees,  John  Essary,  U.  Durham;  LTniv.  of  Va.,  1933 

Dees,  Susan  Coons,  Pd,  Durham;  Johns  Hopkins.  1935 

Dick,   MacDonald,   I,  Durham;   Johns   Hopkins.   1928 , 

Eagle,  Watt  Weems,  ALR,  Durham;  Johns  Hopkins,  1925 

Easley,  Eleanor  Beamer,  ObG,  Durham;   Duke,   19.34 

Erickson,  Cyrus  Conrad,  Path,  Durham;  Univ.  of  Minnesota,  1932 

Fassett.  Burton  Watson   (Hon.),  OALR,  Durham:   Baltimore  Med.  Coll.,  1898.. 

Ferguson,  George  Burton,  OALR,  Durham;  Jefferson,   1932 

Fields,  Leonard  Earl,  GP,  Chapel  Hill;   Univ.  of  Pa.,  1929 

Fleming,  Ralph  Gibson,  GP,  Durham;  Univ.  of  Pa.,  1936 

Flowers.   .Arthur  H.,  Jr.,   D.  Durham;   Duke,   1942     

Forbus,  Wiley  Davis,  Path,  Durham:  .Johns  Hopkins.   1923 

Forrest,  Daniel  Efland,  GP,  Hillsboro;  Univ.  of  Md.,  1930 

Fox,  Frances  Hill.  I,  Durham;  Univ.  of  Pa.,  1935 

Fox,  Herbert  Junius,  I,  Durham;  Duke,  1935 

Gardner.   Clarence  Ellsworth.  Jr..   S,  Durham;  Johns   Hookins,   1928 

Garvin,  David  0.,  PH,  Chapel  Hill;  Med.  Coll.  of  S.  C,  1932 

Glenn,  John  C,  Jr.,  R,  Quantico,  Va.;  Duke,  1943 

Goddard,  David  W.,  U,  Durham;  Duke,  1939 

Goudge,  Mabel  Ensworth,  P,  Durham:   Ohio   State  Univ.,  1922 

Graham,  John   Borden,  Path.   Chapel   Hill;   Cornell,   1942 

Graham,  William  Alexander,  ObG.  Durham;  Univ.  of  Pa.,  1932 

Graves,  Robert  Williams,  N.  Durham;   Duke,  1933 

Gray,  Paul  M.,  S,  Durham;  Univ.  of  Arkansas,  1936 

Greenhill,  Maurice  Herzberger,  PN,  Durham;   Univ.  of  Chicago,  1936 
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Name   and   Address 

Grimson,  Keith  Sanford,  S,  Durham;  Rush  Med.  Coll.,  1933 

Gunter.  .June   U.,  Path,  Durham;   .Jefferson,   1936 

Hamblen,  Edwin  Crowell,  G,  Durham;  Univ.  of  Va.,   1928 _ 

Hansen-Pruss,  Oscar  Carl  Edward,  1,  Durham;   Johns  Hopkins,  1924 

Hardee,  Walter  Person,  OALR,  Durham;  Jefferson,  1912 r.. 

Harris,  Isaac   E.,  Jr.,   S,  Durham;  Jefferson,   1933.., 

Harris,  Jerome  S.,  Pd,  Durham;  Hai'vard,  1933 

Hart,  Julian  Deryl,  S,  Durham;  Johns  Hopliins,  1921 

Harton,  Roman  Albert,   GP,  Durham;   Temple,   1934 

Hede:peth,  Edward  McGowan,  I,  Chapel  Hill;   Univ.  of  Pa.,  1931 

Hendrix,  James  Paisley,  I,  Durham;    L'niv.  of  Pa.,  1930 

Hesser,  Frederick  H.,  P,  Durham;  Johns  Hopkins,  1937 , 

Hickam,  John  B.,  I,  Durham;   Harvard,  1940... 

Hicks,  Calvin  Shaw  (Hon.),  GP,  Durham;   Univ.  of  Md.,  1904 

Hohman,  Leslie  B.,  P,  Durham;  Johns  Hopkins,  1917 

HoUoway,  Joseph   Clark,   GP,   Durham;    Tulane,   1927 

Jones,  Thomas  Thweatt,  D,  Durham;  Johns  Hopkins,  1932 

Josselson,  Albert  J.,  I.   Durham;   Northwestern,  1944 

Kempner,  Walter,  I,  Durham;   Univ.  of  Heidelberg,   1926 

Kerns,  Thomas  Cleveland  (Hon.),  OALR,  Durham;  Univ.  of  Pa.,  1911 

Lindsay,  Robert  Boyd,  PH,  Chapel  Hill;  Jefferson,  1940 

London,  Arthur  Hill,  Jr.,  Pd,  Durham;   Univ.  of  Pa.,  1927 

Lyman,  Richard  Sherman,  P,  Durham;  Johns  Hopkins,   1921 

MacNider,  William  deBerniere   (Hon.),  Phar,  Chapel  Hill;  Univ.  of  N.  C,  1903., 

Manning,  Isaac  Hall,  Jr.,  I,  Durham;   Harvard,  1935 

Markham,  Blackwell,  S,  Durham;   Harvard,  1922 

Martin,  Donald  Stover,  Pd,  Durham;   Univ.  of  Rochester,  1930 

Martin,  Ruth  Campbell,  Anes,  Durham;  Washington  Univ.,  1941 , 

McBryde,  Angus  Murdoch,  Pd,  Durham;   Univ.  of  Pa.,  1928 

McCracken,  Joseph   Pickett,   I,   Durham;   Duke,   1937 

McCutcheon,  William  Benson,  S,  Durham;  Med.  Coll.  of  Va.,  1921 

McKee,  Lewis  Middleton,  I,  Durham;  Temple,  1933 

McPherson,  Samuel  Dace  (Hon.),  OALR,  Durham;  Univ.  of  Md.,  1903 

Menefee,  Elijah  Eugene,  Jr.,  I,  Durham;   Duke.  1936 

Miale,  John  B.,  Path,  Chapel  Hill;  Univ.  of  Rochester,  1940 

Morgan,  William  Gardner,  PH,  Chapel  Hill;   Univ.  of  Pa.,  1931 

Myers,  Jack  D.,  I,  Durham;   Stanford   Univ.,   1937 

Nichols,  Rhodes  Edmond,  Jr.,  I,  Durham;  Univ.  of  Pa.,  1930 

Nicholson,  William  McNeal,  I,  Durham;  Johns  Hopkins,  1931 

Norton,  John  W.  R.,  PH,  Raleigh;   Vanderbilt,   1928 

Odom,  Guy  L.,  NS,  Durham;  Tulane,  1933  , 

Orgain,  Edward  Stewart,  C,  Durham;  Univ.  of  Va.,  1930 

Patterson,  Fred  Geer,  I,  Chapel  Hill;  Univ.  of  Pa.,  1937 

Patterson,  Hubert   C,   S,  Durham;   Harvard,   1937 

Pearse,  Richard  Lehmer,  ObG,  Durham;  Harvard,  1931 

Perry,  David  Russell,  I,  Durham;  Jefferson,   1919 

Perry,  David  Russell,  Jr..  Pd.  Durham;   Bowman  Gray  Sch.  of  Med.,  1946 

Persons,  Elbert  Lapsley,  I,  Durham;   Harvard,  1927 

Pickrell,  Kenneth  L.,  S,  Durham:  Johns  Hopkins,  1935 

Powell,  Albert  Henry,  GP,  Durham;  Univ.  of  Ga..  1924 

Raney,  Richard  Beverly,  Or,  Durham;  Harvard,  1930 

Reeves,  Robert  James,  R,  Durham;   Bavlor  LTniv.,  1924 

Richardson,  William  Perry,  GP,  Chapel  H'.ll;  Med.  Coll.  of  Va.,  1928 

Riggsbee,  Arthur  Eugene  (Hon.),  GP,  Durham;  Univ.  of  N.  C,  1909 

Riggsbee,  John  B.,  GP,  Chapel  Hill;  Vanderbilt.  1943 

Roberson,  Foy  (Hon.),  S,  Durham;  Jeft'erscn,  1909 

Roberts,  Bennett  Watson,  Pd,  Durham.;  Univ.  of  Md.,  1924 

Roberts,  Bryan  Nazer,  GP,  Hillsboro;   Univ.  of  Md.,   1925 

Roberts,  Louis  Carroll,  U,  Durham;  Duke,  1933 

Robertson,  Edwin  Mason,  S,  Durham;   Tulane,  1912 

Rodwell,   Eleanor,   GP,  Durham;   Temple,   1942 

Rogers,  Gaston  Wilder,  PH,  Chapel  Hill;   Birmingham  Med.  ColL,  1911 

Ross.  Robert  Alexander,  ObG,  Durham;   Univ.  of  Pa.,  1922 

Rosser,  Robert  Guthrie,  Jr.,  I,  Durham;  Med.  Coll.  of  S.  C,  1943 

Ruffin,  Julian  Meade,  I,  Durham;   Univ.  of  Va.,  1926 

Rundles,  R.  Wayne,  I,  Durham;  Duke,   1940 

Schiebel,  Herman  Max,  S,  Durham;  Johns  Hopkins,  1933 

Sealey,  Will  C,  S,  Durham;  Emory,  1936.. 

Shuler,  James  Edward,  GP,  Durham;  Med.  Coll.  of  Va.,  1914 

Silver,  George  A.,  P,  Durham;  Duke,  1938 

Skinner,  Benjamin  S.,  Pd,  Durham;  Washington  Univ.,  1940 

Smith,  Annie  Thompson,  GP,  Durham;  Univ,  of  Illinois,  1923 

Smith,  David  Tillerson,  I,  Durham;  Johns  Hopkins.  1922 

Smith,  Erma  A.,  I,  Durham;   Rush  Med.  Coll.,  1933 


Joined 

icensed 

State 

Society 

1942 

1942 

1936 

1937 

1931 

1931 

1930 

1931 

1912 

1924 

1933 

1939 

1940 

1947 

1929 

1930 

1935 

1936 

1931 

1934 

1930 

1939 

1944 

1945 

1947 

1948 

1904 

1904 

1946 

1947 

1928 

1929 

1934 

1935 

1948 

1948 

1942 

1943 

1911 

1913 

1940 

1947 

1927 

1930 

1940 

1941 

1903 

1903 

1938 

1939 

1922 

1925 

1938 

1939 

1947 

1948 

1931 

1932 

1938 

1941 

1921 

1925 

1934 

1934 

1903 

1904 

1940 

1941 

1945 

1946 

1931 

1937 

1947 

1948 

1930 

1932 

1935 

1937 

1928 

1932 

1943 

1944 

1934 

1936 

1937 

1940 

1947 

1947 

1938 

1938 

1919 

1922 

1947 

1948 

1931 

1931 

1944 

1945 

1925 

1926 

1934 

1935 

1930 

1930 

1928 

1929 

1909 

1911 

1946 

1946 

1909 

1912 

1924 

1927 

1925 

1926 

1935 

1940 

1912 

1929 

1942 

1944 

1937 

1941 

1922 

1926 

1943 

1946 

1930 

1931 

1946 

1946 

1938 

1940 

1946 

1947 

1920 

1922 

1947 

1948 

1940 

1946 

1925 

1926 

1931 

1931 

1946 

1947 

3G  SUPPLEMENT  TO   THE   NORTH   CAROLINA    MEDICAL  JOURNAL 

Joined 

Name   and   Address  Licensed  State 

Society 

Smith,  Ruby  A.,  I,  Chapel  Hill;   Univ.  of  Md.,  1040 1942  1943 

Speas,  William  Paul,  Jr.,  GP,  Durham;   Univ.  of  Pa.,  1939 1939  1946 

i Speed,  Joseph  Anderson  (Hon.),  GP,  Durham;  Jefferson,  1914 1914  1916 

Spikes,  Norman  Owen,  GP,  Durham;  Jeflcrson,  1924 1924  1927 

Stanford,  Lois  Foote,  I,  Durham;  Univ.  of  Pa.,  1921 1923  1924 

Stanford,  William  Raney,  I,  Durham;   Univ.  of  Pa.,  1919 1919  1923 

Stead,  Eugene  A.,  Jr.,  I,  Durham;   Emory,  1932 1947  1947 

Stocker,  Frederick  W.,  Oph,  Durham;   Univ.  of  Bern,  Switzerland,  1919 1943  1943 

Sweaney,  Hunter  McGuirc,  S,  Durham;   Univ.  of  Pa.,  1919 1919  1920 

Thomas,  Walter  Lee,  ObG,  Durham;  Univ.  of  Va.,  1931 I937  1933 

Turner,   Larry,  OALR,  Durham;   Duke,   1939 1941  1947 

Turner,  Violet  H.,  ObG,  Durham;  Univ.  of  Chicago,  1940 1944  1945 

Tyler,  Earl  Runyon,  D,  Durham;  Jefferson,  1923 1923  1927 

Vaughan,   Walter  Weddle,  R,   Durham;  Jefferson,  1933 1933  1938 

Watkins,  Charles,  P,  Durham;   Univ.  of  Tenn.,   1938 ■.  1940  1948 

tWatkins,  George  Thomas,  Jr.  (Hon.),  GP,  Durham;  Jefferson,  1915 1915  1917 

Watkins,  William  Merritt,  GP,  Durham;  Jefferson,  1923 1923  1925 

Watson,  George  A.,  Pd,  Durham;  Duke,  1939 1939  1947 

Whilden,  James  Griffith,  R,  Durham;  Duke,  1937 1946  1947 

Wilkins,  Robert  Bruce  (Hon.),  OALR,  Durliam;  N.  C.  Med.  Coll.,  1913 1913  1917 

Wilson,  James  Stephenson,   S,  Durham;   Duke,  1937 1947  1947 

Woodhall,  Maurice  Barnes,  NS,  Durham;  Johns  Hopkins,  1930 I937  1937 

Wright,  John  Joseph,  PH,  Chapel  Hill;  Vanderbilt,  1935 1940  1942 
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President:  Bailey,  Clarence  Whitfield.  OALR,  Rocky  Mount;  Jefferson,  1925 

Secretary:  Bell,  Orville  Earl,  GP,  Rocky  Mount;  Oklahoma  Univ.,  1936 

Anderson,  Richard  Speight,  S,  Whitakers;   Univ.  of  Md.,  1924  ._.._ 

Bass,  Spencer  Pippin  (Hon.),  GP,  Tarboro;  Univ.  of  Va.,  1906 

Battle,  Margaret  White,  ObG,  Rocky  Mount:  Univ.  of  Mich.,  1933 

Battle,  Newsom  Pittman,  S,  Rocky  Mount;   Univ.  of  Pa.,  1926 

Boice,  Edmund  Simpson  (Hon.),  S,  Rocky  Mount;  Univ.  of  Pa.,  1909 

Brantley,  Hassell    (Hon.),  OALR,  Spring  Hope;  Jefferson,   1888 

Brantley,  Julian  Chisholm,  GP,  Spring  Hope;  Jefferson,  1916 

Brantlev,  Julian  Chisholm,  Jr.,  ObG,  Rocky  Mount;  Jefferson,  1943 

Chamblee,  John  S.,  PH,  Nashville;   Emory,  1938- 

Grumpier,  James  Fulton,  Pd,  Rocky  Mount;  N.  Y.  Univ.,  1930 

Cutchin,  Joseph  Henry  (Hon.),  GP,  Whitakers;  Univ.  Coll.  of  Med.,  Richmond,  1911.... 

Daughtridge,  Arthur  Lee,  R,  Rocky  Mount;  Univ.  of  Md.,  1924 

Deans,  Arthur  Wood   (Hon.),  GP,  Battleboro;  Med.  Coll.  of  Va.,  1915 

Dixon,  William  Harvey,  Pr,  Rocky  Mount;  Jefferson,  1919 

Fleming,   Major  Ivy,  R,  Rocky  Mount;  Jefferson,   1904... 

Gibbs.  Stuart  Wvnn,  R,  Rocky  Mount;  Bowman  Gray  Sch.  of  Med.,  1944 

Grant,  H.  B.,  Pd,  Rockv  Mount;  Duke,  1941 

Green,  William  Wills   (Hon.),  S,  Tarboro;  Univ.  of  N.  C,  1908 

Hooks,  W.  Borden,   GP,  Tarboro;   Richmond,   1930 

Hussey,  Howard  S.,  Hosp.  Res.,  Tarboro;  Jefferson,  1942 

Jones,  William  Samuel,  GP,  Nashville;   Med.   Coll.  of  Va.,  1927 

Justa,  Samuel  Harry,  U,  Rocky  Mount;  Med.  Coll.  of  Va.,  1933 

Knowles,  Daniel  Lament,  GP,  Rocky  Mount;  Univ.  of  Pa.,  1918 

Kornegay,  Lemuel  Weyher,  Rocky  Mount;  Duke,  1943 

Kornegay,  Robert  Dumais,  Or,  Rocky  Mount;  Duke,  1939 

Lane,  John  Loftin   (Hon.),  OALR,  Rocky  Mount;  N.  C.  iMed.  Coll.,  1906 

Large,  Hiram  Lee  (Hon.).  U,  Rockv  Mount;  Med.  Coll.  of  Va.,  1917 

tMartin,  John  Henry   (Hon.).  GP,  Red  Oak;   Univ.  of  Nashville,  1903 

McDowell,  William  Kitchin.  OALR,  Tarboro;  Jefferson,   1931 

Noell,  Robert  Holman,  GP,  Rocky  Mount;  Univ.  of  Md.,  1916 

Perry,  Ernest  Monroe  (Hon.),  Oph,  Rocky  Mount;  Coll.  of  P.  &  S.,  Baltimore,  1907.... 

Poole,  P.  P.,  I,  Rocky  Mount;  Duke,  1940 

Raby.  James  Grover  (Hon.),  Pd,  Tarboro;   Univ.  Coll.  of  Med.,  Richmond,  1911 

Raby,  William  Thomas,  Asst.  Hosp.  Res..  Baltimore,  Md.;  Univ.  of  Md.,  1942. 

Roberson.  E.  L..  S,  Tarboro;  Univ.  of  Md.,  1934 

Robertson,  Leon  W.,  GP,  Rocky  Mount;  Bowman  Gray  Sch.  of  Med.,  1945 

Royster,  Thomas  Hays  (Hon.),  OALR,  Tarboro;  Univ.  Coll.  of  Med.,  Richmond,  1908.... 

Smethie,  William,  S,  Wadesboro;   Med.  Coll.  of  Va.,  1939 

Smith,  Claiborne  Thweat.  I,  Rockv  Mount;   Univ.  of  Pa.,  1918 

Smith,  Gordon,  GP,  Rocky  Mount;   Univ.  of  Pa.,   1940 

Smith,  John  Goodrich,  I,  Rocky  Mount;   Duke,   1934 

Speight,  James  Ambler  (Hon.),  GP,  Rockv  Mount;   Univ.  of  La.,  1914 

Stone,  Marvin  Lee,  GP,  Rocky  Mount;  Univ.  of  Pa.,  1924 , 

Sykes,  Joy  Verle,  GP,  Rocky  Mount;  Univ.  of  Pa.,  1929 
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Thorp,  Adam  Tredwell,  ObG,  Rocky  Mount;  Univ.  of  Pa.,  1921 

Vann,  Junius  Richardson,  GP,  Spring  Hope;  Jetferson,  1917 

Wall,  William  Stanley,  Ob,  Rocky  Mount;   Univ.  of  Pa.,  1933 

Way,  Samuel  Eason,  S,  Rocky  Mount;   Univ.  of  Md.,  1933 

Weeks.  Kenneth  Durham,  I,  Rocky  Mount;   Duke,  1939 

Whitaker,  James  Allen,  PH,  Rocky  Mount;  Temple,  1933 

Whitley,  Robert  Macon,  Jr.,  1,  Rocky  Mount;  Duke,  1940 

Willis,  Byrd  Charles  (Hon.),  S,  Orange,  Va.;  Med.  Coll.  of  Va.,  1909.. 

Wright,  John  Everett,  GP,  Macclesfield;  Jetferson,  1937 

Wright,  Ken,  S,  Rocky  Mount;  Columbia  Univ.,  1941 
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President:  Hart,  Oliver  James,  U,  Winston-Salem;  Med.  Coll.  of  S.  C,  1925 x930  1932 

Secretary:  Reid,  Charles  Hamilton,  Jr.,  I,  Winston-Salem;   Duke,  1942 I945  1945 

Adams,  Anne  Stephenson,  GP,  Concord;  Woman's  Med.  Coll.  of  Pa.,  1937 1939  1940 

Adams,  Carlton  Noble,  ObG,  Winston-Salem;   Duke,  Id'iZ 1936  1937 

Ader,  Otis  Ladeau,  PH,  Walkertown;  Univ.  of  Pa.,  1925 1925  1927 

Anderson,  Katherine,  Pd,  Winston-Salem;   Cornell,   1940 1943  1944 

Andrew,  Laeey  Allen,  Jr.,  U,   Winston-Salem;  Duke,  1932 1932  1936 

Avery,  Edward  Stanley,  I,  W^inston-Salem;   Univ.  of  Pa.,   1928.... 1928  1930 

Beavers,  James  Wallace,  GP,   Kernersville;   Univ.  of   Pa.,   1930 I93O  1935 

Belding,  Helen,  I,  Winston-Salem;   Boston  Univ.,  1943 I947  1948 

Belton,  Joseph  Franklin   (Hon.),  GP,  Winston-Salem;   Univ.  of  Pa.,  1914 1914  1916 

Benbow,  Edgar  Vernon,  S,  Winston-Salem;  Jefferson,  1925 1925  1928 

Benbow,  John  Thomas,  GP,  Winston-Salem;  N.  C.  Med.  Coll.,  1910 I9IO  1920 

Bender,  John  Robert,  GP,  Winston-Salem;  Med.  Coll.  of  Va.,  1935 1935  1939 

Bowers,  Marvin  Arthur   (Hon.),  GP,  Winston-Salem;   Tulane,   1911 1911  1914 

Bradford,  George  Edwin,  ALR,  Winston-Salem;  Univ.  of  Tenn.,  1933 1935  193fi 

Bradshaw,  Howard  Holt,  S,  Winston-Salem;  Jefferson,   1927 1927  1942 

Brooks,   Ernest  Bruce,  I,   Winston-Salem;   Duke,   1933.   I935  1936 

Bunn,  Richard  Wilmot,  I,  Winston-Salem;  Temple,  1935 1936  1937 

Butler,  Leroy  Jefferson,  Pd,  Winston-Salem;   Med.  Coll.  of  Va.,  1915 1920  1921 

Carlton,  Romulus  Lee  (Hon.),  PH,  Winston-Salem;  Univ.  of  Md.,  1906 1906  1906 

Carpenter,  Coy  Cornelius,  Path&Ed,  Winston-Salem;   Syracuse  Univ.,  1924 1924  1927 

Casstevens,  John  Claude,  GP,  Winston-Salem;  Med.  Coll.  of  Va.,  1926 1926  1927 

Cayer,  David,  GE,   Winston-Salem;   Duke,   1938 I944  1944 

Combs,  Fielding,  ALR,  Winston-Salem;   Med.  Coll.  of  Va.,  1923 I931  1932 

Conrad,  Elizabeth,  Pd,  Winston-Salem;  Johns  Hopkins,  1943 1946  1946 

Cooke,  Grady  Carlyle,  S,  Winston-Salem;  Univ.  of  Md.,  1919 1919  1920 

Couch,  Vanderbilt  Franklin,  OALR,  Winston-Salem;  Columbia,  1911 1911  1919 

Cox,  William  Foscue,  I,  Winston-Salem;  Med.  Coll.  of  Va.,  1942 I947  1947 

Craig,  Sylvester  Douglas   (Hon.).  I,  Winston-Salem;  Tulane,  1908 1911  1912 

Dalton,  William  Nicholson   (Hon.),  GP,  Winston-Salem;   N.  C.  Med.  Coll.,  1904.! 1904  1905 

Davis,  John  Preston,  I,  Winston-Salem;   Univ.  of  Pa.,  1934 1937  1938 

Davis,  Thomas  W.   (Hon.),  ALR,  Winston-Salem;  Med.  Coll.  of  S.  C,  1898 1899  1899 

Donnelly,  James  Ford,  ObG,  Winston-Salem;   Univ.  of  Chicago,  1939 1941  1946 

Drummond,  Charles   Stitt,  Pr,  Winston-Salem;   Univ.  of  Ga.,   1930 I933  1933 

Fearrington,  James  Cornelius  Pass,  I,  Winston-Salem;  Rush  Med.  Coll.,  1930 1933  1934 

Forsyth,  H.  Francis,  Or,  Winston-Salem;   Univ.  of  Michigan,  1940 1941  1946 

Fowler,  Henrv  Jackson,  GP,  Walnut  Cove;  Bowman  Grav  Sch.  of  Med.,  1946     .  1947  1948 

Fritz,  Oliver  Grady,  GP,  Walkertown;  Med.  Coll.  of  Va.,  1931 1932  1940 

Garvey,  Fred  Kesler,  U,  Winston-Salem;  Univ.  of  Cincinnati,  1925 1925  1932 

Gilbert,  Edward  Lee,  GP,  Winston-Salem;  Univ.  of  Tenn.,  1932 1935  1936 

Goswick,  Harry  Wilson,  Jr.,  S,  Winston-Salom;  Univ.  of  Tenn.,  1931 1934  1935 

Green,  Harold  David,  I  &  Phy,  Winston-Salem;  Western  Reserve  Univ.,  1931 1945  1945 

Griffith,  Mary  Irene,  Ob,  Winston-Salem;  Univ.  of  Tenn.,  1942 1942  1946 

Grimes,  W^illiam  Lawrence   (Hon.),  S,  Winston-Salem;  Johns  Hopkins,  1910 1910  1915 

Harrell,  George  Thomas,  Jr.,  I,  Winston-Salem;  Duke,  1936 1940  1940 

Harrill,  James  Albert,  ALR,  Winston-Salem;  Univ.  of  Pa.,  1935 1935  1939 

Hedrick,  Richard  E.,  GP,  Walkertown;   Med.  Coll.  of  S.  C,  1943 1943  1947 

Helsabeck,  Belmont  Augustus,  GP,  Winston-Salem;  Med.  Coll.  of  Va.,  1931 1931  1936 

Helsabeck,  Chester  Joseph,  GP,  Walinit  Cove;  Univ.  of  Md.,  1919 .  1919  1922 

Helsabeck,  Rupert  Sylvester,  GP,  King;  N.  C.  Med.  Coll.,  1913 1913  1936 

Henley,  Ruth  Dixon,  Ob,  Winston-Salem;   Woman's  Med.  Coll.  of  Pa.,  1935 1937  1938 

Henley,  Thomas  F.,  Pd,  Winston-Salem;   Harvard,   1938 1943  1947 

Herndon,  Claude   Nash,  Jr.,   I,  Winston-Salem;   Jefferson,   1939 1939  1941 

Hightower,  Felda,  S,  Winston-Salem;   Univ.  of  Pa.,  1933 1933  1936 

Holmes,  George  Washington,  Or,  Winston-Salem;  Med.  Coll.  of  Va.,  1931 1931  1933 

Holt.  Lawrence  Byerly,  Oph,  Winston-Salem;  Bowman  Gray  Sch.  of  Med.,  1945 1945  1948 

Hurdle,  Samuel  Walker   (Hon.),  GP,  Winston-Salem;  Jefferson,   1914 1914  1915 

Hutaff,  Lucile,  L  Winston-Salem;   Univ.  of  Rochester.   1940 1940  1945 

Izlar,  Henry  LeRoy  (Hon.),  GP,  Winston-Salem;  Med.  Coll.  of  S.  C,  1915  1916  1917 
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Jeffreys,  Everett  0.,  NS,  Winston-Salem;  Washington  Univ.,  1934 1938 

Johnson,  Gaston  Frank,  R,  Winston-Salem;  Jefferson,  1934 1934 

Johnson,  Paul  William,   Ob,  Winston-Salem;   Univ.  of  Louisville,   1930 1932 

Johnson,  Wingate  Memory   (Hon.),  I,  Winston-Salem;  Jefferson,   1908 ;.  1908 

Jones,  Beverly  Nicholas,  ALR,  Winston-Salem;   Med.  Coll.  of  Va.,  1915 1915 

Jones,  Beverlv  Nicholas,  Jr.,  OALR,  Winston-Salem;   Dul<e,   1945 1945 

Kapp,  Constantine  Hege,  GP,  Winston-Salem;   McGill  Univ.,  1938 1938 

Keiger,  Oscar  R.  (Hon.),  GP,  Winston-Salem:  Univ.  Coll.  of  Med.,  Richmond,  1911 1911 

Kelley,  Douglas  M.,  P,  Winston-Salem;  Univ.  of  California,  1937 1937 

Kelsey,  Weston  M.,  Pd,  Winston-Salem;  Johns  Hopkins,  1936 - 1936 

Kerr,  James  Edwin   (Hon.),  GP,  Winston-Salem;   Univ.  of  Md.,  1897 1898 

Kiger,  Roger  S.,  GP,  Winston-Salem;  Bowman  Gray  Sch.  of  Med.,  1945 1945 

King,  Edward   Sandling,  Pd,  Winston-Salem;  Jefferson,   1927 1927 

Kirby,  William  Leslie,  D,  Winston-Salem;   Vanderbilt,  1925 1926 

Lassiter,  Vernon  Clark,  S,  Winston-Salem;  Emory,  1925 1928 

Lawson,  Robert  Barrett,  Pd,  Winston-Salem;   Harvard,  1936 1940 

Lindsay,  Bert  G.,  Jr.,  GP,  Walnut  Cove;  Baylor  Univ.,  1946 1947 

Lock    Frank  Ray,  ObG,  Winston-Salem;  Tulane,  1935 1935 

Long,  Vann  McKee  (Hon.),  U,  Winston-Salem;  N.  C.  Med.  Coll.,  1906 1906 

Mackie,  Thomas  T.,  I,  Winston-Salem;  Columbia,  1924 1926 

MacMillan,  Elbert  Alexander,  FN,  Winston-Salem;  Univ.  of  Pa.,  1933 1933 

Marr,  James  T.,  R,  Winston-Salem;  Univ.  of  Kansas,  1937 1937 

Marshall,  James  Flournoy,  S,  Winston-Salem;  Univ.  of  Pa.,  1931 1931 

Martin,   Benjamin   Franklin,   I,   Winston-Salem;   Jefferson,    1936 1936 

Martin,  Lester  Poindexter,  OALR,  Mocksville;  Jefferson,   1920 1920 

Masland,   Richard   L.,   N,   Winston-Salem;   Univ.   of   Pa.,   1935 1937 

Mauzy,  Charles  Hampton,  Jr.,  ObG,  Winston-Salem;  Univ.  of  Va.,  1933 1938 

McDowell,  Hai-old  Clyde,  Or,  Winston-Salem;  Jeft'erson,  1931 1931 

McMillan,  Robert  Lindsay,  C,  Winston-Salem;   Duke,  1933 1936 

Meads,   Manson,  I,  Winston-Salem;   Temple,   1943.. 1947 

Menzies,  Henry  Harding,  ObG,  Winston-Salem;   Med.  Coll.  of   Va.,  1923 1923 

Moore,  Robert  Alexander  (Hon.),  Or,  Winston-Salem;  N.  C.  Med.  Coll.,  1911 1911 

Mordecai,  Alfred,  PH,  Winston-Salem;  Univ.  of  Md.,  191 4 1914 

Morehead,  Robert  Page,  Path,  Winston-Salem;  Jefferson,  1936 1936 

Munt,  Herbert  Frederick  (Hon.).  Or,  Winston-Saleni;  Med.  Coll.  of  Va.,  1911 1914 

Nanzetta,  Leonard,  GP,  Rural  Hall;  Univ.  of  Mich.,  1942 1946 

Norfleet,  Charles  Millner.  Jr.,  U,  Winston-Salem;  Univ.  of  Pa.,  1937 1937 

Odom,  Robert  Taft,  S,  Winston-Salem;  Univ.  of  Tenn.,   1934 1941 

Ogburn,  Lundie  Calvin,  ObG,  Winston-Salem;  .Jefferson,  1928 1928 

Pegg,  Fred  Grant,  PH,  Winston-Salem;  Med.  Coll.  of  Va.,  1934 1934 

Ferryman,  Olin  C,  GP,  Winston-Salem;  Duke,  1941 1947 

Pfohl,  Samuel  Frederick   (Hon.),  GP,  Winston-Salem;   Univ.  of  Pa.,  1894 1898 

Pool,  Bennette  Baucom,  A.  Winston-Salem;  Jeft'erson,  1923 1923 

Pool,  Charles  Glenn,  Pd,  Winston-Salem;  Tulane,  1924 1924 

Postlethwait,  Raymond  Woodrow,   S.  Winston-Salem;   Duke,   1941 1947 

Rankin,   Samuel  Wharton   (Hon.).   OALR,   Winston-Salem;   Jefferson,   1912 1912 

Roberts,    R.    Winston,    Oph,    Winston-Salem;    Duke,    1941 1947 

Rousi^eau,  James  Parks.  R,  Winston-Salem;   Univ.  of  Md.,  1918 1920 

Schallert,  Paul  Otto  (Hon.),  GP,  Orlando,  Fla.;  Univ.  of  Illinois,  1904 1911 

Selman,  Joseph,  R.  Winston-Salem;  Western  Reserve  Univ.  Sch.  of  Med.,  1940 1945 

Slate.  John  Samuel  (Hon.),  GP,  Winston-Salem;  Univ.  Coll.  of  Med.,  Richmond,  1900..  1899 

tSpainhour,  Ellis  H.   (Hon.),  GP,  Winston-Salem;   Baltimore  Med.  Coll.,  1898 1898 

Speas,  Dallas  C,  GP,  Winston-Salem;  Univ.  of  Md.,  1911 1913 

Speas,  William  Paul  (Hon.),  Onh,  Winston-Salem;  Univ.  Coll.  of  Med..  Richmond,  1911  1911 

Spicer,  Richard  Williams   (Hon.),  Ob,  Winston-Salem;  Univ.  of  Pa.,  1911 1910 

Sprunt,  William  Hutchinson,  Jr.,  S,  Winston-Salem;   Univ.  of  Pa.,  1918 1918 

Starling,  Howard  Montfort,  S,  Winston-Salem;  Med.  Coll.  of  Va.,  1931 1931 

Stimpson,  Rol.iert  Tula,   GP,  Winston-Salem;   Univ.   of  Pa.,   1927 1927 

Street,   Claudius  Augustus,   Pd,  Winston-Salem;    Harvard.   1918 1918 

Strickland,  Edward  F.   (Hon.),  GP,  Winston-Salem;  Univ.  of  N.  Y.,  1887 1887 

Thomas,  Wilbur  Clyde,  Path,  Winston-Salom;  Univ.  of  Md.,  1939 .i 1941 

Thompson,  Lloyd  J.,  P,  Winston-Salem;   Washington   Univ.,   1919 1919 

Tuttle,  Rueben'Grav   (Hon.),  GP,  Winston-Salem;  N.  C.  Med.  Coll.,  1909 1909 

Valk,  Arthur  DeTalma  (Hon.),  S,  Winston-Salem;  Johns  Hopkins,  3  910 1913 

Vann,  Herbert  Moffett,  Anat,  Winston-Salem;  Jefferson,  1917 1920 

Wall,  Roscoe  LeGrand    (Hon.).  Anes,  Winston-Salem;   Jefferson.   1912 1912 

Wedde,  T.  S.,  Path,  Winston-Salem;  Coll.  of  Med.  Evangelists,  1937 1946 

Welfare,  Charles  R.,  I,  Winston-Salem;  Univ.  of  Pa.,  1940 1940 

Whittington,  James  Benbow^  (Hon.),  Hosp  Ad,  Winston-Salem;  N.  C.  Med.  Coll.,  1911..  1911 

Wiggins,  John  Carroll,  Jr.,  I,  Winston-Salem;   Harvard.   1941 1947 

■  Wilsey,  John  D.,  Oph,  Winston-Salem;  Johns  Hopkins,  1941 1944 

Wolfe,  Ralph  Verlon,  GP,  Winston-Salem;  Univ.  of  Indiana,  1937 1940 

t  Deceased. 
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Wright,  Orpheus  Evans,  GP,  Winston-Salem;  Emory,  1924 

Wyatt,  Wortliam   (Hon.),  D,  Winston-Salem;  Univ.  of  Pa.,  1913 

Wylie,  William  deKalb,  I,  Winslon-Salem;  Univ.  of  Va.,  1924 

Yoder,  Paul  Allison,  T,  Winston-Salem;  Univ.  of  Pa.,  1923 

FRANKLIN  COUNTY  SOCIETY^e 

President:  Wheless,  Thomas  O.,  GP,  Louisburg;  Bowman  Gray  Sch.  of  Med.,  1943 

Secretary:  Nowell,  James  S.,  GP,  Franklinton;   Temple,  1943 

Bland,  Charles  Atlas,  GP,  Louisburg;  Med.  Coll.  of  Va.,  1935 

Burt,  Samuel  Perrv  (Hon.),  GP,  Louisburg;  Coll.  of  P.  &  S.,  Baltimore,  1896 

Wheless,  James  Block,  GP,  Louisburg;  Univ.  of  Md.,  1935 

GASTON  COUNTY  SOCIETY^t 

President:  Glenn,  Dorothy  Norman,  GP,  Gastonia;  Woman's  Med.  Coll.  of  Pa.,  1938...  1938  1940 

Secretary:  Pugh,  Charles  Harrison   (Hon.),  GP,  Gastonia;   N.  C.  Med.  Coll.,  1910 1910  1910 

Anders,  McTyeire  Gallant   (Hon.),  Pd,  Gastonia;   Maryland   Med.   Coll.,   1901 1902  1902 

Anthony,  William  Augustus,   GP,  Gastonia:   Med.   Coll.   of  Va.,   1929 1929  1932 

Belk,  George  W.,  Gastonia;  Atlanta  Sch.  of  J\[ed..  1013 1918  1924 

Blair,  James  Luther,  ObG,  Gastonia;  Atlanta  Med.  Coll.,  1915 1920  1921 

Blair,  J.  Samuel.  Ob,  Gastonia;  Med.  Coll.  of  S.  C,  1937 1938  1940 

Bond,  John  P.,  S,  Gastonia;  Univ.  of  Ga.,  1940 1947  1948 

Bovce,   O.  D.,   ObG,  Gastonia;   Duke.   1933 1945  1946 

Clinton,  Roland  Smith,  Gastonia;  Univ.  of  Bid.,  1914 1914  1920 

Dimmette,  J.  A.,  GP,  Gastonia;  Kentucky  Univ.,  1905 1906  .1947 

Eckbert,   William   Fox,   Cramerton;   Duke,   1939 1941  1942 

Freeman,  Percy  L.,  U,  Gastonia;  Univ.  of  Ga.,  1943 1947  1947 

Glenn,  Charles  Arthur,  S,  Gastonia;  Med.  Coll.  of  S.  C,  1936 1936  1937 

Glenn,  Henry  Franklin,  Jr.,  GP,  Gastonia;  Emory,  1932 1932  19-34 

Glenn,  Lucius  Newton   (Hon.),  S,  Gastonia;   Univ.  of  Md.,  1897 1897  1904 

Grigg,  Willard  W.,  GP,   Gastonia;   Temple,  1937 1937  1948 

Groves,  Robert  Burwell,  GP,  Lowell;  Med.  Coll.  of  Va.,  1924 1924  1925 

Herrin,  Hermon  Keith,  Gastonia;  Med.  Coll.  of  Va.,  1935 1935  1937 

Houser.  Forrest  Melville,  GP,  Cherryville;  Univ.  of  Pa.,  1928 1929  1930 

Howard.  J.  Cooper,  GP,  Cherryville;   Temnle,   1942 1942  1947 

Jones,  William  McConnell.  Pd,  Gastonia;  Med.  Coll.  of  S.  C,  1922 1927  1928 

Lvdav,  Charles  Emmett  (Hon.),  GP,  Gastonia;  Atlanta  Sch.  of  Med.,  1910 1910  1917 

Matthews,  William  S.,  GP,  Bessemer  City;  N.  C.  Med.  Coll.,  1910 1910  1926 

McAdams,  Charles  Rupert  (Hon.),  GP,  Belmont;  N.  C.  Med.  Coll.,  1912 1912  1916 

McChesnev,  William  Wallace,  Ob,  Gastonia;  Med.  Coll.  of  Va.,  1915 1926  1927 

McConnell,  Harvey  Russell.  S,  Gastonia;  Univ.  of  Md.,  1924 1927  1930 

McDowell.  Roy  Hendrix.  PH,  Belmont:  Univ.  of  Md..  1929 1930  1931 

Miller,  Robert  Carlvle,  Gastonia;  N.  C.  Med.  Coll.,  1909 1918  1919 

Mitchell.  Robert  Hartwell.  Gastonia;  Med.  Coll.  of  Va..  1936 1936  1938 

Moore,  Burmah  Dixon,  GP,  Mt.  Hollv;  Med.  Coll.  of  Va.,  1915... 1915  1921 

Moore,  Robert  Love,  GP,  Bessemer  Citv;  Med.  Coll.  of  S.  C,  1940 1946  1948 

Norman.  J.  Standing,  OALR,  Gastonia;  Coll.  of  P.  &  S..  Baltimore,  1909 1911  1920 

Parks,  Walter  Beatty,  Ind,  Gastonia;   Univ.  of  Md.,  1924 1924  1927 

Pettit,  H.  S.,  R,  Gastonia;  Northwestern,  1939 1947  1947 

Powell,  Herman  Sutton,  GP,  Gastonia;   Univ.  of  Va.,  1932 1932  1937 

Prince,  George,  Pd,  Gastonia;   Duke,  1944 ., 1947  1948 

Quickel,  John  Cephas,  OALR,  Gastonia;  Univ.  of  Pa.,  1932 1932  1936 

Reid,  James  William    (Hon.),  GP.  Lowell;  Jefferson.  1908 1908  1909 

Rhyne.  Robert  Edgar   (Hon.),  PH,  Gastonia:   N.  C.  Med.   Coll.,  1907 1907  1908 

Rice,  Edmond  Lee,  S.  Gastonia;  Emory,  1931 19^-  1943 

Roberts,  William  McKinley,  Or,  Gastonia;  Tufts,  1925 1928  1929 

Robinson,  James  Lee,  S,  Gastonia:  Univ.  of  Pa.,  1932 1932  1936 

Shepherd,  Thomas  Scott,  GP,  Dallas;  Univ.  of  Edinburgh,  1900 1931  1948 

Stroupe,  Albertus  Ula,  Jr..  Mount  Hollv:  Med.  Coll.  of  Va.,  1931 1932  1938 

Taylor,  Beniamin  Cicero,  GP.  Mount  Hollv;  N.  C.  Med.  Coll.,  1910 1911  1923 

Weathers.  Bailey  Graham,  GP,  Stanley;  Med.  Coll.  of  Va.,  1929 1929  1941 

Wilkins,  Samuel  A.,  Sr.  (Hon.),  GP,  Dallas;  Univ.  of  Ky.,  1902 1903  1903 

GATES  COUNTY  SOCIETY^s 

Blanchard,  Thomas  W.,  GP,  Hobbsvillp;   Med.   Coll.  of  Va.,   1911 1911  1919 

Cleveland.  Parish  Bowman,  GP,  Gatesville;   Univ.  of  Louisville,  1943 1947  1947 

Payne,  .John  Abb,  IH,  GP,  Sunbury;  Med.  Coll.  of  Va.,  1933 1935  1942 

GRAHAM  COUNTY   SOCIETY^o 

Davey,  Joseph  Aloysius.  GP,  Robbinsville;  Long  Island  Coll.  of  Med 1948  1948 

Gasque,  Mac  Roy,  GP,  Fontana  Dam;  Univ.  of  Va.,  1944 1947  1947 
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GRANVILLE  COUNTY  SOCIETY^iO 

Name   and   Address 

President:  Taylor,  William  Louis   (Hon.),  GP,  Oxford;  Univ.  of  Va.,  1900 

Secretary:  Carrington,  Samuel  Macon,  S,  Oxford;  Rush  Med.  Coll.,  1931 

Bradsher,  James  Sidney,  I,  Stovall;  Univ.  of  Va.,  1925 

Clav,  Earl  Lewis,  I,  Oxford;  Univ.  of  Kv.,  1929 

Daniel,  L.  Sam,  GP,  O.xford;  Univ.  of  Md.,  1940 

Elliott,  Julian  Carr,  S,  Oxford;  Univ.  of  Md.,  1926 

Morris,  Joseph  A.   (Hon.),  GP,  Franklinton;  Vanderbilt,  1890 

Noblin,  Roy  Lee,  GP,  Oxford;   Med.  Coll.  of  Va.,  1924 

Norwood,  Ballard.  Jr.,  PH.  Oxford;  Med.  Coll.  of  Va.,  1937 

Taylor,  Rives  Williams,  GP,  Oxford;   Tulane,   1926 

Thomas,  William  Nelson   (Hon.),  S,  Oxford;  Med.  Coll.  of  Va.,  1911 

Thompson,  Joseph  W.   (Hon.),  GP,  Creedmoor;   Univ.  of   Kv..  1904 

Winston,  Patrick  Henry,  GP,  Clarksville,  Va.;  Med.  Coll.  of  Va.,  1929 

GREENE  COUNTY  SOCIETY' • 

Carroll,  Fountain  Williams,  GP,  Hookerton;  Med.  Coll.  of  Va.,  1925 

Dawson,  William  Earl,  GP,   Stantonsburg;  Jefferson.   1920 

Harner,  James  Henry,   (Hon.).  Pd,   Snow  Hill;  Jefferson,  1905 

Marlowe.  William   Anderson,  GP,  Walstonburg;   Jeffei'son,   1919 

Rasberrv,  Edwin  Albert,  Jr.,  GP,  Snow  Hill:   Univ.  of  Pa..  1941 

Walker.  Robert  Jeffreys,  Jr..  GP,  Snow  Hill;   Med.  Coll.  of  Va.,  1932 

GUILFORD   COUNTY  SOCIETY-^2 

President:  Rhudy,  Booker  Ephram,  R,  Greensboro;  Med.  Coll.  of  Va.,  1916 

Secretary:  Merritt,  Jesse  Fred,  GP.  Greensboro;  Northwestern,  1936 

AUe'Ood."john   W..  I,   Greensboro;    Emory.   1938 _ 

Antonakos.  Theodore,   S.   Greensboro;   Univ.   of  Ga.,   1935 

Apple,  Elbert  Dwieht,  R,  Greensboro;   Washington  Univ.,  1929 

Bain,  Eugene  A.,  PH.  Greensboro;  Univ.  of  Va.,  1927 

Banner,  Charles  Whitlock  (Hon.),  OALR,  Greensboro;  Univ.  of  Md..  1899 

Barefoot.   Sherwood  W..   Greensboro;  Duke.   1938 

Beall,  Lawrence  Lincoln,  S,  Greensboro;   Med.  Coll.  of  Va.,  1931 

Beaver,  Charles  L..  S,  Greensboro;  Med.  Coll.  of  Va.,  1931 

Beaver,  William  Olive,  Greensboro;   Northwestern   Univ.,  1943 

Benton,  Wayne  Jefferson.  GP,  Greensboro:   Syracuse  Univ.,  1934 

Bertling.  IMarion  Henry.  ObG.  Greensboro;   Western  Reserve,  1935 

Bird,  Ignacio,  Greensboro;   Yale,   1930 

Bonner,  IVIerle  Dumont,  T.  Jamestown;   Univ.  of  Md.,   1930. 

Bonner.  Octavius  Blanchard.  OALR.  High  Point;  Univ.  of  Md.,  1917 

Brockmann.  Harry  Lvndon,  S,  High  Point;  Univ.  of  Pa.,  1917 

Brown.  Frank  Reid,  1,  Greensboro;  Vanderbilt.  1938 

Buie,  Roderick   Mark.  PH.  Greensboro;   Jefferson.   1914 

Burwell.  John  Cole,  Jr..  ObG,  Greensboro;  Duke,  1933 

Cardwell,  D.  Willard,  I.  Greensboro;   Med.  Coll.  of  Va..  1932 

Cater.  Clinton   Duncan.   Ob.  Greensboro;   Emory,   1920 

Clary,  William  Thomas.  ObG.  Greensboro;  Univ.  of  Pa..  1928 

Cole.  Walter  Francis   (Hon.),  Or.  Greensboro;  Johns  Hopkins,  1909 

Collings.  Ruth  Mary,  GP.  Greensboro;  Univ.  of  Pa..  1923. 

Cook,  Henry  Lilly.  Jr..  OALR,  Green.sboro:  .Jefferson,  1918 

Cook.  Joseph  Lindsay.  GP.  Greensboro;  Univ.  of  Pa..  1925 

Cozart.  Samuel  Rogers,  GP,  Greensboro;   Med.  Coll.  of  Va.,  1923 

Creech.  Lemuel  Underwood.  GP.  High  Point:  Tulane.  1939 

Oroom,  A.  B.,  GP.  High  Point;   Med.  Coll.  of  Va..  1940 

Cross,  Almon   Rufus.   ObG.  High  Point;   Duke,   1938 

Dalton,  William  B..  GP.  Greensboro;  Univ.  of  Md..  1918 

Davis.  Joseph  F.  (Hon.).  GP.  Greensboro;  !\Ied.  Coll.  of  Va.,  1912 

Davis.  Julius  Theodore.  ObG.  Greensboro;  Tulane.  1941 

Davis,  Philip   Bibb,  S,  High   Point;   Jefferson.  1926. 

Davis,  Richard  Boyd  (Hon.),  S,  Greensboro;  Med.  Coll.  of  Va..  1915 

Dees,  Ralph  Erastus   (Hon.).  GP.  Greensboro;  Univ.  of  Md..  1906 

Dees.  Ria-don  Osmund   (Hon.).  GP.  Greensboro;  Univ.  of  Md..  1906 

Doran.  Martha  V..  GP.  Greensboro;  Woman's  Med.   Coll.  Penn.,  1943 

Dunn,  Richard  Berry,  ObG,  Greensboro;   McGill  Univ..  19.33 

Durham.   Carey  Winston.  GP.   Greensboro;   George  Washington  Univ.,  1927 

Dyer,  John  Wesley,  GP.  High  Point;  Univ.  of  Louisville.  1916 

Edwards.  Vertie  Edward   (Hon.).  GP.  Greensboro:   Univ.  of  Md.,  1913 

Ellis,  Elizabeth  Lange.  GP.  Greensboro;  Univ.  of  Mich.,  1928 

Ellis,  Ralnh  V.,  A&I,  Greensboro:  Nat.  Univ.  Arts  &  Sc,  1916;  Univ.  of  Minn.,  1934.. 
Farmer,  William  Dempsev,  OALR,  Greensboro;  Duke.  193*4 
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Flagge,  Philip  Wesley   (Hon.),  I,  Fairhope,  Ala.;  Washington  Univ.,  1902 1905  1906 

Flythe,  William  Henry.  L  High  Point;  Vanderbilt,  lOS.S. 1933  1937 

Fortune,  Alexander  Fletcher  (Hon.),  GP,  Greensboro;   Univ.  Coll.  of  Med., 

Richmond,    1900    1900  1904 

Fortune,  Benjamin  Fletcher,  Greensboro;  Jefferson,  1941 1941  1947 

Fox,  Norman  Albright,   GP,  Greensboro;   Univ.  of  Pa.,   1924 1924  1926 

Freedman,  Arthur,  I,  Greensboro;  Vanderbilt,  1939 1946  1946 

Garrard,  Robert  Lemlev,   NP,  Greensboro;   Harvard,   1932 1940  1941 

Geddie,  Kenneth  Baxter,  Pd,  High  Point;  Jefferson,  1921 1921  1923 

Gilmore,  Clvde  Manly,  L  Greensboro;  Med.  Coll.  of  Va.,  1925 1925  1926 

jGove,  Anna  M.  (Hon.),  GP,  Greensboro;  Woman's  Med.  Coll.  of  N.  Y.,  1892 1894  1896 

Gray,  Cvrus  Leighton,  R,  High  Point;  Dul«,  1937 1937  1940 

Grayson,  Charles  Shober  (Hon.),  Ob,  High  Point;  George  Washington  Univ.,  1906 1907  1908 

Groome.  James  Gordon,  GP,  High  Point;  Univ.  of  Cincinnati,  1924 : 1924  1925 

Harden,  Robert  Norman,  S,  Greensboro;  Univ.  of  Pa.,  1922 1922  1924 

Harder,  Frank  Kirbv,  PH,  Greensboro;  Univ.  of  Cinn.,  1930 1942  1943 

Harrill,  Henry  Clav,  U,  Greensboro;  Johns  Hopkins,  1933 1933  1940 

Harrison,  Edmund   (Hon.),  GP,  Greensboro;  Univ.  Coll.  of  Med.,  Richmond,  1895 1900  1900 

Harvey,  Wallace  Watson,  GP,  Greensboro;  Emory,  1920 1922  1923 

Henson,  Thomas  Albert,  Greensboro;  Temple,  1937 1937  1947 

Herring,   Robert   Alexander,   PH,   High   Point;    Tulane,   1905 1923  1924 

Holt,  Duncan  Waldo,  I,  Greensboro;  Jefferson,  1918.. 1918  1921 

Jackson.  Walter  Leo   (Hon.),  S,  High  Point;  N.  C.  Med.  Coll.,  1911 1911  1913 

Keith,  Marion  Yates,  Pd,  Greensboro;  Univ.  of  Md.,  1923 1923  1927 

Kesler,  Robert  Cicero,  OALR,  Greensboro;  Tulane,  1928 1928  1930 

Lackev,  Marvin  Alphonso,  OALR,  High  Point;  N.  C.  Med.  Coll.,  1917 1923  1924 

Lake,  Ralph  Callihan,  S,  Greensboro;  Univ.  of  Louisville.  1931 1947  1948 

Leath.  MacLean  Bacon,  OALR,  High  Point;  Jefferson.  1933 1933  1937 

LeBauer,  Maurice  Leon,  S,  Greensboro;  Univ.  of  Va..  1929 1930  1932 

LeBauer,  Sidney  Ferring,  I,  Greensboro;  Univ.  of  Va.,  1929 1930  1932 

Lennon,  Hershel  Clanton,  Path.  Greensboro;  Univ.  of  Pa.,  1931 1931  1941 

Lewis,  Clifford  Whitfield,  Greensboro;  Med.  Coll.  of  Va.,  1930 1930  1931 

Lewis,  Walter  Glenn.  GP,  Gibsonville;  Med.  Coll.  of  Va.,  1938 1938  1940 

Little,  Howard  L..  GP,  Gibsonville:   Washington  Univ..   1934 1934  1937 

Lovelace.  Daniel  D.,  A,  Oakland,  California;  Tufts,  1934 1934  1947 

Lupton,  Carroll   Crescent,  S,  Greensboro;   Temple,   1931 1931  1934 

Lydav,  Russell  Osborne.  S,  Greensboro;   Univ.  cf  Pa.,  1920 1920  1927 

Lyon,  Brockton  Reynolds,  S,  Greensboro;   Columbia,  1915 1920  1920 

Maness,  Archibald  Kelly,  GP,  Greensboro;  Jefferson,  1928 ; 1928  1929 

Mann,  Ira  Thurman   (Hon.).  GP,  High  Point;  Jefferson,  1912 1912  1915 

Mathews,  Robert  William.  I,  Greensboro;   Emory,   1932. 1937  1938 

McAlister,  Jean  Colvin,  Pd,  Greensboro;  Univ.  of  Pa.,  1933.. 1936  1937 

McAnallv.  William  Jeft'erson   (Hon.),  GP,  High  Point;  Baltimore  Med.  Coll.,  1897 1896  1899 

McCain,  Walkup  Kennard,  GP,  High  Point;  Jefferson,  1929 1929  1930 

McCain,  William  R.   (Hon.),  GP,  High  Point;   Univ.  of  Md..  1897 1898  1898 

McGee.  .Julian  Murrill,  GP,  Greensboro;  Univ.  of  Pa.,  1925 1927  1928 

Miles.  May  Sallie   (Hon.),  GP,  Greensboro;  Laura  Memorial  Woman's  Med.  Coll., 

Cincinnati,    1898    1904  1905 

Mills,  Charles  Rose,  Oph,  Greensboro;  Univ.  of  Pittsburgh,  1936 1938  1938 

Nonnent.  William  Blount,  S,  Greensboro;  Jefferson,  1922 1922  1932 

Ogburn,  Herbert  Hammond   (Hon.),  S,  Greensboro:  Johns  Hopkins,  1913 1913  1914 

Ownbey,  Arthur  Dennis,  GP.  Greensboro;  Med.  Coll.  of  Va.,  1920 1925  1927 

Parker,  Herman  Richard,  GP,  Greensboro;   Syracuse  Univ.,  1923 1924  1925 

Parks,  Williams  Craig.  GP,  High  Point;  Med.  Coll.  of  S.  C.  1938 1938  1940 

Patterson,  Fred  Marion,  U,  Greensboro;   Univ.  of  Pa.,  1924 1924  1928 

Perry,  Glenn  Grey,  S,  High  Point;  Med.  Coll.  of  Va.,  1933 1933  1934 

Perry,  Robert  E.,  Greensboro;  Univ.  of  Pa.,  1921 1921  1925 

Prefontaine,  J.  Edouard,  OALR,  Greensboro;  Laval  Univ.  of  Quebec,  1927 1931  1934 

Ravenel.  Samuel  Fitzsimons,  Pd,  Greensboro;   Johns  Hopkins,   1923 1923  1926 

Reavis,  Charles  William,  Greensboro;  Med.  Coll.  of  Va.,  1936 1936 

Register.  John  Francis,  Or,  Greensboro;   S.  C.  Med.  Coll.,  1931. 19-36  1937 

Reitzel,  Claude  Everett  (Hon.),  GP,  High  Point;  Coll.  of  P.  &  S.,  Atlanta,  1902 1902  1902 

Ridge,  Clyde  Franklin,  High  Point;  Med.  Coll.  of  Va.,  1922 1922  1946 

Riner,  C.  R.,  GP,  Greensboro;  Univ.  of  the  South,  1901 1944  1946 

Rogers,  Max  Pritchard,  S,  High  Point;  Duke,  1942... 1944  1947 

Rubin,  Adrian  Stevens,  Pd,  Greensboro;  N.  Y.  Med.  Coll.,  1937 1937  1941 

Saunders,  Stanley  Stewart.  Pd,  High  Point;   Harvard.  1924 1926  1927 

Schweizer,  Donald  Conrad,  ObG,  Greensboro;   Med.  Coll.  of  Va.,  1943 1947            1948 

Sharp,  Oliver  Ledbetter,  I,  Greensboro;  Jefferson,  1922 1924  1925 

Shelburne,  Palmer  Augustine,  L  Greensboro;  Univ.  of  Va.,  1927 1928  1928 

Shepard,  Karl,  High  Point;   Harvard,   1935 1939  1940 

Shields,  William  Ernest,  GP,  Stokesdale;  Bowmian  Gray  Sch.  of  Med.,  1944 1944           1947 

t  Deceased. 
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Shohan.  Joseph,  R,  Greensboro;  Coll.  of  P.  &  S.,  Baltimore,  1901...' 

Sikes,  Charles  Henry,  GP,   Greensboro;   Jefferson,   19?.l 

Siske,  Grady  Cornell,  GP,  Pleasant  Garden;  Chicasro  Ued.  Coll.,  19.36 _.. 

Slate,  John  William,  GP,  Hig-h  Point;  Univ.  Coll.  of  Med.,  Richmond,  1900 

Slate,  Joseph  Esmond,  GP,  High  Point;  Tulane,  19.34 

Slate.  Marvin  Longworth,  GP,  High  Point:  Univ.  of  Md.,  1931 

Smith,  Alick  Thomas   (Hon.).  GP,  Greensboro;  Med.  Coll.  of  Va.,  1908 

Smith,  Opie  Norris,  I,  Greensboro;  Univ.  of  Pa.,  1933 

Smith,  Rov  Meadows,  Pd,  Greensboro;   Univ.  of  Pa.,   1934 

Sparrow,  Harrv  Ward,  Greensboro;   Northwestern.  1943        

Stanton,  T.  M.  (Hon.),  High  Point;  Med.  Coll.  of  Va.,  1916 

Starr,  Henry  Frank  (Hon.),  Ins,  Greensboro;  Jefferson,  1916 

Stelling,  Richard  Nunnally,  GP,  Greensboro;  Univ.  of  Ga.,  1930 

Stevens.  Joseph  Blackburn,  N&I,  Greensboro;  Duke,  1935 

Stirewalt,  Neale  Summers,  GP,  High  Point;  Univ.  of  Md..  1909 

Strickland.  Horace  Gilmore.  OALR,  Greensb-^ro;  Univ.  of  Md.,  1930 : 

Sumner,  Emmett  Ashworth,  S.  High  Point;  Baylor  Univ.,  1925 

Tankersley,  James  William    (Hon.),  S,  Greensboro;   Jefferson,  1906 , 

Tannenbaum,  Abraham  Jack.  I,  Greensboro;  Duke,  1935 

Taylor,  Frederick  Raymond   (Hon.),  I,  High  Point;  Univ.  of  Pa.,  1913 

Taylor.  James  Nathaniel   (Hon.~l,  I.  Greensboro;  Med.  Coll.  of  Va..  1901 

Taylor,  Shahane  Richardson,  OALR,  Greensboro;   Univ.  of  Pa.,  1921 

Taylor,  Wesley  Ewing.  PN.  Greensboro;  Um'v.  of  Mich..  1899' 

Thomas,  Julius  Graham,  GP,  Greensboro;  i\Ied.  Coll.  of  Va..  1915 

Thoninson,  Claude  Durant    rHon.),  GP,  High  Point;   Univ.  of  Tenn.,  1901. 

Tice.  Walter  Thomas,  GP.  High  Poini ;  Jefferson.  1927 

Troxler.  Eulyss  Robert.  Or,  Greensboro;  Duke,  1938 

Tvson,  Thomas  David,  Jr..  Pd.  High  Point;  -Johns  Hopkins,  1933 

Tyson,  Woodrow  Wilson,  I,  High  Point;  Med.  Coll.  of  Va.,  1935 

Vaughan,  Edwin  Warner,  A&I,  Greensboro;   Univ.  of  Va.,  1937 

Warwick.  Hight  Claudius.  Anes,  Greensboro;  Med.  Coll.  of  Va..  1934 

Watson.  Hugh  Alfred.  GP,  Greensboro;  Med.  Coll.  of  Va..  1930 

Wliittington.  Claude  Thomas.  S.  Greensboro;  Univ.  of  Md.,  1927 

Wilkinson,  Louis  Lee.  GP,  High  Point;  Univ.  of  Va.,  1926 

Williams,  .John  Drewey  (Hon.),  GP,  Guilford  Station;  Vanderbilt,  1898 

Williams,  .John  Dudley,  Jr.,  GP,  Greensboro;  Temple.  1930 

Wolfe.  Hue-h  Claibourne,  OALR,  Greensboro;  Med.  Coll.  of  Va.,  1917 

Womble,  William  Hugh,  Jr..  Greensboro;   Med.  Coll.  of  Va.,  1943 

Wood,  George  Thomas,  S,  High  Point;  Jefferson.  1928 

Wood,  William   Reed,   Greensboro:    LTniv.   of   Louisville,   1938 

Woodruff,  Fred  Gwyn,  GP,  High  Point:  Med.  Coll.  of  Va.,  1917 

York,  Alexander  Arthur  (Hon.),  GP,  High  Point;  Chattanooga  Med.  Coll.,  1907 

HALIFAX   COUNTY  SOCIETY"^ 

President:  Kroncke.  Fred  George,  I,  Roanoke  Rapids:   Univ.  of  Wisconsin.  1937 

Secretary:  Broun.  IMatthew  Singleton.  OALR,  Roanoke  Rapids:   Columbia,  1919 

Beckwith.  Robert  Pavne   fHon.),  Pd,  Roanoke  Ranids:  Univ.  of  Pa.,  1911 

Blowe.  Ralph  Bovd.  GP,  Weldon;  Med.  Coll.  of  Va..  1938 

Covington.  John  Malloy  Clayton.  OALR,  Roanoke  Ranids:   Univ.  of  Va.,  1929 

Cutchin.  .Joseph  Henrv.  Jr.,  GP,  Roanoke  Ranids:   Duke,  1942..... 

Hall,  William  Dewey,  P,  Roanoke  Rapids;  Med.  Coll.  of  S.  C,  19.32 

Jarman.  Fontaine  Graham   (Hon.),  S,  Roanoke  Rapids;  Univ.  Coll.  of  Med., 

Richmond.    1911 

Joyner,   Powell   Winfred,   GP,   Enfield;    Syracuse   tJniv.,   1932 

Maddrey.  Milner  Crocker.  S,  Roanoke  Rapids:  -Jefferson.  1931 

Murray,  E.  Cotter,  GP,  Roanoke  Rapids;   Univ.  of  Oklahoma,  1930. 

Neville,  Cecil  Howell.  GP,   Scotland  Neck;   Tulane,  1927 

Palmer,  Horace,  GP.  Littleton;  Atlanta  Sch.  of  Med..  1912 

Robertson,  Carroll  Bracev.  Jackson;   Med.   Coll.  of  Va..  1933 

Smith.  Edward  Barnev.  GP.  Enfield;   Univ.  of  Va..  1939 ...- 

Smith.  Oscar  Fennell   (Hon.),  GP,  Scotland  Neck:  Univ.  Coll.  of  Med.,  Richmond,  1899 

Suiter,  Wester  Ohio.  GP,  Weldon:  Med.  Coll.  of  Va...  1917 

Taylor.  Thomas  Jefferson.   Roanoke   Rapids:   Jefferson,   1934 

Thigpen,  Harry  Gordon,  GP,  Scotland  Neck;  Jefferson.  1917 

Weathers,  Bahnson,   S,  Roanoke   Rapids;   AVashington   Um'v.,   1917 

White,  Francis  Willard  IMoodv,  GP,  Halifax:  Med.  Coll.  of  Va.,  1924 

Woodburn.  C.  H..  PH.  Littleton:  Med.  Coll.  of  Va...  1940 

Young,  Robert  Foster,  PH,   Halifax;   Emory,   1937 

HARNETT    COUNTY   SOCIETYS-i 

President:  Fleming,  Fred  Henry,  GP,  Coats;  Tulane,  1930 

Secretary:  Johnson,  Gale  D.,  GP,  Dunn;  Jeft'erson,  1944 

Adair,  William  Edward,  GP,  Erwin;   Temple,  1938 


Joined 

Lirpnspfl 

State 

Snciett/ 

1914 

1923 

1933 

1934 

1937 

19.38 

1899 

1925 
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1947 
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1940 
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1937 

1940 

1913 

1915 

1902 

1905 

1921 

1924 

1925 

1926 

1915 

1920 

1901 

1904 

1927 

1929 

1947 

1948 

1933 

1938 

1935 

1938 

1940 

1940 

1934 

1936 

1930 

1941 

1927 

1929 

1941 

1941 

1898 

1898 

1931 

1935 

1917 

1920 

1944 

1947 

1928 

1935 

1938 

1947 

1917 

1919 

1907 

1908 

1941 

1942 

1922 

1922 

1913 

1916 

1938 

1941 

1930 

1933 

1943 

1943 

1933 

1934 

1914 

1916 

1932 

1935 

1931 

1937 

1947 

1948 

1927 

1928 

1912 

1920 

1934 

1938 
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1940 

1899 

1905 

1917 

1920 

1934 

1937 

1917 

1920 

1921 

1922 

1924 

1924 

1940 

1944 

1939 

1940 

1930 

1933 

1944 

1947 

1938 

1941 

ROSTER   OF   FELLOWS 


Name   and   Address 

Byi-d,  Charles  W.,  GP,  Dunn;   Temple,   1940 

Corbett,  Clarence  Lee,  GP,  Dunn;  Emory,  1927 

Doffermvre,  Luther  Randolph.  GP.  Dunn;   Temple,   1938 

Eldridge",  Harvey  A.,  GP,  Dunn;  Med.  Coll.  of  Va.,  1934 

Griffin,  Leslie  W.,  GP,  Erwin;  Jefferson,   1941 

Holt,  William  Preston   (Hon.),   S,   Erwin;   Jefferson,   1895 

Hunter,  William  Blair,  PH,  Lillington;   Univ.  of  Pa.,  1911 

Johnson,  John  Ralph,  GP,  Dunn;  lUed.  Coll.  of  Va.,  1932 

Martm,  John  Floyd  (Hon.),  OALR,  Dunn;  N.  C.  Med.  Coll.,  1905 

Northup,  Edwin  Charles,  GP.  Lillington;  Bowman  Grav  Sch.  of  Med.,  1946 

Parker,  Paul  Godwin  (Hon.),  GP,  Erwin;  Med.  Coll.  of  Va.,  1916 

Poole,  Marvin  Bailey,  Dunn;  Med.  Coll.  of  Va.,  1938 

Stanfield,  William  Wesley,  S,  Dunn;   Med.  Coll.  of   Va.,  1932 

Williford,  John  Kenneth,  GP,  Lillington;  Bowman  Gray  Sch.  of  Med.,  1946 

Wilson,  Stephen  Glenn,  Angier;  Med.  Coll.  of  Va.,  1930 

Wyatt,  Arthur  Thomas,  Raleigh;  Jefferson,  1919 

HAYWOOD   COUNTY   SOCIETYSs 

President:  Owen,  W.  Boyd,  GP,  Waynesville;  Univ.  of  Pa.,  1942 

Secretary:  JMatthews,  Hugh  Archie.  Canton;  Duke,  1943 

Duckett,  Virgil  Howard,  GP,  Canton;  Univ.  of  Pa.,  1930 

Gibbons,  George  W.,  GP,  Canton;  Univ.  of  Arkansas,  1945 

tKirkpatrick,  William  L.    (Hon.),  GP,  Waynesville;   Vanderbilt,  1894 

Lancaster,  Newton  Paris,  GP,  Waynesville;  .Med.  Coll.  of  Va.,  1931 

McCraeken,  John  Rufus   (Hon.),  OALR,  Waynesville;  N.  C.  Med.  Coll.,  i9U2 

McLain,  Crawford  E.,  Lid.,   Canton;   Emory.   1926 

Miehal,  Mary  Barrows  Harris,  Pd,  Waynesville;   Yale,   1928 

Moore,  Roy  Hardin,  GP,  Canton;   Washington   Univ.,  1931 

Owen,  Charles  Fletcher,  Jr.,  S,  Canton;  Univ.  of  Pa.,  1937 

Owen,  Margaret  Lineberry,  G,  Canton;  Univ.  of  Pa.,  1932 

Owen,  Robert  Harrison,  S,  Canton;  Univ.  of  Pa.,  1931 : 

Pate,  James  Frank,  GP,  Canton;  Med.  Coll.  of  S.  C,  1927 

Reeves,  Jerome  Lyda,  GP,  Canton;  Vanderbilt,  1913 

Roberson,  Robert  "Stuart,  GP,  Waynesville;  Med.  Coll.  of  Va.,  1930 

Russell,  Jesse  IMilton  (Hon.),  Pd,  Canton;   Univ.  of  Nashville,  1911 

Stretcher,  Robert  Hatfield,  S,  Waynesville;  Rush  Med.  Coll.,  1927 

Stringfleld,  Thomas,  Sr.  (Hon.),  Anes,  Waynesville;   Vanderbilt   Univ.,  1898 

Stringfield,  Thomas,  GP,  Waynesville;  Univ.  of  S.  C,  1934 

Westmoreland,  Joseph  Robert,  GP,  Canton;  Washington  LIniv.,  1932 

HENDERSON  COUNTY  SOCIETY-i'i 

President:  Fortescue,  William  Nicholas,  GP,  Hendersonville;  Duke,  1934 ,^.  1934 

Secretary:  Bond,  George  F.,  GP,  Bat  Cave;  McGill,  1945 1946 

Bailey,  Joseph  P.,  Hendersonville;  Med.  Coll.  of  S.  C,  1943 1947 

Brackett,  William  Ernest,  OALR,  Hendersonville;  Jefferson,  1915 Iyl5 

Brown,  James  Stevens,  Sr.  (Hon.),  GP,  Hendersonville;  Northwestern,  1893 1894 

Corpening,  Flave  Hart,  GP.  Horse  Shoe;  Jefferson,  1928... 1928 

Crow,  M.  B.,  R,  Hendersonville;  Univ.  of  Arkansas,  1934 1946 

Dixon,  Guy  E.  (Hon.),  PN,  Hendersonville;  St.  Louis  Coll.  of  P.  &  S.,  1903 iy03 

Fauntleroy,  Joseph  Whittlesey,  Ob,  Zirconia;   Columbia,  1896 1900 

King,  Duncan  Ingrahani  Campbell,  Pd,  Hendersonville;  Med.  Coll.  of  S.  C,  1935 1936 

Kirk,  William  Redin  (Hon.),  I.  Hendersonville;  Central  Univ.  of  Ky.,  1891 1901 

Major,  R.  T.,  ALR,  Hendersonville;  Johns  Hopkins,  1916.. 1944 

McDonald,  Lester  Bowman,  GP,  Hendersonville;  Jefferson,  1934 1934 

Pay,  Wilson  Cyrus,  GP&S,  Hendersonville;  Univ.  of  Louisville,  1894 1938 

Porter,  Richard  A.,  Hendersonville;   Western  Reserve,  1943 1947 

Russell,  Lloyd  Pacemas,  GP,  Fletcher:   Univ.  of  Nashville,   1901 1902 

Salley,  Edward  McQueen  (Hon.),  ObG,  Hendersonville:   Univ.  of  Md.,  1905 1905 

Sample,  Robert  Cannon,  GP,  Hendersonville;   Univ.  of  Pa.,  1915 1915 

Souther,  W.  E.,  GP,  Hendersonville;   Univ.  of  Tenn.,  1943 1946 

Sumner,  Thomas  W.,  GP,  Hendersonville;   Jefferson,   1910 1910 

Trotter,  Fred  Oscar,  S,  Hendersonville;   Univ.  of  Minnesota,  1933 1934 

Ulloth,  Gustave,  GP,  Hendersonville;  Coll.  of  Med.  Evangelists,  1932 1939 

HERTFORD   COUNTY   SOCIETYSt 

Matheson,  Joseph  Gaddv,  OALR,  Ahoskie;  Jefferson,  1929... 1929 

Cooke,  Quinton  Edwin,  GP,  Murfreesboro;  Med.  Coll.  of  Va.,  1937 1937 

Futrell,  Lokie  Melton,  GP,  Murfreesboro;   Med.  Coll.  of  Va.,  1914 1914 

Mitchell,  Paul  Hayne  (Hon.),  Ahoskie;  Univ.  Coll.  of  Med.,  Richmond.  1907 1907 

Ruffin,  Jennings  Bryan,  Ahoskie;  Med.  Coll.  of  Va..  1937 1937 

Walker,  Louis  Kyle,  GP,  Ahoskie;  Univ.  of  Md.,  1911 1911 

t  Deceased. 
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HOKE    COUNTY    SOCIETYSS 


Name   and   Address 

President:  Hiatt,  Joseph  S.,  Jr.,  T,  McCain;  Duke,  1939 

Secretary:  Johnson,  L.  Meredith,  T,  McCain;  Med.  Coll.  of  Va.,  1939.. 

Brown,  George  W.  (Hon.),  GP,  K.aeford;  Ky.  Sch.  of  Med.,  1898 

Byrd,  William  Carey,  T,  McCain;  Jefferson,  1923 

Matheson,  Robert  Arthur,  GP,  Raeford;  JeflFerson,   1926 

Murray,  Robert  Lebbv,  GP,  Raeford;  Univ.  of  Md.,  1923 

O'Briant,  Albert  Lee,  GP,  Raeford;  JelTerson,  1920 

Oliver,  R.  K..  T,  McCain;  Univ.  of  Tenn.,  1942 

Willis,  Henry  Stuart,  T,  McCain;  Johns  Hopkins,  1919 


Licensed 

Joined 

State 

Societu 

1941 
1939 

1945 

1944 

1900 
1925 

1900 
1937 

1926 
1923 
1920 
1946 

1947 

1928 
1925 
1922 
1947 
1947 

HYDE   COUNTY   SOCIETY 


IREDELL-ALEXANDER  COUNTIES  SOCIETY-''^ 

President:  Pressly,  James  Lowry,  GP,  Statesville;  Jefferson,  1925 

.Secretary:  Ward,  Ernest,  PH,  Statesville;   Bavlor  Univ.,  1918 

Bell,  Andrew  E.  (Hon.),  GP,  Mooresville;  Univ.  of  Md.,  1897 

Bittinger,  Charles  Lewis,  Mooresville;   Univ.  of  Va.,  1935 

Brandon,  William  R.,  OALR,  Statesville;  Univ.  of  Md.,  1914 

Clayton,  IMilton  Burns,  OALR,  Washington,  D.   C;   Univ.  of  Louisville,   1917 

Crouch,  Thomas  Dalton  (Hon.),  GP,  Stony  Point;  N.  C.  Med.  Coll.,  1909 

Davidson,  Alan,  OALR,  Statesville;  Univ.  of  Vermont,  1943 

Davis,  James  Wagner  (Hon.),  S,  Statesville;  LTniv.  of  Pa.,  1913 

Deaton,  Paul  M.,  GP,  Statesville;  Univ.  of  Pa.,  1939 '"'.'.'....." 

Gibson,  Lauren  Osborne  (Hon.),  ObG,  State.^ville;  N.  C.  Med.  Coll.,  1913 

(loode,  Thomas  Vance  (Hon.),  S,  Statesville;  Univ.  Coll.  of  Med.,  Richmond,  1912.. 

Holbrook,  Joseph   Samuel,  GP,   Statesville;   Univ.  of  Pa.,   1932 , 

Little,  Lonnie  Marcus,  GP,  Statesville;  Jefferson,  1925 

McElwee,  Ross  Simonton  (Hon.),  R,  Statesville;  Univ.  of  Md.,  1909 

McLelland,  William  Davies,   GP,   Mooresville;  Jefferson,   1913 

Meade,  Forest  C,  S,  Statesville;  Univ.  of  Md.,  1940 

Morrison,  James  Rudy,  GP,  Statesville;   Georgetown,  1934 

Myers,  Dwight  Loftin,  GP,  Harmony;  Tulane,  1925 

Painter,  William  Watson,  S,  Mooresville;  Med.  Coll.  of  S.  C,  1937 

Pressly,  David,  I&Pd,  Statesville;  Jefferson,   1942 

Rhyne,  Sam  Albertus,  GP,  Statesville;  N.  C.  Med.  Coll.,  1915 

Robertson,  James  Mebane,  GP,  Harmony;   Temple,  1932 

Shaw.  Lloyd  Roosevelt,  GP,  Statesville;  Med.  Coll.  of  Va.,  1930 

Skeen,  Leo  Brown,  GP.  Mooresville;   Univ.  of  Md.,   1935 

Sloan,  Allen  Barry,  GP,  Mooresville;  Med.  Coll.  of  Va.,  1924 

Stegall,  John  T..  GP,  Statesville;  Univ.  of  Md..  1943 

Tatum,  Roy  Carroll,  Taylorsville;  Jefferson,  1919 

Taylor,  George  Winston  (Hon.),  S,  Mooresville;  N.  C.  Med.  CoU.,  1906 

Thurston,  Asa  (Hon.),  GP,  Taylorsville;  Univ.  of  Md.,  1909 

Wellborn,  William  R.,  GP.   Elkin;   Tulane,  1942 

Wrenn,  Creighton,  GP,  Mooresville;  Tulane,  1935 


JACKSON-SWAIN   COUNTIES   SOCIETY^n 

President:  Nichols,  Alvan  Alexander  (Hon.),  GP,  Sylva;   Univ.  of  Nashville,  1898.. 

Secretary:  Kirchberg,  Roy  William,  Sylva;  N.  C.  Med.  Coll.,  1916 

Bacon,  Harold  Lyle,  Bryson  City;  Northwestern  Univ.,  1934 

Bennett,  P.  R.,  Bryson  City;  Univ.  of  Md.,  1916 

Hooper,  Delos  D.  (Hon.),  Sylva;  Med.  Coll.  of  Va.,  1905 

Nichols,  Asbury  S.  (Hon.),  GP,  Svlva;  Tenn.  Med.  Coll.,  1906 

Slagle,  T.  D.,  GP&S,  Sylva;  Cornell,  1932 

Welters,  John  Christopher,  Bryson  City;  Med.  Coll.  of  S.  C,  1912 

Wilkes,  Grover  W..  Sylva;  N.  C.  Med.  Coll.,  1916 


JOHNSTON   COUNTY   SOCIETY" 

President:  Upchurch,  Thaddeus  Gilbert,  GP,  Smithfield;  Duke,  1932 

Secretary:  Hunter,  Shelton  B.,  Jr.,  GP,  Kenly;  Med.  Coll.  of  Va.,  1940.... 

Aycock,  Francis  Marion,  GP,  Princeton;  Med.  Coll.  of  Va.,  1921.. 

Booker.  Edward  Nelson,  GP.  Selma;   Univ.  of  Va.,  1925 

Brooks,  Harry  Eskridge,  GP,  Clayton;   Med.  Coll.  of  Va.,  1917 

Cliff,  Benjamin  Franklin,  GP,  Benson;   George  Washington  Univ.,  1908.. 

Creech,  Bennett,  GP,  Selma;  Univ.  of  Va.,  1944 

Davidian,  Vartan  A.,  S,  Smithfield;  Univ.  of  Kiev.,  Russia,  1919 

Duncan,  Stacy  Allen,  GP,  Benson;  Tulane,  1924 

Earp,  Raymond  Elmore.  S,  Selma;  Univ.  of  Pa.,  1928 
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Name   and   Address 

Fitzgerald,  John  Herbert,  OALR,  Smithfield;  Jefferson,  1920 

Grady,  Edward  Stephen.  Ob,  Smithfield;  Tulanc,  1937 

Grady,  James  C.   (Hon.),  GP,  Keuly;   Baltimore  Univ.   Sch.  of  Med.,   1887.. 

Hinnant,  Milford   (Hon.),  GP,  Micro;  Univ.  of  Md.,  1912. 

Jackson,  Marshall  Vaden,  GP,  Princeton;  Univ.  of  Md.,  1930 

Jones,  Donnie  H.,  Jr.,  GP,  Princeton;  Univ.  of  Va.,  1942 

Lassiter,  Will  Hardee,  Jr..  GP,  Selma;  Med.  Coll.  of  Va.,  1938. 

McLemore,  George  A.  (Hon.),  GP,  Smithfield;  Univ.  of  N.  C.,  1906 

Rose,  Abraham  Hewitt    (Hon.),  GP,   Smithfield:  Jefferson,  1906 

Royster,  J.  D.,  GP,  Benson;  Univ.  of  Md.,  1936 

Sox,  Carl  Caughman.  GP,  Kenly;  George  Washington  Univ.,  1932 

Stanley,  John  Haywood  (Hon.),  GF,  Four  Oaks;   Univ.  of  N.  C,  1904 

Wharton,  Charles"  Watson,  GP,  Smithfield;  La.  State  Univ.,  1937 

Wilson,  William  Gilliam,   GP,   Smithfield;   Jefferson,   1921 

Woodard,  Barney  Lelon,  GP,  Kenly;  Univ.  of  Md.,  1933 

Yates,  Percv  Fenton,  GP,  Clayton;  Emory,  1935 .' 
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JONES   COUNTY   SOCIETY 


LEE  COUNTY  SOCIETY12 

President:  McLeod,  Marv  Margaret,  Pd,  Sanford;  Vanderbilt,  1935.. 

Secretary:  Blue,  Waylon,  GP,  Jonesboro;  Med.  Coll.  of  Va.,  1925. 

Byerly,  James  Hampton,  GP,  Santord;  Northwestern  Univ.,  1935 

Dotterer,  Elizabeth  James,  GP,  Sanford;   Univ.  of  Fa.,  1939 

Dotterer,  John  E.,  GP,  Sanford;  Univ.  of  Va.,  1938 

Foster,  John  Franklin,  GP,  Sanford;  N.  C.  Med.  Coll.,  1916 

Gunter,  Van  Wyche,  GP,  Jonesboro;  Med.  Coll.  of  Va.,  1946 

Hartness,  William  Rufus,  GP,  Jonesboro;  Univ.  of  Louisville,  1938 

James,  Arthur  Augustus,  Jr.,  GP,  Sanford;  Univ.  of  Pa.,  1932 

Knight,  Floyd  LaFayette,  S,  Sanford;  Univ.  of  Va.,  1924 

Lutterloh,  Isaac  Havden,  Jr.,  GP&S,  Sanford;  Jefferson,  1921 

Mclver,  Lynn   (Hon.),  GP,  Sanford;   Ky.  Univ.,  1901 ; 

Oelrich,  August  M.,  S,  Sanford;  Univ.  of  Iowa,  1939 

Patterson,  Joseph  Halford,  GP,  Broadway;  Med.  Coll.  of  Va.,  1932 

Sowers,  Roy  Gerodd,  OALR,  Sanford;  Univ.  of  Md.,  1923 

Thomas,  B.  D.,  GP,  Jonesboro;  Med.  Coll.  of  S.  C,  1944 

LENOIR  COUNTY  SOCIETY^i 

President:  West,  Bryan  Clinton,  Pd,  Kinston;  Univ.  of  Pa.,  1924 : 

Secretary:  Ballard,  Claude  H.,  GP,  Kinston;  Temple,  1941.   

Boney,  Elwood  Rantz,  I,  Kinston;   Univ.  of  Pa.,  1926 

Boyette,  Dan  P.,  Pd,  Kinston:  Univ.  of  Va.,  1943 

Bundy,  James  B.,  GP,  LaGrange;  Northwestern  Med.  School,  1944... 

Cranz,  Oscar  William,  S,  Kinston;  Med.  Coll.  of  Va.,  1931 

Davis,  Rachel  Darden,  Ob,  Kinston;   Woman's  Med.  Coll.  of  Pa.,  1932 

Fuller,  Henry  Fleming,  ObG,  Kinston;   Univ.  of  Pa..  1936 

Hardy,  Ira  May  (Hon.),  ALR,  Kinston;  Med.  Coll.  of  Va.,  1901 

Jennings,  Edward  C,  OALR,  Washington,  D.  C;  Temple,  1933 

Jones,  Ransom,  J.,  PH,  Kinston;  Emory,  1932 , 

Keiter,  William  Eugene,  Pd,  Kinston;   Washington  Univ.,  1931 

Lee,  Mike,  U,  Kinston;  Tulane,  1926 

Lee,  Thomas  Leslie,  ObG,  Kinston;  Med.  Coll.  of  Va.,  1926 : 

Meyers,  Paul  T.,  R,  Kinston;  Univ.  of  Iowa,  1930 

Moseley,  Zebulon  Vance  (Hon.),  PH,  Kinston;  Univ.  Coll.  of  Med.,  Richmond,  1913     .... 

Offutt,  Vernon  Delmas,  I,  Kinston:   Med.  Coll.  of  Va.,  1933 

Parrott,  G.  Fountain,  I,  Kinston;  Temple,  1943 

Parrott,  John  Arendall,  Ob,  Kinston;  Temple,  1940 '. 

fParrott,  William  Thomas   (Hon.),  GP,  Kinston;  Tulane,  1899 

Peele,  James  Clarendon,  Kinston;   Temple,  1936 

Pritchard,  George  Littleton,  GP,  Black  Mountain;  Univ.  Coll.  of  Med.,  Richmond,  1913 

Ruffin,  David  Winston.  GP.  Pink  Hill;  Med.  Coll.  of  Va.,  1932 

Sabiston,  Frank,  OALR,  Kinston:  Univ.  of  Md.,  1918 1 

Temple,  Rufus  Henry,  I.  Kinston;   Univ.  of  Pa.,  1936 

Turrentine,  Kilby  Pairo,  I,  Kinston;  Rush  Med.  Coll.,  1931 

Tyndall.  Robert  Glenn,  S,  Kinston;  Univ.  of  Pa.,  1928 

West,  Clifton  Forrest,  I,  Kinston;  Univ.  of  Pa.,  1917 

Whitaker,  Paul  Frederick,  I,  Kinston;  Med.  Coll.  of  Va.,  1922 

Williams,  Lynwood  Earl,  I,  Kinston;  Univ.  of  Pa.,  1940 

Wooten,  Cecil  C,  GP,  Kinston;  Harvard,  1945 

Wooten,  Floyd  Pugh,  S,  Kinston;  Jefferson,  1920 

t  Deceased. 
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4H  SUPPLEMENT  TO  THE   NORTH   CAROLINA   MEDICAL  JOURNAL 

LINCOLN  COUNTY  SOCIETY" 

Navie   and   Address  , 

President:  Griggs,  Boyce  Powell,  GP,  Lincolnton;  Bowman  Gray  Sch.  of  Medicine,  ly43 

Secretary:  Wilson,   Samuel   Allen,   Lincolnton:   Emory,   1937 

Bandy,  William  Gaither   (Hon.),  GP,   Lincolnton;   Vanderbilt,   1908 

Cornwell,  Abner  Milton,  S,  Lincolnton;  Geoi'ge  Washington  Univ.,  1927 

Costner,  Walter  Vance,  Pd,  Lincolnton;  Jetterson,  1924 

Crowell,  Lester  Avant,  Sr.   (Hon.),  S,  Lincolnton;   Baltimore  Med.  Coll.,  1892 

Crowell,  Lester  Avant,  .Jr.,  I,  Lincolnton;   Tulane,  1930 

Edwards,  Forest  D.,  Ob,  Lawndale;  Atlanta  Med.  Coll.,  1914 

Fitzgerald,  John  Hill,  Jr.,  GP,  Lincolnton;  Univ.  of  Va.,  1938 

Gamble,  John  R.,  Jr.,  GP,  Lincolnton;  Univ.  of  Md 

Hoover,  Charles  Henry  (Hon.),  GP,  Grouse:  Baltimore  Med.  Coll.,  1903 

Jacocks,  W.  P.  (Hon.),  PH,  Raleigh;  Univ.  of  Pa.,  1911 

Morton,  L.  Thomas,  OALR,  Lincolnton;   Univ.  of  Pa.,  1927 

Page,  William  Gordon,  S  &  GP,  Lincolnton;  Jefferson,  1939 

Reinhardt,  James  Franklin,  I,  Lincolnton;  Duke,  1941 

MACON-CLAY  COUNTIES   SOCIETYJ'^ 

Angel,  Edgar,   S,  Franklin;  Jefferson,  1928 

Angel,  Furman,   S,  Franklin;   Jetterson,   1918 

Fisher,  Ernest  W.,  GP,  Franklin;  Medical  Coll.  of  S.  C,  1941 

Kahn,  Joseph  W.,  GP,  Franklin;   Univ.  of  Cinn.,  1942 

Killian,  Frank  McClure,  OALR,  Franklin;  Univ.  of  Louisville,  1929 

MADISON  COUNTY   SOCIETYi'^ 

President:  McElrov,  James  Lawrence,  GP,  Marshall;  George  Washington  Univ.,  1930. 

Secretary:  Duck,  Walter  Otis,  GP,  Mars  Hill;  Hahnemann  Med.  Coll.,  1943 

Ditmore,"  Harry  Boaz,  GP,  Marshall;  Univ.  of  Va.,  1925 

Robinson,  W.  Locke,  GP,  Mars  Hill;  Med.  Coll.  of  Va.,  1929 

Ross,  George  Floyd,  GP,  Hot  Springs;  Univ.  of  Pa.,  1907 ., 

Sams,  William  Albert,  GP,  Marshall;  Lincoln  Memorial  Univ.,  1911 

Vance,  S.  W.,  GP,  Mars  Hill;  Emory,  1934 

MARTIN-WASHINGTON-TYRRELL    COUNTIES    SOCIETYi' 

President:  Furgurson,  Ernest  Whitmal,  GP,  Plymouth;  Syracuse  Univ.,  1936 

Secretary:  Papineau,  Alban,  T  &  GP,  Plymouth;  Univ.  of  Pa.,  1931 

Bray,  Thomas  Latham,  I,  Plymouth;   Univ.  of  Md.,  1916 

Brown,  Victor  Emanuel,  I&S,  Williamston;   Syracuse  Univ.,  1935 

Chaplin,  Steenie  Charles,  GP,  Columbia;  Jefferson.  1922- 

Harrell,  William  Horace,  GP,  Creswell;  Jefferson,  1925 

Harris,  Charles  I.,  Jr.,  GP  &  S,  Williamston;   Univ.  of  Md.,  1939 

Llewellyn,  John  Thomas,  I,  Williamston;  Med.  Coll.  of  Va.,  1937 

McGowan,  Claudius,  I,  Plymouth;  Med.  Coll.  of  Va.,  1917 

Phelps,  John  Mahlon,  I,  Creswell;  Jefferson,  1932 

Pittman,  Earl  Eugene,  I,  Oak  Citv;  Med.  Coll.  of  Va.,  1919 

Rhodes,  James  Slade   (Hon.),  I,  Williamston;  Med.  Coll.  of  Va.,  1906 ... 

Rhodes,  James  Slade.  Jr.,  I,  Williamston;  Med.  Coll.  of  Va.,  1941 

Ward,  Jesse  Elliott  (Hon.),  GP,  Robersonville;  Univ.  of  Md..  1904 

Ward,  Vernon  Albert    (Hon.),  1,   Robersonville;   Jefferson,   1908 

Ward,  Walter  Elliott,  I,  Robersonville;  Med.  Coll.  of  Va.,  1940 

Williams,  John  W.,  PH,  Williamston;   Univ.  of  Md.,  1906 

McDowell  county  society^ 

President:  Mcintosh,  Donald  Munro,  Jr..  GP,  Marion;  Univ.  of  Pa.,  1933 

Secretary:  Miller,  Lloyd  D.,  GP,  Marion;  Med.  Coll.  of  Va.,  1939 

Hagna,  Lewis  William,  GP,  Marion;  Univ.  of  Pa.,  1936 

Hemphill,  Clyde  Hoke,  OALR,  Highlands;  Univ.  of  Md.,  1913 

Johnson.  John  Brown   (Hon.),  S,  Old  Fort;  Univ.  of  Louisville,  1905 

Jonas,  John  Frank   (Hon.),  GP.  Marion;   Baltimore  Med.   Coll..  1903 

Justice,  Gaston  B.  (Hon.),  GP,  Marion;  Atlanta  Coll.  of  P.  &  S.,  1907 

tKirbv.  Guv  S.  (Hon.).  GP,  Marion;  Univ.  Coll.  of  Med.,  Richmond,  1897.... 

McBee,  Paul  Thomas,  S,  Marion;  Med.  Coll.  of  Va..  19.30 

Mcintosh,  Donald  Munro  (Hon.),  S,  Old  Fort;  Med.  Coll.  of  Va.,  1904 

Miller,  John  Floyd,  S,  Marion;  Medico-Chir.  Coll.  of  Phila..  1906 

Robinson,  William  Ashby,  Old  Fort;  Med.  Coil,  of  Va.,  1900 ;. 

Rowe,  George  C,  GP,  Marion:  Univ.  of  Pa.,  1939 

Rowe,  Virginia  Ciopeland,  GP,  Marion;  Tulane,  1939 
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Name   and   Address 


Licensed 


President:  Ranson,  John  Lester,  Sr.  (Hon.),  Anes,  Charlotte;  N.  C.  Med.  Coll.,  1911....  1911 

Secretary:  Johnston,  William  Oliver,  L  Charlotte;  Vanderbilt,  1936 1936 

Adams,  James  Robert,  Pd,  Charlotte;  Univ.  of  Va.,  1928 1932 

Alexander,  James  Moses,  I,  Charlotte;  McGill  Univ.,  1934 1934 

Alexander.  James  Ramsev  (Hon.),  Charlotte;  Univ.  of  Md..  1894 1894 

Andrews,  Edward  David,  Charlotte;  Med.  Coll.  of  S.  C,  1917 1924 

Ashe,  John  Rainey  (Hon.),  Pd,  Charlotte;   Columbia,  1911 1915 

Austin,  DeWitt  Rav,  P&U,  Charlotte;  Jefferson,  1917 1917 

Austin,  Frederick  Da  Costa,  Jr.,  S&U,  Charlotte;  Vanderbilt,  1937 1937 

Baird,  Harry  Havnes,  U,  Charlotte;  Washington  Univ.,  1942 1942 

Baker,  Thomas  Williams,  I,  Charlotte;  Univ.  of  Pa.,  1931 1931 

Barnes,  Marg-aret  A.,  P,  Charlotte;  Univ.  of  Va.,  1943 1943 

Barron,  Archibald  Alexander   (Hon.),   PN,   Charlotte;   Vanderbilt,   1909 1910 

Baxter,   Oscar   Dixon,   R,   Charlotte;   Jefferson,   1924 1924 

Bellows,  Rowland  Thompson.  NS.  Charlotte;   Cornell,  1930 1940 

Bethel,  Millard  Baimbridge,  PH,  Charlotte;  TFniv.  of  Tenn.,  1936 1938 

Bigham.  Roy  Stinson.  Jr..  1,  Charlotte;  Univ.  of  Va.,  1941 1941 

Black,  George  William,  GP,  Charlotte;  Med.  Coll.  of  Va.,  1924 1924 

tBlair,  Andrew,  I,  Charlotte;   Univ.  of  Pa.,  1924 1925 

Blalock,  Burman  Karl,  GP,  Charlotte;  Univ.  of  Md.,  1913 - - 1913 

Bost,  Thomas  Creasy,  S.  Charlotte;   George  Washington  Univ..  1915 1920 

Brabson,  John  Anderson,  S,  Charlotte;  Harvard,  1939 1943 

Bradford,  Wallace  Brown,  ObG.  Charlotte;  Univ.  of  Pa..  1932 1932 

Bradford,  Williamson  Ziegler.  ObG,  Charlotte;  Univ.  of  Pa..  1928 1928 

Brenizer,  Addison  Gorgas   (Hon.).  S,  Charlotte:  Johns  Hopkins,  1908 1911 

Bunch,  Charles,  S,  Charlotte;  Univ.  of  S.  C,  1931 1931 

Byrnes,  Thomas  Henderson,  Path,  Charlotte;  Med.  Coll.  of  S.  C,  1926 1932 

Choate,  Allvn  Blvthe,  L  Charlotte;  Med.  Coll.  of  Va.,  1929 1929 

Cochrane,  Fred  Richard,  Charlotte;  Jefferson,  1942 1942 

Cooke,  H.  M.,  GP.  Charlotte;  Med.  Coll.  of  Va..  1941 1943 

Cornell,  William  Sessions,  S,  Charlotte;  Emory.  1931 1938 

Craven.   Thomas.   GP,   Huntersville;   Jefferson,   1917 1917 

Crowell.  .James  Allen,  ObG,  Charlotte;  La.  State  Univ.,  1939 1946 

Daniel,  Walter  Eugene,  U,  Charlotte;  Med.  Coll.  of  Va.,  1931 1938 

Davidson,  John  E.  S.  (Hon.),  Oph.  Charlotte;  Univ.  of  Md.,  1894 1894 

DeCamp,  Allen  Ledyard,  ObG,  Charlotte;  Univ.  of  Pa.,  1934 1937 

Dorenbusch,  Alfred  A.,  OtoL,  Charlotte;  Univ.  of  Louisville,  1940 1946 

Draper,  Arthur  J..  L  Charlotte;   Harvard,   1942 r. 1945 

Edgerton,  Glenn   Senders,  ObG.   Charlotte;   Temple.   1932 1932 

Elliott,  Joseph  Alexander,  D,  Charlotte;   Univ.  of  Mich.,  1914 1919 

Elliott,  Joseph  Alexander,  Jr..  Charlotte;  Univ.  of  Michigan,  1944 1944 

Faison,  Elias  Sampson.  I,  Charlotte;   Emory,  1929 1929 

Faison,  Yates  Wellington   (Hon.),  Pd.  Ch,orlotte;  Harvard,  1910 1910 

Ferguson,  Robert  Thrift.  G,  Charlotte;  Univ.  Coll.  of  Med..  Richmond,  1906 1909 

Fleming,  Lawrence  Edwin,   S,  Charlotte;   Univ.   of  Pa.,   1931 1931 

Foster.  Clarence   B..  Onh.  Charlotte;   U:iiv.  of  Vermont,  1932 1945 

Franklin,  Ernest  Washington.  ObG,  Charlotte;   Univ.  of  Pa.,  1930 1930 

Gage.  Lucius  Gaston,  L  Charlott?-:  Univ.  of  Va.,  1915 1921 

Gallant,  Robert  Miller  (Hon.>,  GP,  Charlotte;  N.  C.  Med.  Coll.,  1915 1915 

Gaul,  .John  Stuart,  Or,  Charlotte:   Medico-Chir.  Coll.  of  Phila.,   1913 1922 

Gay,  Charles  Houston,  Pd,  Charlotte;   Duke,  1933 1936 

Gibbon,  James  Wilson,   S,   Charlotte;   .Tetferson,   1918 1920 

Gibbon,  Robert  Lardner   (Hon.),   S,   Charlotte:   Jefferson,  1887 1887 

Gilmour,  Monroe  Taylor,  I,  Charlotte;  Harvard,  1936 1940 

Gordon,  John  Simpson.  ALR.  Charlotte;  Univ.  of  Pa.,  1931 1947 

Greenwood,  James  G.,  Hosp  Res.,  Charlotte;  Univ.  of  Pa.,  1944 1944 

Hamer,  Jerome  B.,  S,  Charlotte:  Univ.  of  Ga..  1938 1938 

Hamer.  William  Alexander,  Anes,  Charlotte;   Univ.  of  Md.,  1930 1930 

Hand,  Edgar  Hall   (Hon.),  PH,  Charlotte;  N.  C.  Med.  Coll.,  1907 1907 

Hansen,  Alton  S.,  R.  Charlotte;   Rush  Med.  Coll.,  1930 1947 

Hardman.  Edward   Francis,  ObG,   Charlotte;   Temple,   1938 1947 

Harrell.  W.  Fletcher,  P,  Charlotte;  Univ.  of  Va.,  1943 1947 

Hart,  Verling  Kersey,  ALR,  Charlotte;  Univ.  of  Pa.,  1921 1924 

Hawes.  George  Aubrey,  U,   Charlotte;   Vanderbilt,   1933 1939 

Hemphill,  James  Eugene,  R.  Charlotte;  Univ.  of  Va.,  1937 1942 

Henry,  Hector  Himel,  PH,  Charlotte;   Tulane,  1936 1939 

Hipp,  Edward  Reginald,   S.   Charlotte;   Univ.   of  Va.,   1918 1920 

Hipp,  Edward  Reginald,  Jr.,  Charlotte;  Univ.  of  Va.,  1947. 1947 

Hodges,  Horace  Hayden,  I,  Charlotte;  Univ.  of  Pa.,  1940 1940 

Holden,  Howard  Thompson,   OALR,  Charlotte;   Univ.   of  Va.,   1934 1945 

t  Deceased. 
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Holton,  Thomas  Jefferson,  OALR,  Charlotte;  Emory,  1909 

Hope,  Alex  Chalmers,  S&G,  Charlotte;   Med.  Coll.  of  S.  C,  1937 

Houser,  Oscar  Julian  (Hon.),  OALR,  Charlotte;  N.  C.  Med.  Coll.,  1914 

Hovis,  Leighton  Watson  (Hon.),  OALR,  Charlotte;  N.  C.  Med.  Coll.,  1904 

Hunt,  Jasper  Stewart,  Pd,  Charlotte;  Vanderbilt,  1929 

Jacobs,  Julian  Erich  John,  Or,  Charlotte;   Univ.  of  Neb.,  1935 

Johnston,  James  Gilliam  (Hon.),  OALR,  Charlotte;  Vanderbilt,  1899 

Jones,  Grace  Germania,  S,  Charlotte;  Woman's  Med.  Coll.  of  Pa.,  1934 

Jones,  Otis  Hunter,  ObG,  Charlotte;  Columbia,  1933 

Ingram,  William  B.,  GP,  Charlotte;  Univ.  of  Md.,  1944 

Kelly,  Luther  Wrentmore,  I,  Charlotte;  Univ.  of  Va.,  1924 

Kennedy,  John  Pressly,  S,  Charlotte;  Jefferson,  1915 ^....^.".".!."^ 

Kennedy,   Leon  Toland,   I,   Charlotte;   .Jefferson,   1935 r 

Kimmelstiel,  Paul,   Path.   Charlotte;    Tuebingen.   Germany,   1926 '. 

King,  Parks  McCombs   (Hon.),  GP,  Charlotte;   N.  Y.  Univ.,  1902 

Kneedler,  William  Harding,  I,  Charlotte;   Univ.  of  Pa.,  1926 

Kossove,  Albert  Anthony,  PN,  Charlotte:   Med.  Coll.  of  Va.,  1938 

Kossove,  Irene  Levy,  ObG,  Charlotte;  Med.  Coll.  of  Va.,  1939 

Lafferty,  John  Ogden,  R,  Charlotte;   Univ.  of  Pa.,  1942 

Lafferty,  Robert  Hervey   (Hon.),  R.  Charlotte;  N.  C.  Med.  Coll.,  1906 

Leinbach,  Robert  Frederic   (Hon.),  I,  Charlotte;  Univ.  of  Pa.,  1907 

Leonard.   Ruth,   Oph,   Charlotte;   Temple.    1942 

Lymberis,  Marvin  N.,  Oph,  Charlotte;   Tulane,  1941 

Lynch,  Kenneth  Merrill,  Jr.,  U,  Charlotte;  Johns  Hopkins,  1942 
MacConnell,  .John  Wilson   (Hon.),  OALR,  Davidson;   Univ.  of  Md..  1907 

MacDonald.  J.  Kingsley,  ObG,  Charlotte:  McGill  Univ..  Canada,  1926 

Martin,  William  Francis,  S.  Charlotte;  Univ.  of  Md..  1920 

Massey,  Charles  Caswell.  Pr.  Charlotte;  Jefrer.son.   1923 

Matthews,  Vann  Marshall,  Ob,  Charlotte;  Univ.  of  Pa.,  1918 

Matthews.  William  Camp,  I,  Charlotte;  Univ    of  Va.,   1937 

Maver,  Walter  Brem.  D.  Charlotte:   Univ.  of  Pa.,  1930 

McCarty,  Ralph  L.,  S,  Charlotte;   Tulane,   1942  .  . 

McCoy,  Thomas  Marshal   (Hon.),  GP,  Charlotte;  N.  C.  Med.  Coil.,  1905 

McDonald.  Angus  Morris.  U,  Charlotte:  Univ.  of  Pa..  1928 

McKay,  Clinton  Hull.  I,  Charlotte;  Univ.  of  Tenn.,  1939... 

McKay,  Hamilton  Witherspoon   (Hon.).  U,  Charlotte;  -Jefferson.   1910 

McKav.  Robert  Witherspoon,  U,  Charlotte:  Johns  Hopkins,  1923 

McKnight.  Roy  Bowman,  S,  Charlotte:  Univ.  of  Pa..  1920 

McLaughlin,  Calvin  Sturgis,  Sr.  (Hon.).  GP,  Charlotte;  Univ.  of  Md.,  1896 

McLaughlin,  Calvin  Sturgis,  Jr.,  GP,  Charlotte:  Univ.  of  Tenn.,  1935 

McLean.  Ewen   Kenneth.  Pd.  Charlotte:  Univ.  of  Texas,   1919..... 

Miller,  Oscar  Lee,  Or,  Charlotte;  Atlanta  Coll.  of  P.  &  S.,  1912        

Miller,   Robert  P.,   S.   Charlotte;   Duke,   1940 

Montgomery.  .John  Christian,  Anes,  Charlotte;   Univ.  of  Pa..  1932    

Moore,  Alexander  Wylie  (Hon.),  S&G,  Charlotte;  Univ.  of  Va.,  1901 

Moore,  Oren    (Hon.),  G,  Charlotte;   N.   C.  Med.   Coll.,  1911 

Moore,  Robert  Ashe.  Pd.  Charlotte:   Univ.  of  Pa..   1923 

Motley,  Fred  Elliott,  ALR.  Charlotte;   Univ.  of  Mich.,  1922 

Munroe,  Colin  A..  S,  Charlotte:  Duke,  1939 

Munroe,  Henry  Stokes,  Sr.   ^Hon.),  S.  Charlotte:  Jefferson,  1903 

Munroe.  Henry  Stokes.  Jr..  S,  Charlotte;   Duke,  1935 

Murrah.  Thomas  A.,  III.  Ho.sp  Res.,  Charlotte:  Med.  Coll.  of  S.  C,  1943 

Nalle,  Brodie  Crump    fHon.),  ObG.  Charlotte;   Univ.  of  Va.,   1903 

Nalle.  Brodie  Crump.  .Jr.,  U,  Charlotte;  Duke.  1939 

Nance,  Chfirles  Lee.  GP,  Charlotte:  N.  C.  Med.  Coll.,  1919 

Naumoff,  Philip.   GP,  Charlotte;   Duke.  1937 

Neal,  Douglas,  S,  Charlotte:   Med.  Coll.  of  Va..  1942 

Neblett,  Herbert  Clarence,  Oph.  Charlotte;  Med.  Coll.  of  Va..  1914 

Newell,  Leon  Burns   (Hon.).  GP.  Charlotte:  Univ.  of  N.  C.  1905 

Newton.  Howard   Lowell.   GP.   Charlotte;    Northwestern,   1921 

Nisbet.  Douglas  Heath.  I.  Charlotte;   Harvard,  1917 

Norris.  Charles  Bradley,  I,  Charlotte:   Georgetown,  1941 

Northington.  .James  Montgomery   (Hon.),   I,   Charlotte:   Med.   Coll.  of  Va.,   1905 

Nowlin,  George  Preston,  S,  Charlotte;  Univ.  of  Va.,  1924.. 

Palmgren,  Einar  Alexander,  Jr..  Charlotte;   Hahnemann   Med.   Coll.,   1941 

Peeler.  Clarence  N.  (Hon.),  ALR,  Charlotte;  N.  C.  Med.  Coll..  1906 

Pennington.  Glenn  Walton.  ALR,  Charlotte:  Univ.  of  Ga.,  1937 

Pettewav.  George  Henrv   (Hon.).  GP.  Charlotte;  N.  C.  Med.  Coll.,  1913 

Pettus.  William   Henrv,  Jr.,   S,   Charlotte;   Cornell,  1937 

Pitts,  William  Reid,  S,  Charlotte:  Harvard,  1933 

Potter.  E.  Lindsav,  Jr..  GP.  Charlotte;  Temnle.  1939 

Query,  Richard  Zimri.  Jr..  I,   Charlotte;   Duke,   1934 

Rani-'"n.  Wat.son  Smith   (Hon.),  PH,  Charlotte;  Univ.  of  Md.,  1901 

Ranson,  John  Le.ster,  Jr.,  Anes,  Charlotte;  Jefferson,  1942 
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Eapp,  Ira  H.,  S,  Charlotte;  Univ.  of  Pa.,  1943 

Ray,  Frank  Leonard,  U,  Charlotte;  Med.  Coll.  of  Va.,  1919 

Reid,  Calvin  Graham,  L  Chailotte;   Univ.  of  Pa.,  1935 

Reid,  Ralph  Connor,  S,  Charlotte;   Columbia,   1940 

Robinson,  Charles  Wilson,  GP,  Charlotte;  Univ.  of  Pa.,  1930 

Ross,  Otho  Bescent   (Hon.),  R,  Charlotte;  Univ.  of  Pa.,  1909 

Ross,  Thomas  Wallace,  GP,   Charlotte;   .Jefferson,  1927 

Sanger,  W.  Paul.  S.  Charlotte;  Vanderbilt,  1931 

Scruea-s,  William  Blarvin,  S,  Charlotte;  Univ.  of  Pa.,  1914 

Seav.   Hillis   Ledbetter.   T,    Huntersville;   Vanderbilt,    1930 

Selbv,  William  Elledge,  GP,  Charlotte;  Temple,  1934 

Shull.  Joseph  Rush   (Hon.),  R,  Charlotte;  Univ.  of  Pa.,  1910 

Sloan.  Henry  Lee,  Oph,  Charlotte;  Univ.  of  Pa.,  1911 

Smith,  Franklin   Calton,  Oph,  Ch.irlotte;  Jefferson,   1921 

Southerland,  Robert  William,  PN,  Charlotte;  Med.  Coll.  of  Va.,  1928 

Sparrow,  Thomas  DeLamar,   S,  Charlotte;   Univ.  of  Pa.,   1920 

Spencer,  Benjamin  Decatur,  GP,  Charlotte;  McGill  Univ.,  1943 

Squiies,  Claude  Babbington,  U,  Charlotte;  Jefferson,  1919 

Steiger,  Howard  P.,  D,  Charlotte;  Duke,  1939 

Stratton,  James  David,  Oph,  Charlotte;   Rush  Med.  Coll.,  1937 

Stuckey.  Charles  L.,  I,  Charlotte;  Univ.  of  Va..  1940 

Summerville,  Walter  Monroe,  Path,  Charlotte;   Emorv,  1936 

Taylor,  Andrew  DuVal,  A,  Charlotte;  Univ.  of  Md.,  19-34 

Thompson,  Silas  Raymond   (Hon.),  U,  Charlotte;  N.  C.  Med.  Coll.,  1914 

Todd,  Lester  Claire,  CP,  Charlotte;  Univ.  of  Mich.,  1918 

Townsend,  Maurice  LynJon  (Hon.),  Society  Hill,  S.  C;  Indiana  Med.  Coll.,  1906 

Tuggle,  Allan  Davis,  R,   Charlotte;   Univ.   of  Louisville,   1936 - 

Tydeman,  Frederick  William  Louis  (Hon.),  CP,  San  Francisco;  N.  C.  Med.  Coll.,  1912 

Venning,  William  L.,  Pd,  Charlotte;   Duke.  1939 

Wannamaker,  Edward  Jones.  Jr.,  I,  Charlotte;  Univ.  of  Pa.,  1921 

Watkins,  Carlton  Gunter,  Pd,  Charlotte;   Washington  Univ.   Sch.  of  Med., 

St.  Louis,  1943   

Watters,  Vernon  Gregg,  Jr.,  S,  Charlotte;  Univ.  of  Iowa,  1938 

Welton,  David  Goe,  D,  Charlotte;  Univ.  of  Wis.,  1935 

Whisnant,  Albert  Miller  (Hon.),  OALR,  Charlotte;  Coll.  of  P.  &  S..  Baltiinore.  1893 

White.  Thomas  Preston,  I,  Charlotte;  Univ.  of  Pa.,  )922 

Whitlev,  Aver,  GP,  Matthews;  Baltimore  Med.  Coll.,  1908 

Williams,  McChord,  S,  Charlotte:  Harvard,  1937 

Winkler,  Harry,  Or,  Charlotte;  Rush  Med.  Coll.,  1929 

Woltz,  John  Henrv  Earlv.  ObG,  Charlotte;  Univ.  of  Pa.,  1942 

Woods,  James  Baker,  Jr..  GP,  Davidson;  Med.  Coll.  of  Va.,  1922 

Wright,  Thomas  Hasel,  Jr.,  P,  Charlotte;   Univ.  of  Pa.,  1936 

MITCHELL-YANCEY  COUNTIES  SOCIETY-^"' 

President:  Bennett,  William  Lewis,  GP,  Burnsville;  Lincoln  Memorial  Univ..  1911 

Secretary:  Berrv,  James  W.,  GP,  Bakersville;   Bowman  Grav  Sch.  of  Med.,  1944 

Gouge,  Arthur  Edward,  GP,  Bakersville;   Med.  Coll.  of  Va.,  "1917 

Laughren,  Gus,  GP,   Burnsville;   Univ.   of  Louisville,   1929 ,. 

McRae,  Cameron  F.,  GP,  Burnsville;  Med.  Coll.  of  Va.,  1935 

Ohle,  E.  R.,  GP,  Celo;  Harvard.  1941 

Peterson.  Charles  A.  (Hon.),  GP,  Spruce  Pine;  N.  C.  Med.  Coll.,  1907 

Phillips,  David  Lawrence,  GP,  Spruce  Pine;  Bowman  Gray  Sch.  of  Med.,  1945... 

Ouincv,  Fred  Ben.  Ob&Pd.  Williamson,  W.  Va.;  Med.  Coll.  of  Va.,  1900 

Williams,  Lester  L.,  GP,  Spruce  Pine;  Med.  Coll.  of  S.  C,  1880 
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MONTGOMERY— SEE    STANLY-MONTGOMERY 

MOORE  COUNTY  SOCIETYSi 

President:  McMillan,  Robert  M.,  I,  Southern  Pines;  Johns  Hopkins,  1938 

Secretary:  Rosser,  Robert  Guthrie  (Hon.),  GP,  Vass;  N.  C.  Med.  Coll.,  1909 

Bowen,  James  Poore,  S,  Aberdeen;  Univ.  of  Md.,  1929 

Bowman,  Hugh  Edgar   (Hon.),  GP,  Aberdeen;  N.  C.  Med.  Coll.,  1904 

Brady,  Charles  Eldon,  GP,  Robbins;  Univ.  of  Md.,  1944 

Chester,  Pinknev  Jones,  OALR,  Southern  Pines;  N.  C.  Med.  Coll.,  1913 

Felton,  Robert  Lee,  Jr.,  GP,  Carthage;  Univ.  of  Pa.,  1927 

Grier,  Charles  Talmadge  (Hon.),  Carthage;  N.  C.  Med.  Coll.,  1910 

Grier,  John  C,  P,  West  End;  Jefferson,  1940.. 

Heinitsh.  George,  OALR,  Southern  Pines;   Duke,  1932 

Hilborn,  Robert  Ross,  GP,  Mooresville;  American  Med.  Missionary  Co..,  1904 

Hollister,  William  F.,  S,  Pinehurst;  Duke,  1938 

Kemp,  Malcolm  Drake,  P,  Pinebluff;  Washington  Univ.,  1930 

Lide,  Thomas  N.,  CP,  Pinehurst;  Duke,  19.38 
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Marr,  Myron  Whitmore  (Hon.),  I,  Pinehurst;  Tufts  Med.  Sch.,  1907 

-.■•McLeod,  Alexander  H.   (Hon.),  S,  Aberdeen;   Baltimore  Med.  Coll.,  1896 

McLeod,  Vida  Canaday,  GP,  Southern  Pines;   Baylor  Univ.,  1919 

Milliken.  .James  Shepard   (Hon.).  GP,  Southern  Pines;  Jefferson,  1915 

Mobbs,  Robert  F.,  Pinehurst;  Boston  Univ.,  1944 

Monroe,  Clement  Rosenburg,  S,  Pinehurst;  Univ.  of  Md.,  1924 

Mudgett.  William  Chase  (Hon."),  I,  Southern  Pines;  Maryland  Med.  Coll.,  1903 

Owens,  Francis  Lerov,  S,  Pinehurst;  Duke,  19.34 

Pishkoe,  M.  T.,  S,  Pinehurst;  Duke,  1936 

Symington,  John,  GP,  Carthage;  Univ.  of  Md.,  1902 

Vanore,  Andrew  A.,  GP,  Robbins;  Long  Island  Sch.  of  Med.,  1937 

Willcox,  Jesse  Womble   (Hon.),  PH,  Southern  Pines;  Univ.  of  N.  C,  1906 

NASH— SEE  EDGECOMBE-NASH 

NEW  HANOVER  COUNTY  SOCIETY'^ 

President:  Warshauer,  Samuel  E.,  I,  Wilmington;  Med.  Coll.  of  Va.,  1936 

Secretary:  Pigford.  R.  T.,  I,  Wilmington;   Univ.  of  Md.,  1940 

Anderson,  Elbert  Carl,  Oph,  Wilmington;  Northwestern,  1937 

Anderson,  Irene,  P,  Wrightsville  Beach;   Univ.  of  Oklahoma,  1939 

Barefoot,   Graham   Ballard.  Path&R,  Wilmington;   Jeflferson,   1923 

Barefoot,  William   Frederick,   S,   Wilmington;   Tulane,   1934 

Bellamy,  Robert  Hartlee   (Hon.),  GP,  Wilmington;   Jefferson,  1902 

Black,  Paul  Adrian  Lawrence,  Wilmington;  Coll.  of  Med.  Evangelists,  1932 

Brock,  Marv,  Pd,  Wilmington:  Univ.  of  Pa.,  1944 

Brouse,  I.  E.,  R,  Wilmington;  McGill  Univ.,  1922 

Brown,   Landis   Gold.   S,   Southpoi-t;    Northwestern,   1934 

Burdette,  F.  McP.,  GP  &  S,  Southport;  Med.  Coll.  of  S.  C,  1942 

Codington,  Herbert  Augustus   (Hon.),  S,  Wilmington;  Univ.  of  Md.,  1911 

Coleman,  Howe  Reese,  Jr.,  OALR,  Wilmington;  Univ.  of  Va.,  1929 , 

Cranmer,  John  B.  (Hon.),  S,  Wilmington;  Univ.  of  N.  C,  1905 , 

Crouch,  Auley  McRae,   Sr.,  Pd,  Wilmington;   Jefferson,   1916 

Crouch,  Auley  McRae.  Jr.,  Pd,  Wilmington;  Jefferson,  1943 

Davis,  Charles  Burdis.  GP,  Wilmington;   Univ.  of  Pa.,  1935 

Dickie,  J.  W.,  GP,  Wilmington;  Univ.  of  Va.,  1942 

Dosher,  William  Sterling.  ObG,  Wilmington;  Med.  Coll.  of  Va.,  1930 

Elliot,  Avon  Hall,  PH,  Wilmington;  Jefferson,  1919 

Fales,   Robert   Martin,   GP,   Wilmington;   .Jefferson,   1932 

Farthing,  John  Watts,  S.  Wilmirgton;  Univ.  of  Pa.,  1933 

Freeman,  Jere  David.  OALR.  Wilmington;  Med.  Coll.  of  Va.,  1918 , 

Goodman,   E.  G..  I.  Wilmington;   Duke,   1940 

Graham,  Charles  Pattison,   S,  Wilmington;   Harvard,   1932 [ 

Hare,  Ransom  Bryant,  U,  Wilmington;   Med.  Coll.  of  S.  C,  1930 

Harriss,  Andrew  Howell   (Hon.),  (3P,  Wilmington;   Medico-Chir.  Coll.  of  Phila.,  1893. 

Hoggard,  John  Thomas,  GP,  Wilmington;  Univ.  Coll.  of  Med.,  Richmond,  1906 

Hooper,  .Joseph  Ward   (Hon.),  S,  Wilmington:  Univ.  of  Md.,  1909 

Johnson.  Georee  W.,  ObG.  Wilmington;  tlniv.  of  Pa.,  1920 

-Johnson,  H.  W.,   S,  Wilmington;   Harvard,  1939 

Johnston,  Christopher,  I,  Wilmington;  Johns  Hopkins,  1926 

Knox,  Joseph   Clyde,  Pd,  Wilmington;   Univ.   of   Md.,   1924 

Koonce,  Donald  B.,  S,  Wilmington;   Univ.  of  Pa..   1929 

Koonce,  S.  Everett  (Hon.),  OALR,  Wilmington:  P.  &  S.,  Baltimore,  1896 

Koseruba,  George  M.,  Pd,  Wilmington:   Coll.  of  Med.  Evangelists 

Lounsbury,  James  Breckinridge,  ObG,  Wilmington;  Yale,  1935 

McEachern,  Duncan  Roland,  GP.  Wilmington;   Med.  Coll.  of  Va.,  1932 

Mebane,  William  Carter,  Jr.,  S,  Wilmington:  Univ.  of  Md.,  1931 

fMoore,  William  Houston   (Hon.).  Ob,  Wilmington;  Jefferson,  1910 

Murchison,  David  Reid,  I,  Wilmington;  Johns  Hopkins,  1916 

Pickard,  H.  M..  I,  Wilmington;  McGill  Univ.,  1938.. 

Powell,  C.  J.,  GP,  Wilmington;  Univ.  of  Tenn.,  1943 

Robertson,  James  Parish   (Hon.).  S,  Wilmington;  Univ.  of  Pa.,  1913 

Rodman,  Robert  Boyd,  I,  Wilmington;  Med.  Coll.  of  S.  C,  1928 

Rosenbaum,  Maurice  Milton,  S.  Long  Beach.  California;  Univ.  of  Buffalo,  1934 

Sidbury,  James   Buren    (Hon.),   Pd,   Wilmington;    Columbia,   1912 

Sinclair,  Roby  Thomas,  Jr.,  GP,  Wilmington;  Georgetown  Univ.,  1938 

Sloan,  David  Bryan,  OALR,  Wilmington;  Univ.  of  Pa.,  1914 

Smith,  J.  H.,  Path,  Wilmington;  Univ.  of  Pa.,  1918 

Stuck,  P.  L.,  GP,  Wilmington;  Northwestern,  1941 

Swain,  Wingate,  GP  &  S,  Shallotte;   Duke,  1945 , 

Taubenhaus,  L.  J.,  GP,  Shallotte;   Tulane,  1937 

t  Deceased. 
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Taylor,  William  Ivey  (Hon.),  GP,  Burgaw;  N.  C.  Med.  Coll.,  1902 

Taylor,  William  Ivey,  Jr.,  GP.  Burgaw;  Jefferson,  1941 

Thompson,  George  Richard  Cunliffe,  GP,  Wilmington;   Med.  Coll.  of  S.  C,  1939 

Walden,  Kennon  C,  S,  Wilmington:  Med.  Coll.  of  Va.,  1930 

Walker,  Elmer  Pixley,  GP,  Wilmington;   Emory,   1936 

Wessell,  John  Charles  (Hon.).  1,  Wilmington;  Univ.  of  Md.,  1900 

Wilson,  William  J.,  Or,  Wilmington;   Univ.  of  Colorado,  1940 

Wolfe,  Nathan  Carl,  GP,  Burgaw;  Vanderbilt,  1929 

NORTHAMPTON  COUNTY  SOCIETY'S 

Fleetwood,  Joseph  Anderton,  GP,  Conway;  Tulane,  1921 

Lister,  John  L.  (Hon.),  U,  Jackson;  Med."  Coll.  of  Va.,  1896 

Outland,  Robert  Boone,  GP,  Rich  Square;   Univ.  of  Pa.,  1932 

Stephenson,  Bennett  Edward,  GP,  Rich  Square;  Med.  Coll.  of  Va.,  1935....; 

ONSLOW   COUNTY   SOCIETYSi 

President:  Cox,  Samuel  Clements,  GP,  Jacksonville;  Med.  Cell,  of  Va.,  1935 

Secretary:  Stainback,  William  C,  S  &  ObG,  Jacksonville;   Univ.  of  Pa.,  1941 

Bryan,  Lorenzo  Dow   (Hon.),  GP,  Sneads  Ferrv;  Tulane,  1910 

Chandler.  E.  T.,  GP,  Richlands;  Univ.  of  Tenn.,  1936 , 

Corbett,  James  Patrick,  GP,  Swansboro;  Washington  Univ.,  St.  Louis,  1928 

Dixon,  P.  L.,  Jr.,  GP,  Richlands;  Univ.  of  Md.,  1942 

Gleitz,  Allen  A.,  S,  Jacksonville;  Jefferson,  1928 

Henderson,  John  Percv,  GP,  Jacksonville;  Jled.  Coll.  of  Va.,  1918 

Martin,  John  R.,  GP,  Holly  Ridge;  N.  Y.  Med.  Coll.,  1943 

Turlington,  William  Troy,  Jr.,  GP,  Jacksonville;  N.  Y.  Univ.,  1929 

ORANGE— SEE   DURHAM-ORANGE 

PAMLICO   COUNTY  SOCIETY-' 

President:  Dees,  Daniel  Alfonxo   (Hon.),  OALR,  Bayboro;  Baltimore  Med.  Coll.,  1903.. 
Secretary:  Purdy,  James  Janett   (Hon.),  GP,  Oriental;  Med.  Coll.  of  Va.,  1900.^...  . 

Daniels,  Oscar  Carroll   (Hon.),  OALR,  Oriental;  Med.  Coll.  of  Va.,  1903 

McCotter,  St.  Elmo  (Hon.),  Ob,  Bayboro;  Atlanta  Coll.  of  P.  &  S.,  1908 

PASQUOTANK-CAMDEN-CURRITUCK-DARE  COUNTIES   SOCIETY'O 

President:  White,  William  Henry  Clay,  S,  Elizabeth  City;  Univ.  of  Va.,  1922 

Secretary:  Blanchard,  Irvin  T.,  GP,  Elizabeth  Citv;  Temple,  1940..  

Bailey,  C.  Fletcher,  GP,  Elizabeth  Citv;  Univ.  of  Md.,  1945 

Bailey,  M.  H.,  Elizabeth  City;   Northwestern,  1931 

Barkwell,  John  H..  GP,  Weeks\nlle;  Atlanta  Sch.  of  Med.,  1908 

Bonner,  John  Brvan  Havens,  T,  Elizabeth  City;  Med.  Coll.  of  Va.,  1932 

Davis,  William  H.,  Jr.,  GP.  Elizabeth  City;  Duke,  1944 _ 

Fearing,  Isaiah  (Hon.),  GP,  Elizabeth  City;  Coll.  of  P.  &  S.,  Baltimore,  1896 

Gill,  Joseph  Armstrong,  GP,  Elizabeth  City;   Syracuse  Univ.,  1932 

Hoggard,  William  A..  GP,  Manteo;  Bowman  Gray  Sch.  of  Med.,  1944 

Johnston,  Wiley  Warren   (Hon.),  ObG,  Manteo;  N.  C.  Med.  Coll.,  1913 

Owens,  Zack  Doxey,  S.  Elizabeth  City;  Univ.  of  Md.,  1930 

Parker,  James  Jarvis,  GP,  Elizabeth  City;  Temple,  19-39.. 

fPeters.  William   Anthony    (Hon.),   S.   Elizabeth   City;   Temple,   1939 

Peters,  William  Anthony,  Jr.,  Elizabeth   Citv;   Duke,  1943 

Salters,  Frederic  Hay,  OALR,  Elizabeth  City;  Med.  Coll.  of  S.  C,  1935 

Sawyer,  L.  Everett,  Elizabeth   Citv;   Duke.   1939 

Shipley,  J.  L.,  OALR,  Elizabeth  City;  St.  Louis  Univ.  Sch.  of  Med.,  1917 

Wadsworth,  George  H.,  GP,  Elizabeth  City;   Univ.  of  Cinn.,  1935 

Weeks,  John  F.,  GP,  Elizabeth  City;  Jefferson,  1942 

Wright,  C.  N.,  GP,  Jarvisburg;  Temple,  1941 .'. 

PENDER  COUNTY  SOCIETY 
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PERSON  COUNTY  SOCIETY" 

President:  Hedgpeth,  Emmett  Martin,  GP,  Roxboro;   Northwestern,  1936 

Secretary:  Fitzgerald,  John  Dean,  S,  Roxboro;   Duke,  1934 

Beam,  Hugh  Martin,  GP,  Roxboro;  Columbia,  1918 

Gentry,  George  W^   (Hon.),  GP,  Roxboro;  Univ.  of  N.  C,  1910 

Nichols,  Austin  Flint  (Hon.),  GP,  Roxboro;  Univ.  of  N.  C,  1908 

Thaxton,  Benjamin  Adams  (Hon.),  GP,  Roxboro;  Jefferson,  1914 

t  Deceased. 
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H- 


Nayne   and  Address 


Licensed 


President:  Haar,  Frederick  Behrend,  Pd,  Greenville;  Jefferson,  1932 1932 

Secretary:  Irons,  C.  Fred,  GP,  Greenville;  Med.  Coll.  of  Va.,  1941 1946 

Armistead,  Drurv  Branch,  I,  Greenville;   -Med.  Coll.  of  Va.,  1931 iy.35 

Aycock,  Edwin  Burtis,  GP,  Greenville;   McGill  Univ.,  1936 1936 

Barrett,  John   Milton,   Oh,   Green\ille:   Univ.  of  Pa.,  1926 1926 

Basnight.  Thomas  Gray  (Hon.),  GP,  Greenville;  Univ.  of  Md.,  1904 1905 

Beaslev,  Edward  Bruce  (Hon.),  GP,  Fountain;  Univ.  of  Pa.,  1911 1911 

Brooks,  Fred  Philips,  I,  Greenville;  Univ.  of  Mich.,  1933 1933 

Brown,  William  Moye  Benjamin,  ALR,  Greenville;  Med.  Coll.  of  Va.,  1929 1929 

Crisp.  Sellers  Mark,  Ob,  Greenville;  Univ.  of  Pa.,  1923 1923 

Dixon,  George  Grady  (Hon.),  GP,  Ayden;  Med.  Coll.  of  Va.,  1915 1915 

Fitzgerald,  Charles  Edmund,  GP,  Farmviile;  La.  State  Univ.,  1937 Ii.t37 

Frizzelle,  Mark  T.  (Hon.),  GP,  Ayden;  Univ.  Coll.  of  Med.,  Richmond,  1907 1907 

Garrenton,  Connell,  T,  Bethel;   Univ.  of  Pa.,  1935 1935 

Hadley,  Herbert  W.,  Greenville;   Bowman   Gray  Sch.  of  Med.,   1943 1943 

Hawes,  James  Beebe,  OALR,  Greenville;   Univ.  of  Va.,  1932 1937 

Hoot,  M.  P.,  OALR,  Greenville;   Univ.  of  Oklahoma,  1934 1946 

Irons,  Maline  G.,  P,  Greenville;  Med.  Coll.  of  Va.,  1941 1946 

Mewborn,  John  Moses,  GP,  Farmviile;  Med.  Coll.  of  Va.,  1932 1932 

Moore,  Davis  Lee,  GP,  Winterville;   Jefferson,   1936 1936 

Mumford,  A.  M.,  Winterville;  Jefferson,  1942 1942 

Pace,   Karl  Busbee,   GP,   Greenville;   Jefferson,   1914 1914 

Phillips,  S.  J.,  PH,  Greenville;   Tulane,  1921.. 1947 

Pott,  W.  H.,  ObG,  Greenville;   Univ.  of  Va.,  1917 1944 

Smith,  James,  Greenville;   Univ.  of  Tenn.,  1944 1948 

Smith,  Joseph,  ObG,  Greenville;  Med.  Coll.  of  Va.,  1914 1916 

Smith,  Randall  Collins,  Ayden;   Jefferson,   1923 1923 

Spiggle,  Charles  Harold,  GP,  Grimesland;  Med.  Coll.  of  Va.,  1928 1928 

Tucker,  Earl  Van,  GP,  Grifton;  Med.  Coll.  of  Va.,  1930 1930 

Tyson,  John  Joyner,  Des  Moines,  Iowa;   Med.  Coll.  of  Va.,  1928 1928 

Williams,  Roderick  Thomas,  GP,  Farmviile;   Vanderbilt,  1937 1937 

Winstead,  John  Lindsay,  S,  Greenville;  Univ.  of  Md.,  1925 1925 

POLK  COUNTY  SOCIETYSO 

President:  Palmer,  Marion  Cherigny  (Hon.),  Tryon;  Med.  Coll.  of  S.  C,  1910 1911 

Secretary:  Woodv,  John  Wvcliffe  Austin,  GP,  Trvon;  Univ.  of  Pa.,  1937 1939 

Jervev,  Allen  Jones,  S,  Trvon;  Med.  Coll.  of  S.  C,  1905 1923 

Jervey,  William  St.  Julien,  Trvon;  Temple,  1939 1939 

Preston,  John  Zenas,  GP,  Tryon;   Temple,  1934 1935 

RANDOLPH  COUNTY   SOCIETY''^ 

President:  Cannon,  Eugene  Bolivia,  Asheboro;  Vanderbilt,  1937 1937 

Secretary:  Smith,  Melvin  Bowman,  GP,  Ramseur;  Univ.  of  Pa.,  1938 1938 

Barham,' Berlin  "Francis,  GP,  Asheboro;  Washington  Univ.,  1939 1939 

Barnes,  Jesse  Thomas,  S,  Asheboro:  Med.  Coll.  of  Va.,  1029 1929 

Barnes,  Tiffany,  GP,  Asheboro;   Med.  Coll.  of  Va.,  1925 1925 

Dalton,  Bennie  Booker,  GP,  Asheboro;  Duke.  1932 1933 

Edmondson.   Frank,  Jr.,   GP,   Asheboro;   Temple,   1937 1937 

Freeman,  Alton  Brown,  GP,  Randleman;   Jefferson,   1929 1929 

Fritz.  Jacob  Luther,  ALR,  Asheboro;   Temple,   1936. 1936 

Griffin,  Harvey  Lee,  GP,  Asheboro;   Med.  Coll.  of  Va.,  1926 1926 

Joyner,  George  William,  S,  Asheboro;  Duke,  1932 1937 

Redding.  John  0.,  GP,  Asheboro;  Univ.  of  Pa.,  1931 1931 

Soadv,  John  Hostley,  Pd,  Asheboro;  Toronto   Univ.,  1905 1924 

Sumner,  George  Herbert,  PH,  Asheboro;   Tulane,   1923 -..  1923 

Svkes,  Rufus  Preston,  S,  Asheboro;   Tulane,  1929 1929 

Woodruff,  William  E.,  S,  Asheboro;  Duke,  1940 1945 

RICHMOND   COUNTY   SOCIETYOi 

President:  Brown,  Charles  W.,  Hamlet;   Georgetown  Univ.,  1937 1941 

Acting  Secretary:  Brown,  Charles  W.,  Hamlet;   Georgetown  Univ.,  1937 1941 

Andrews,  G.  A.,' OALR,  Hamlet;  :\Ied.  Coll.  of  Va.,  1929 1930 

Bristow,  Charles   Oliver.  Pd,   Rockingham;   Jefferson.   1918 1920 

Garrett.  Frank  Bernard   (Hon.),  OALR.  Rockingham;  N.  C.  Med.  Coll.,  1912 1912 

Garrison,  Ralph  Bernard,  Ob,  Hamlet;  Univ.  of  Md.,  1933 1933 

Haines,  Hilton  D.,  ObG,  Rockingham;  George  Washington  Univ.,  1934 1939 

Harris,  J.  Robert,  Rockingham;   Bavlor  Univ.,  1936... 1946 

Hatcher.  Martin  Armstead,  U.  Hamlet:  Med.  Coll.  of  Va.,  1918 1920 

Henry,  Tidal  Bovce,  I,  Rockingham;  Columbia,  1917 1920 

Howell,  William'Lawrence  (Hon.),  GP,  Ellerbe;  N.  C.  Med.  Coll.,  1910 1910 
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James,  William  Duer.  S,  Hamlet;  La.  State  Med.  Center,  1941 

Long,  Zacharv  Fillmore,  Pd,  Rockingham;  Univ.  of  Pa.,  1928 

Mcintosh,  William  Rufus,  GP,  Rockingham;  N.  C.  Med.  Coll.,  1913 

Milham,  Claude  Gilbert,  T,  Hamlet;  Jefferson,  1927. 

Morris,  Thomas  A.,  Jr.,  GP,  Hamlet;  Univ.  of  Pa.,  1941 

Nicholson,  Neill  Graham,  Sr.,  OALR,  Rockingham;  N.  C.  Med.  Coll.,  1917 

Parsons,  William  Herbert,  GP,  EUerlie;  N.  C.  Med.  Coll.,  1916 

Terry,  William  Calvin  (Hon.),  GP,  Hamlet;  N.  C.  Med.  Coll.,  1911 

Webb,  William  P.  (Hon.),  GP,  Rockingham;  Med.  Coll.  of  S.  C,  1897 

ROBESON  COUNTY  SOCIETY'-' 

President:  Ward.  Frank  P.,  I,  Lumberton;  Med.  Coll.  of  S.  C,  1943 

Secretary:  Hedgpeth,  Louten  Rhodes,  OALR,  Lumberton;   Univ.  of  Md.,   1933 

Allen,  George  Calvin,  OALR,  Lumberton;   Rush  Med.  Coll.,  1932 

Baker,  Horace  Mitchell,  Jr.,  S,  Durham;  Duke,  1944 

Bender,  John  Joseph,  GP,  Red  Springs;  Coll.  of  P.  &  S.,  Boston,  1935 

Bennett,  Ernest  Claxton,  GP,  Elizabethtown;  Med.  Coll.  of  Va.,  1926..., 

Benson,  Norman  Oliver,  U,  Lumberton;   Univ.  of  Ga.,  1930 

Biggs,  John  Irvin,  S,  Lumberton;   Northwestern,  1932 

Bowman,  Earle  Ledbetter  (Hon.),  GP,  Lumberton;  Med.  Coll.  of  Va.,  1914 

Britt,  James  Norment,  GP,  Lumberton;  Atlanta  Med.  Coll.,  1914 

Bullock,  Duncan  Douglas,  GP,  Rowland;  Med.  Coll.  of  S.  C,  1920 

Groom,  Robert  DeVane,  Jr.,  GP.  ]\Iaxton;  Med.  Coll.  of  Va.,  1934. 

Currie,  Daniel  Smith  (Hon.),  GP,  Parkton;  N.  C.  Med.  Coll.,  1906 

Fagan,  Philip,  GP,  Fairmont;  LTniv.  of  Creighton,  1942 

Fisher,  George  Walton.  Jr.,  GP,  Elizabethtown;  Bowman  Gray  Sch.  of  Med.,  1943 

Floyd,  Hal  Stanfield,  GP,  Fairmont;  Med.  Coll.  of  Va.,  1943 

Ford,  Fred,  GP,  Maxton;   Med.  Coll.  of  S.  C,  1938 

Gibson,  F.  D.,  Jr.,  GP,  Fairmont;   Emory,  1940 

Hardin,  Eugene  Ramsay,  PH,  Lumberton;  Univ.  of  Ga.,  1911 

Hayes,  James,  GP,  Fairmont;  Med.  Coll.  of  S.  C.  1937 

Hedgpeth,  William  Carey,  ObG,  Lumberton;   Northwestern,  1933 

Hodgin,  Henry  Hiram   (Hon.),  GP,  Red  Springs;  N.  C.  Med.  Coll.,  1906 

Holmes,  Andrew  Byron    (Hon.),  GP,  Fairmont;  Jefferson,   1910 

Johnson,  Charles  Thomas,  GP,  Red  Springs;  Jefferson,  1920 

Kinlaw,  J.  B.,  GP,  Rowland;  Temple,  1943 

Kinlaw,  Murray  Carlyle,  GP,  Lumberton;  Temple,  193.5 

Knox,  John   (Hon.),  GP,  Lumberton;  Univ.  of  Md.,  1906 

Larson,  J.  D.,  GP,  Rowland;   George  Washington  Univ.,  1943 

Martin,  James  Alfred  (Hon.),  Pd,  Lumberton;  Med.  Coll.  of  Va.,  1915 

McAllister,   Hugh   Alexander,   ObG,   Lumberton;    Duke,   1937 

McClelland,  Joseph  O.   (Hon.),  GP,  Maxton;  Med.  Coll.  of  Va.,  1908 

McGrath,  Frank  Bernard,  Pd,  Lumberton;  Northwestern,  1933 

Mclntyre,   Stephen,   S,   Lumberton;   Jefferson,   1928. 

McMillan,  Roscoe  Drake  (Hon.),  GP,  Red  Springs;  Univ.  of  Md.,  1910 

Mees,  Theodore  H.,  I,  Lumberton;  Duke,  1942... 

Nash,  John  Frederick  (Hon.),  GP,  St.  Pauls;  N.  C.  Med.  Coll.,  1914 

Parker,  James  Roy,  OALR,  Lumberton;  N.  C.  Med.  Coll.,  1917 

Parsons,  L.  J.,  GP.  Lumberton;  N.  Y.  Univ.,  1942 

Patterson,  F.  I\I.  Simmons,  S,  Laurinburg;  Univ.  of  Pa.,  1939 

Peek,  Harold  A.,  R,  Lumberton;  Albany  Med.  Coll.,  1916 

Richardson,  J.  J.,   S,  Laurinburg;   Temple,   1942 

Ricks,  Leonard  E.  (Hon.),  GP,  Fairmont;  Med.  Coll.  of  Va.,  1896 ' 

Shepard,  Joseph  Lawrence,   GP,   Pembroke;    Emorv,   1936 

Smith,  John  McNeill   (Hon.),  GP,  Rowland;  Jefferson,  1908 

Townsend,  Robert  Glenn,  GP,  St.  Pauls;  Tulane,  1927 

Weinstein,    Rayford    Lee,   GP,   Fairmont;    Jefferson,    1936 

Wrenn,  S.  M.,  S&G,  Lumberton;  Med.  Coll.  of  S.  C,  1930 

ROCKINGHAM   COUNTY   SOCIETYCS 

President:  Matthews,  William  W.   (Hon.),  GP,  Leaksville;   Chicago  Coll.  of  Med    and 

Surg.,    1913    ; 

Secretary:  Harris,  Russel  P.,  S,  Thomasville;  Univ.  of  Louisville,  1943 

Beach,  William   R.,   GP,  Madison;   Emory,   1934 

Carter,  Paul  Conway,  GP,  Madison;   Univ.  of  Md.,  1916 

Casteen,  Kenan,  OALR,  Leaksville;  N.  Y.  Univ.,  1918. 

Cox,  Alexander  McNeill,  GP,  Madison;  Med.  Coll.  of  Va.,  1932 

Cozart,  Benjamin  Franklin,  Reidsville;  Med.  Coll.  of  Va.,  1931 

Crescenzo,  Victor  M.,  I,  Reidsville;  Bowman  Gray  Sch.  of  Med.,  1943 

Cummings,  Michael  Penn  (Hon.),  GP,  Reidsville;  Jefferson,  1911 

Dillard,  George  Penn,  Draper;  Bennett  Med.  Coll.,  1916 

Drake,  Benjamin  Michael,  PH,   Leaksville;   Vanderbilt,   1931 

Perneyhough,  William  Todd,  OALR,  Reidsville;  Univ.  of  Md.,  1916 


Jouiea 

iccnsed 
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Society 

1941 

1942 

1928 

1930 

1916 

1917 

1927 
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1941 

1947 

1917 

1920 

1916 

1919 
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1904 

1943 

1944 
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1939 
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1927 
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1916 
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1906 

1906 
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1947 
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1947 

1943 

1948 

1946 

1946 
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1946 

1915 

1920 

1938 
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1933 

1936 

1906 

1906 

1910 

1914 

1920 

1922 

1943 
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1936 
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1907 

1907 

1947 

1948 

1915 

1917 
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1940 

1912 

1913 

1937 

1938 

192S 

1930 

1911 

1912 

1946 

1946 

1914 

1916 

1917 

1943 

1943 
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1947 

1947 

1947 

1947 

1947 

1896 

1898 

1947 

1948 

1908 

1909 

1927 

1934 

1936 

1938 

1930 

1944 

1915 

1916 

1943 

1947 

19.34 

1935 

1916 
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1931 

1931 
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1948 

1911 

1913 

1916 

1919 

1931 

1941 

1926 

1927 

54 


SUPPLEMENT  TO   THE   NORTH   CAROLINA   MEDICAL  JOURNAL 

Name   and   Address 


Forbes,  Thomas  Earl,  GP,   Reidsville;   Jeff ei  son,   1940 

Fulp,  James  Francis,  GP,  Stoneville;  Duke,  1935 

Hester,  William  Shepherd,  S,  Reidsville;  Jefferson,  1926 

Hisev,  R.  F.,  GP,  Sprav;   Toronto,  1926.   -- 

Johnson,  William  Alexander  (Hon.),  GP,  Reidsville;  N.  C.  Med.  Coll.,  1907.. 

Klenner,   Fred   Robert,   Reidsville;    Duke,   1936 

Lineberrv,  John  Alson.  PH,  Tarboro;   Univ.  of  Pa.,  1938 

McAnally,  James  McGehee,  S,  Reidsvdle;  Univ.  of  Pa.,  1927 

McBride,  M.  H.  (Hon.),  Reidsville;  Univ.  Coll.  of  Med.,  Richmond,  1901 

Moricle,  Charles  Hunter.  S,  Reidsville;  Univ.  of  Md.,  1939 

Pace,   Samuel  Eugene,  GP,   Leaksville;   Jefferson,   1932 

Ray,  John  B.   (Hon.),  GP,  Leaksville;   Baltimore  Med.  Coll.,  1898 

Reeser,  A.  W.,  GP,  Spray;   Univ.  of  Tenn.,  1936 

Reynolds,  Ernest  Harold,  GP,  Reidsville;  N.  Y.  Univ.,  1935 

Rudd,  Paul  Dalton,  I,  Reidsville;  Med.  Coll.  of  Va.,  1932 ., 

Tuttle,  Andrew  Frier  (Hon.),  GP,  Spray;  N.  C.  Med.  Coll.,  1901 

Tyner,  Carl  Vann,  S,  Leaksville;  N.  Y.  Univ.,  1916 

Wilson,  Ne%rton  Graves  (Hon.),  GP,  Madison;  N.  C.  Med.  Coll.,  1914 
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icensed 
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Society 

1940 

1942 

1937 

1940 
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1937 

1940 
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1940 
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1898 

1898 

1936 

1947 
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1936 

1935 

19.35 

1901 

1906 

1916 

1919 

1914 

1915 

ROWAN-DAVIE   COUNTIES   SOCIETY'' ' 


President:  Robertson,  Lloyd  Harvey,  Salisbury;   Univ.  of  Pa.,  1929 1929  1931 

Secretary:  Thurston,  Thomas  G.,  R,  Salisbury;   Harvard,   1941 1941  1947 

Armstrong,  Charles  Wallace   (Hon.),  PH,  Salisbury;  Univ.  of  Md.,  1914 1914  1915 

Black,  Kyle.  S,  Philadelphia,  Pa.;  Univ.  of  Michigan,  1938.. 1941  1946 

Black.  Oscar  Reid  (Hon.).  GP.  Landis;  N.  C.  Med.  Coll.,  1914 1914  1918 

Brown,  Clarence  Emanuel,  GP,  Faith;   N.  C.  Med.  Coll.,  1918 1920  1921 

Brown,  James  Arthur,  Ob,   Cleveland;   Tulane,  1934 1934  1938 

Busby,  George  Francis,  S,  Salisbury;  Johns  Hopkins;  1932 1932  1936 

Busbv,  Julian  Goode  (Hon.),  Pr&D,  Salisbury;  Univ.  of  Md.,  1904 1904  1905 

Choate,  Glenn,  Salisbury;  N.  C.  Med.  Coll.,  1909 1909  1909 

Choate,  James  Walter,  GP,  Salisbury;  N.  C.  Med.  Coll.,  1915 1915  1924 

fClement,  Edward  Buehler   (Hon.),   OALR,  Salisbury;  Jefferson,   1906 1906  1906 

Coffey.  James  Cecil,  GP.   Salisbury;   Emory,   1937 1937  1940 

Eagle,  James  Carr,  GP,   Spencer;   Jefferson,  1923 1923  1925 

Erb,  Norris  Scribner.  U,  Salisbury:  Med.  Coll.  of  Va.,  1944 1946  1947 

Feezor,  C.  N.,  GP,  Salisbury;   Temple,   1937 1937  1947 

Field,  Bob  Lewis,  GP,  Salisbury;  Med.  Coll.  of  Va..  1931 1933  1939 

Frazier,  John  Wesley,  Jr.,  Salisbury;  Jefferson,  1924 iy24  1927 

Glover,  F.  0.,  GP.  Salisbury;  Univ.  of  Pa.,  1928. 1931  1932 

Greene.  Garland  V.,  GP,  Mocksville;  Med.  Coll.  of  Va.,  1916 1916  1923 

Harding,  Samuel  Asberry  (Hon.),  GP,  Mocksville;  N.  C.  Med.  Coll.,  1910 igio  1913 

Kavanagh.  William  Paul,  GP.  Cooleemee;   Duke,   1935 1938  1939 

Ketchie,  James  Meredith,   Salisbury;   Jefferson,   1922 1922  1925 

Kiser,   Glenn,   Pd.   Salisbury;   Duke.    1941. 1946  1948 

Little,  J.  R.,  OALR,   Salisbury;   Jefferson.   1942 1942  1947 

Long,  William  Matthews,  S,  Mocksville;   Tulane,  1933 .■ 1934  1934 

Lowery,  John  Robert  (Hon.),  Salisbury;  LTniv.  of  Md.,  1904 1904  1913 

Marsh,  Frank  Baker,  I,  Salisbury;  Jefferson,   1919 1919  1922 

McCutchan,  Frank,  OALR,  Salisbury;  Univ.  of  Va.,  1920 1927  1928 

McKenzie,  Benjamin  Whitehead,  S,   Salisbury;   Jefferson,   1916 1916  1920 

Mock,  Charles  Glenn.  Salislniry:   Univ.  of  Pa.,  1935 •      1935  1938 

Monk,  Henry  Lawrence   (Hon.),  Salisbury;  Med.  Coll.  of  Va.,  1899 1899  1903 

Newman,  Harold  Hastings  (Hon.),  S,  Salisbury;  Johns  Hopkins,  1913 1914  1916 

Newman.  Harold  Hastings.  Jr..  GP,  Salisbury;  Johns  Hopkins,  1945 1945  1948 

Oliver,  Joseph  Andrew,  GP,  Rockwell;  Coll.  of  Med.  Evangelists,  1933 1935  1937 

Peeler,  John  H.  (Hon.),  Ob,  Salisljury;  Univ.  Coll.  of  Med.,  Richmond,  1899 1899  1904 

Plyler,  Ralph  Johnson,  S,  Salisbury;  Univ.  of  Md.,  1921 1924  1925 

Randleman,  D.  A.,  GP.  Salisbury;   Emory,  1944 1944  1948 

Scott,  Allan  F.,  Salisbury;  Univ.  of  Tenn.,  1943 1943  1947 

Seay,  Thomas  Waller,  GP,  Spencer;   Univ.  of  Md.,   1921 1922  1924 

Shafer.  Irving  Everett   (Hon.).  GP.  Salisbury;  N.  C.  Med.  Coll.,  1914 1914  1914 

Shinn,  G.  C,  China  Grove;  Univ.  of  Md.,  1933 1933  1940 

Smith.  David  Clark,  I.  Salisburv:  Bowman  Gray  Sch.  of  Med.,  1943 1944  1948 

Smith,  Jay   L.,   GP,   Spencer;   Jefferson.   1942 1942  1946 

Spencer,  Frederick  Brunell   (Hon.),  Salisburv;  Univ.  of  N.  C,  1909 1909  1911 

Whicker,  Max  Evans,  GP,  China  Grove;  Univ.  of  Md.,  1932 1932  1934 

Woodson.  Charles  Whitehead   (Hon.),  GP,  Salisbury:  Columbia  Univ.,  1904 1905  1907 

Wright,  R.  B..  Jr.,  Salisbury;  Tulane,  1942 1942  1947 

Wyatt,  Hubert  Lee,  GP,  China  Grove;  Med.  Coll.  of  Va.,  1916 1924  1925 

t  Deceased. 
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RUTHERFORD   COUNTY   SOCIETY«n 

Joined 

Name   and   Address  Licensed  State 

Society 

President:  Hunt,  James  F.   (Hon.),  GP,  Spindale;  Univ.  of  Tenn.,  1900 1900  1912 

Secretary:  Hendrick,  Harry  V.,  Rutherfordton;   Johns  Hopkins,   1943 1947  1947 

Abernethv,  Paul  McBee,  Rutherfordton;  Bowman  Gray  Sch.  of  Med.,  1943 1943  1947 

Bass,  Beaty  Lee.  S,  Rutherfordton;   Tulane,  1939 1939  1943 

Biggs,  Montgomery  Herman   (Hon.1.  S,  Rutherfordton;  Univ.  of  Pa.,  1897 1907  1908 

Bostic,  William  Chivous   (Hon.),  Ind,  Forest  City;  N.  C.  Med.  Coll.,  1905 1905  1905 

Bostic.  William  Chivous,  Jr.,  Forest  City;  Univ.  of  Pa.,  1926 1926  1927 

Chastain,  Loren  Lee,  GP,  CliiTside;  Bowman  Gray  Sch.  of  Med.,  1944 1944  1948 

Crawford,  Robert  Hope,  S,  Rutherfordton;  Johns  Hopkins,   1914 1920  1921 

Eaves,  Rupert  Spencer,  S,  Rutherfordton;  Med.  Coll.  of  Va.,  1932 1932  1933 

Elliott,  William  McBraver.  GP,  Forest  Citv;  Univ.  of  Ga.,  1934 1934  1935 

Glenn,  Charles  Foster,  S,  Rutherfordton;   Univ.  of  Louisville,   1914 1927  1928 

Harrill,  Lawson  Baxter  (Hon.),  S,  Caroleen;  Chattanooga  Med.  Coll.,  1897 1902  1904 

Head,  William  Thomas,  GP,  Melvin  Hill;  Atlanta  Coll.  of  P.  &  S.,  1911 1911  1923 

Logan,  Frank  William  Hicks,  Rutherfordton;  N.  C.  Med.  Coll.,  1916 1916  1919 

Lovelace,  Thomas  Claude,  GP,  Henrietta;  N.  C.  Med.  Coll.,  1917 1920  1920 

Mills,  Hugh  H.,  Forest  City;   Harvard,  1940 1940  1946 

Mitchell,  Landis  Patterson.  Spindale;   Washington  Univ.,   1938 1940  1941 

Moss,   George   Oren,  Ind,   Cliffside;    Emory,   1927 1927  1929 

Eamsaur,  Jackson  Townsend,  OALR,  Rutherfordton;  Univ.  of  Chicago,  1933 1934  1935 

>Rucker,  Adin  Adam   (Hon.),  GP,  Rutherfordton;   Univ.  of  Md.,  1908 1908  1909 

Tanner,  Kenneth  S.,  Jr.,  S,  Rutherfordton;   Harvard,  1943 1947  1948 

Verner,  Carl  Hugh,  Pd,  Forest  City;  Atlanta  Coll.  of  P.  &  S.,  1912 1923  1927 

Washburn,  Benjamin  Earl.  PH,  Rutherfordton;  Univ.  of  Va.,  1911 1912  1917 

Wiseman,  Perry  Haynes,  GP,  Avondale;  Med.  Coll.  of  Va.,  1925 1925  1926 

SAMPSON    COUNTY    SOCIETY«o 

President:  Avers,  James  Salisbury,  GP,  Clinton;  Jefferson,  1932 1932  1937 

Secretary:  Newman,  Glenn  C,  I,  Clinton;  Duke,  1939 1946  1946 

Best,  Glenn  Eben,  GP,  Clinton;  Temple,  1938 1938  1940 

Brewer,  James  Street,   GP,  Roseboro;   Jefferson,   1919 1919  1921 

Grumpier,  Paul    (Hon.),  GP.  Clinton;   Univ.  of  Tenn.,  1907 1907  1908 

Johnson,  Amos  Neill,  GP,  Garland;   Univ.  of  Pa.,  1933 1933  1935 

Kendall,  John  Harold,  GP,  Clinton;  Coll.  of  Med.  Evangelists,  1934 1935  1935 

Lee,  J.  Marshall,  GP,  Newton  Grove;  Med.  CoU.  of  Va.,  1916 1920  1923 

Nelson,  William  Howell,  GP,  Clinton;  Temple,  1934 19.34  1936 

Parker,  Oscar  Lee,  OALR,  Clintcn;  Med.  Coll.  of  Va.,  1918 1918  1919 

Royal,  Donnie  Martin,  GP,  Salemburg;   Med.  Coll.  of  Va.,  1926 1926  1928 

tSessoms,  Edwin  Tate   (Hon.),  GP.  Roseboro;  N.  C.  Med.  Coll.,  1915^.. 1915  1917 

Sikes,  Gibson  L.  (Hon.),  GP,  Salemburg;  Univ.  Coll.  of  Med.,  Richmond,  1900 1900  1902 

Sloan,  William  Henry,  GP,  Garland;  Univ.  of  Md.,  1916 -.-  1916  1920 

Small,  Victor  Roy,  GP,  Clinton;  Ohio  State  Univ.,  1916 1920  1921 

Starling,  Wyman  Plato,  R,  Roseboro;  Med.  Coll.  of  Va.,  1933 1933  1936 

SCOTLAND   COUNTY   S0CIETY«7 

President:  Summerlin,  Harry,  GP,  Laurinburg;   Med.  Coll.  of  S.  C,  1933 1933  1935 

Secretary:  Erwin,  E.  A.,  GP.  Laurinburg;  Jefferson,   1943 1943  1946 

Buchanan,  Luther  Thomas   (Hon.),  GP,  Laurinburg;  Jefferson,  1913 1913  1914 

Creed,  George  0.,  GP,  Laurel  Hill;  Med.  Coll.  of  S.  C,  1942 1946  1946 

Livingston,  Everett  Alexander  (Hon.),  GP,  Gibson;  Univ.  of  Md.,  1912 1912  1913 

Moore,  Kinchen  Carl,  PH,  Laurinburg;  Univ.  of  Mich.,  1909 1909  1910 

Pate,  James  Gibson   (Hon.),  GP.  Gibson;  Univ.  of  Pa.,  1916 1916  1918 

Wilkes,  Marcus  Branch,  GP,  Laurinburg;  N.  C.  Med.  Coll.,  1912 1923  1923 

Womble,  Edwin  C,  GP,  Wagram;  Med.  Coll.  of  S.  C,  1942 1942  1947 

Wooten,  E.  L.,  GP,  Laurinburg;  Med.  Coll.  of  S.  C,  1944 1947  1948 

STANLY-MONTGOMERY    COUNTIES    SOCIETYOS 

President:  Fox,  Dennis  Bryan,  S,  Albemarle;   Vanderbilt,  1937 1937  1941 

Secretary:  Wall,  G.   Ritchie,  GP,  Albemarle;   Duke,   1940 1940  1946 

Allen,  Joseph  A.  (Hon.),  GP,  New  London;  Univ.  Coll.  of  Med.,  Richmond,  1901 1901  1904 

Andrews,  Vernon  L.,  GP,  Mount  Gilead;  Columbia  Univ.,  1942 1942  1947 

Branson,  Edward  Porcher,  S,  Albemarle;  Jefferson,   1921 1922  1934 

Dunlap,  Lucius  Victor  (Hon.),  GP,  Albemarle;  Univ.  of  N.  C,  1909 1909  1910 

Eckerson,  Charles  Neil,  GP,  Troy;  Med.  Coll.  of  Va.,  1935  .  ..  1935  1942 

Gaskin,  Madge  Baker,  G,  Albemarle;   Med.  Coll.  of  S.  C,  1926  1933  1934 

Gaskin,  John  Stover,  GP,  Albemarle;  Med.  Coll.  of  S.  C,  1925  1929  1931 

Gaskin,  Lewis  Roy,  GP,  Albemarle;  Med.  Coll.  of  S.  C,  1921  ....  1924  1926 

Han-is,  William  Thomas,  GP,  Troy;  Med.  Coll.  of  Va.,  1925 1926  1927 

1  Decea.'^ecl. 
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Hill,  William  Henry,  GP,  Albemarle;  Bowman  Gray  Seh.  of  Med.,  1944 

Hill,  William  Isaac   (Hon.),  GP,  Albemarle;  Univ.  of  Md.,  1897 

Koogler,  Benjamin  Robert,  GP,  Candor;   Ohio  State  Med.  Coll.,  1938 

Lapsley,  Alberti  Eraser,  GP,  Badin;  Med.  Coll.  of  Va.,  1933 

Laton,  James  Franklin   (Hon.),  OALR,  Albemarle;  N.  C.  Med.  Coll,  1904 

McKenzie,  Wayland  Nash,  PH,  Albemarle;   Med    Coll.  of  Va.,   1935 

McLendon,  Walter,  GP,  Oakboro;  Med.  Coll.  of  Va 

McLeod,  William  Louis,  GP,  Norwood:  Temple.  1938 

Moore,  Donald  Bain  (Hon.),  Ind,  Badin;  Univ.  Coll.  oif  Med.,  Richmondri9i3 

Outlaw,  Jackson  Kent.  OALR,  Albemarle;   Syracuse  Univ.,  1923 

Peabody,  Carroll  A.,  GP,  Norwood;  Western  Reserve  Univ.,  1940 

Rankin,  Pressly  Robinson   (Hon.),  GP,  Mt.  Gilead;  N.  C.  Med.  Coil.,  1910 

Shaver,  William  Trantham,   S,  Albemarle;   Univ.  of  Md.,  1918 

Tally,   Bailey  Thomas.   S,  Albemarle;   .Tefferson,   1921 

Wardlaw,  .James  L.,  Jr.,  GP,  Biscoe;  N.  Y.  Univ.,  1941 

SURRY- YADKIN  COUNTIES  SOCIETY''!^ 

President:  Abernethy,  Olivia.  GP,  Elkin;   Med.  Coll.  of  Va.,  1940 

Secretary:  Taylor,  Vernon  Williams,  Jr.,  I,  Elkin;  Jefferson,  1938 
Ashby,  Edward  Clayton   (Hon.),  S,  Mt.  Airy;   Univ.  of  Pa.,  1914 

Beale,  Seth  McPherson,  GP,  Elkin;  Tulane,  1935 

Bell,  Spencer  Alexander,  GP,  Hamptonville;   Northwestern,   1935 

Brandon,   Henry   Allen,   GP,  Yadkin ville;    Syracuse,   1935 
Caldwell,  Robert  Manfred,  Ob,  Mt.  Airv;  Univ.  of  Va.,  1936 

Cook,  Ralph  M.,  GP,  Elkin;  Univ.  of  Louisville.  1940. 

Finney,  Jonathan  Richard.  Boonville;  N.  C.  Med.  Coll.,  1910 

Fleming,   Frank   R.,   GP.   Elkin;   Jefferson,   1935 

Flippin,  James  Meigs  (Hon.),  GP.  Pilot  Mountain;  Coll.  of  P.  &  S.,  Baltimore,  1884 

Flmpm,  Samuel  T.   (Hon.),  GP,  Siloam;  N.  C.  Med.  Coll.,  1898 

Hall,  John  Moir,  Elkin;  Univ.  of  Va.,  1942 

Harding,  B.  H.,  GP,  Elkin;  Univ.  of  Va.,  1934 !.!Z"!H"H  " 

Johnson,  Harry  Lester,  S.  Elkin;  Univ.  of  Cincinnati,  1924 

Johnson,  Jei-emiah  Robert,  GP,  Elkin:   Med.  Coll.  of  Va..  1927 

Jollev,  ,Iohn  William,  OALR,  Elkin:  Univ.  of  Cinn.,  1935 

Lovill.  Robert  .lones   (Hon.),  GP.  Mt.  Airv;  Univ.  of  Md.,  1910 

Martin.  Moir  Saunders   (Hon.).  S.  Mt.  Airv:  Univ.  Coll.  of  Med..  Puchmond,  1905 
McNeill.  Claude  Ackle,  GP.  Elkin;  Bowman  Grav  Sch.  of  Med.,  1943 
Mitchell,  Rov  Colonel,  I.  Mt.  Airv:  Univ.  of  Pa.',  1919 
Newsome,  Henry  Clay,  GP,  Pilot  Mountain;  Univ.  of  Va.,  1945 

Royall,  M.  A.   (Hon.),  OALR,  Elkin;  Coll.  of  P.  &  S..  Baltimore,  1885 

Salmons.  Henry  Clay  (Hon.),  GP.  Elkin;  N.  C.  Med.  Coll.,  1904 
Smith,  Robert  Edwqn,  Mt.  Airy;  Univ.  of  Pa..  1923 

Sutter,  Renzo,  Mt.  Airy;  Univ.  of  Havana,  1938 '.'.....'...'....'.. 

Sykes,  Charlie  Louis,  GP.  Pilot  Mountain;   Georgetown  Univ.,  1938 
Sykes,  Ralph  Judson,  PH,  Mt.  Airy;  Med.  Coll.  of  Va.,  1934 

Woltz,  John  Louis   (Hon.),  Mt.  Airv;  Southern  Med.  Coll..  1897 

Wood,  William  L.,  GP,  Boonville;  Bowman  Grav  Sch.  of  Med.,  1945 
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1948 
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SWAIN— SEE  JACKSON-SWAIN 


TRANSYLVANIA  COUNTY   SOCIETY"" 

President:  Osborne,  Joseph  Evans,  S.  Ro.sman;  Med.  Coll.  of  Va.,  1930 

Secretary: 

Lyday,  Wilson,  GP.  Brevard:  Emory,  1939 

Newland,  Charles  Logan,  S,  Brevard;  Med.  Coil,  of  Va.,  1927 

Sader,  Julius.  Brevard:  N.  Y.  Univ.,  1928 

Webster,  Ben,  Oph,  Brevard:  Georgetown  Univ..  1900 1....'  ..'.'."Z 

Wilkerson,  Jesse  Bert,  GP,  Brevard;  Memphis  Hospital  Med.  Coll.,  1906 

TYRRELI^SEE   MARTIN- WASHINGTON-TYRRELL 


1930 


1930 


1939 

1948 

1928 

1932 

1938 

1939 

1942 

1942 

1923 

1925 

UNION   COUNTY   SOCIETY'i 

President:  Whitt,  Walter  Fulton,  Jr.,  GP,  Blonroe;  Duke,  1942 

Secretary:  Ham.  Clem,  PH,  Monroe;  Med.  Coll.  of  S.  C,  1926 

Bolt.  Conway  Anderson,  GP,  Marshville;  Med.  Coll.  of  S.  C,  1926 

Faulk,  James  Grady,  S,  Monroe:   ^Med.   Coll.  pf  Va.,   1931 

Garren,  Robert  Hall    (Hon.),  OALR,   Monroe:   Univ.  of  Nashvilie,  1900  .. 
Goudelock.  John  Jeffries.  U,  Monroe;  Med.  Coll.  of  S.  C,  1923 
Hamer,  Eugene  F.,  GP,  Monroe;  Med.  Coll.  of  S.  C,  1941 
McLeod.  John  Purl  Utley.  U,  Marshville;  Coll.  of  Med.  Evangelists,  1939 
Neese,  Jack  Harrell,   S,   Monroe;   Duke,   1943 
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Neese,  Kenneth  Earle,  GP,  Monroe;  Washington  Univ.,  1929 

Oleen,  George  G.,  Monroe;  Univ.  of  Kansas,  1939 

Ormand,  John  William,  ALR,  Monroe;   Univ.  of  Cincinnati,  1926 

Smith,  George  Marvin,  GP,  Monroe;  N.  C.  Med.  Coll.,  1914 

Williams,  Edward  Jerome,  GP,  Monroe;  N.  Y.  Univ.,  1917 

VANCE   COUNTY   SOCIETY^:; 

President:  Noel,  William  Walker,  S,  Henderson;  Johns  Hopkins,  1929 

Secretary:  Currin,  R.  G.,  GP,  Henderson;  Univ.  of  S.  C,  1945 

Bass,  Harris  Hartwell,  Ob,  Henderson;  Univ.  of  Pa.,  1928 

Fenner,  Edwin  Ferebee  (Hon.),  Henderson;  Univ.  of  Md.,  1905 

Furman,  William  H.   (Hon.),  Henderson;  Jefferson,  1910 

Newcomb,  Andrew  Purefoy,  Jr.,  GP,  Henderson;  Jefferson,  1922 

Newell,  Hodge  Albert  (Hon.),  OALR,  Henderson;  Coll.  of  P.  &  S.,  Baltimore,  1906 

Rollins,  Charles  Dick,  Henderson;  Univ.  of  Pa.,  1935 

Rollins,  Vance  Benton,  Henderson;   Univ.  of  Pa.,  1932 

Upchurch,   Robert  T.    (Hon.),  Henderson;   Jefferson,   1908 

Wheeler,  James  Hartwick,  GP,  Henderson;  Jefferson,  1918 

White,  (ilarence  Hunt,  Oph,  Henderson;  Tulane,  1928 :... 

WAKE   COUNTY    S0CIETY"3     • 

President:  Paschal,  George  W.,  Jr.,  S,  Raleigh;  Jefferson,  1931 

Secretary:  Neal,  J.  Walter,  S,  Raleigh;  Tulane,  1932 

Ashby,  Julian  Warrington,  PN,  Raleigh;  Univ.  of  Md.,  1905 

Barbee,  George  S.  (Hon.),  GP,  Zebulon;  Univ.  of  N.  C,  1910 

Blackwelder,  R.  G.,  NP,  Raleigh;   Med.  Coll.  of  Va.,  1932 

Bolus,  Michael,  D,  Raleigh;  Jefferson,  1934 

Branaman,  Guy  Hewitt,  ObG,  Raleigh;  Med.  Coll.  of  Va.,  1939 

Brian,  Earl  Winfrey,  I,  Raleigh;  Duke,  1934 

Broughton,  Arthur  Calvin,  Jr.,  GP,  Raleigh;  Med.  Coll.  of  Va.,  1937 

Buffalo,  J.  S.  (Hon.),  GP,  Garner;  Baltimore  Med.  Coll.,  1900 

Bugg,  Charles  Richard,  Pd,  Raleigh;  Johns  Hopkins,  1922 

Bulla,  Alexander  Chester  (Hon.),  PH,  Raleigh;  N.  C.  Med.  Coll.,  1915 

Caveness,  William  F.,  N,  Raleigh;  McGill  Univ.,  1943 

Caveness,  Zebulan  Marvin  (Hon.),  Pr,  Raleigh;  Univ.  of  N.  C,  1903 

Caviness,  Verne  Strudwick,  L  Raleigh;  Jefferson,  1921 

Chesson,  Andrew  L.,  S,  Raleigh;  Univ.  of  Md.,  1936 

Clark,  Lintner,  R,  Raleigh;  Indiana  Univ.,  1937 

Combs,  Joseph  John,  I,  Raleigh;  Columbia,  1926 

Cooper,  George  Marion  (Hon.l,  PH,  Raleigh;  Univ.  Coll.  of  Med.,  Richmond,  i90o 

Corbin,  George  W.,  Jr.,  GP,  Wake  Forest;  Univ.  of  Pa.,  1943... 

Cozart,  Wiley  Simon  (Hon.),  GP,  Fuquay  Springs;  Med.  Coll.  of  Va.,  1914 

Grumpier,  Amos  Gilmore,  GP,   Fuquay  Springs;   Temple,  1936 

Dewar,  William  Banks,  I,  Raleigh;  Univ.  of  Pa.,  1920 

Dickinson,  Kenneth  D.,  Ob,  Raleigh;  Univ.  of  Minn.,  1932 

Eldridge,  Charles  Patterson.  GP,  Raleigh;  Univ.  of  Pa.,  1926 

Ferrell,  John  A.,  PH,  Raleigh;   Univ.  of  N.   C.   1907 

Finch,  Ollie  Edwin   (Hon.),  I,  Raleigh;  Jefferson,  1915 

Flowers,  Charles  Ely  (Hon.),  ObG,  Zebulon;  Med.  Coll.  of  Va.,  1913 '.".'."'.'.'"'.".' 

Flowers,  Charles  Ely,  Jr.,  ObG,  Zebulon;  Johns  Hopkins,  1944 

Fowlkes,  William  Mortimer,  Jr.,  GP,  Wendell;  Bowman  Gray  Sch.  of  Med.,  1944 

Fox,  Powell  Graham,  U,  Raleigh;   Med.  Coll.  of  Va.,  1922 

Fox,  Robert  Eugene,  PH,  Albemarle;  Univ.  of  Pa.,  1926 

Gibson,  IMilton  Reynolds  (Hon.),  OALR,  Raleigh;  Univ.  of  Md.,  1905 

Glass,  Sarah  E.,  P,  Raleigh;  Rush  Med.  Coll.,  1938 _ 

Goodwin,  Oscar  Sexton,  GP,  Apex;  Jefferson,  1923 

Hamilton,  Alfred  T.,  S,  Raleigh;  Harvard,  1936 ; 

Hamilton,  John  Homer,  PH,  Raleigh;   Harvard,  1916 

Hart,  Lillard  Franklin,  GP,  Apex;  Bowman  Gray  Sch.  of  Med.,  1944 

Hay^vood,  Hubert  Benbury   (Hon.),  I,  Raleigh;   Univ.  of  Pa.,  1909 

Herring,  Edward  Humphrey,  GP,  Raleigh;   Univ.  of  Pa.,  1930 

Hester,  Joseph  Robert,  GP,  Wendell;  Univ.  of  N.  C,  1910 

Hill,  Millard  Daniel,  D,  Raleigh;  Med.  Coll.,  of  Va.,  1928 

Hitch,  Joseph  Martin,  D,  Raleigh;  Univ.  of  Va.,  1933 

Horton,  Miles  Christopher  (Hon.),  GP,  Raleigh;  Univ.  Coll.  of  Med.,  Richmond,  1903.^ 
Horton,  William  Calvin   (Hon.),  Pr,  Raleigh;  Coll.  of  P.  &  S.,  Baltimore    1897 

Hunter,  John  Pullen,  GP,  Gary;  Jefferson,  1919 

Irmen,  F.  A.,  NP,  Raleigh;  George  Washington  Univ.,  1911 

Jackson,  B.  Richard,  Pr  &  S,  Raleigh;  Temple,  1943 ...."!..!... 

Jones,  Carey  Celester,  GP,  Apex;  Jefferson,  1920 

Judd,  Glenn  Ballentine,  GP,  Varina;  Vanderbilt,  1932 ''..".....'''.r."...!..."..^..^!^^ 

Kitchin,  Thurman  D.   (Hon.),  Ed,  Wake  Forest;  Jefferson,  1908 
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Name  and  Address  Licensed  State 

Societij 

Lane,  Bessie  Evans,  I,  Raleigh;  Woman's  Med.  Coll.  of  Pa.,  1921 1921  1926 

Lascara,  Vincent  E.,  NP,  Norfolk,  Va.;   Med.  Coll.  of  Va.,  1934 1947  1947 

Lawrence,  Benjamin  Jones,  S,  Raleigh;  Jefferson,  1918 1918  1920 

Liles,  Lonnie  Carl,  GP,  Raleigh;  Med.  Coll.  of  Va.,  1930 1930  1933 

Mackie,  George  Carlyle,  GP,  Wake  Forest;  Univ.  of  Pa.,  1928 1928  1932 

Martin,  Thomas  Adrian,  Oph,  Raleigh;  Univ.  of  Md.,  1931 1939  1941 

Massengill,  Paul  R.,  OALR,  Raleigh;  Duke,  1942 1947  1948 

McGee,  Robert  Louis,  S,  Raleigh;  Univ.  of  Pa.,  1932 1932  1935 

McManus,  Hugh  Forrest,  Jr.,  GP,  Raleigh;  Med.  Coll.  of  S.  C,  1938 1938  1941 

Mitchener.  James  Samuel  (Hon.),  OALR,  Raleigh;  Johns  Hopkins,  1915 1915  1917 

Neal,  Kemp  Prather,  S,  Raleigh;   Harvard,  1917 1920  1921 

Noble,  Robert  Primrose   (Hon.),  R,  Raleigh;  Univ.  of  N.  C,  1907 1907  1908 

Oliver,  Adlai  Stevenson,  ObG,  Raleigh;  Jefferson,  1914 1914  1919 

Oliver,  Adlai  Stevenson,  Jr.,  ObG,  Raleigh;  Jefferson,  1940 1940  1948 

Owen,  John  Fletcher,  NP,  Raleigh;  Jeffer.son,  1920 1920  1927 

Parsons,  W.  S.,  U,  Mobile,  Ala.;  McGill  Univ.,  1917 1944  1944 

Payne,  E.  Louise,  ObG,  Raleigh;  Woman's  Coll.  of  Pa.,  1942 1942  1945 

Powers,  Prank  Poydras,  ALR,  Raleigh;   Univ.  of  Pa.,  1927 1927  1928 

Procter,  Ivan  Marriott  (Hon.),  ObG,  Raleigh;  Univ.  of  Pa.,  1915 1915  1917 

Reynolds,  Carl  Vernon   (Hon.),  PH,  Raleigh;  Univ.  of  N.  Y.,  1895 1895  1896 

Rhodes,  John  Sloan,  U,  Raleigh;   Harvard,   1929 1929  1936 

Root,  Aldert  Smedes   (Hon.),  Pd,  Raleigh;  Univ.  of  Pa.,  1911 1911  1913 

Royster,  Chauncev  Lake,  GP,  Raleigh;  Cornell,  1935 1985  1941 

Royster,  Hubert  Ashley  (Hon.),  S,  Raleigh;  Univ.  of  Pa.,  1894 1894  1895 

Ru'ark,  Robert  James,  ObG,  Raleigh;  Univ.  of  Pa.,  1931 1931  1934 

Sanders,  L.  H.,  Pd,  Raleigh;  Temple,  1942 1942  1946 

Simpson,  Paul  Ervin,  ObG,  Raleigh;   Duke,  1940 1945  1947 

Sinclair,  Lewis  Gordon,  S.  Raleigh;   Univ.  of  Pa.,  1933 1933  1939 

Stevick,  Charles  Paul,  PH,  Raleigh;   Duke,  1936 = 1938  1940 

Styron,  Charles  W.,  I,  Raleigh;   Duke 1946  1946 

Swisher.  Otto  J.,  Jr.,  PH,  Raleigh;  Ohio  State  Univ.,  1927 1946  1946 

Thompson,  Hugh  Alexander  (Hon.),  Or,  Raieigh;  Univ.  of  Pa.,  1914 1914  1917 

Thompson,  William  Nelson,  Hosp.  Res.,  Raleigh;   Boston  Univ.,  1939 1940  1940 

Thornhill,  Edwin  Hale,  Raleigh;  Duke,  1938 1941  1942 

Turner,  Henry  Gray  (Hon.),  S,  Raleigh;  Univ.  of  Pa.,  1906 1907  1910 

Umphlet,  Thomas  Leonard,  I,  Raleigh;   Univ.  of  Pa.,  1934 1934  1939 

Wall,   Roger   Irving,   OALR,   Raleigh;   Tulane,   1934 1934  1937 

Ward,  Wallace  Clyde,  GP,  Raleigh;  Univ.  of  Louisville,  1931 1931  1934 

Weathers,  Rupert  Ryan,  GP,  Knightdale;  Med.  Coll.  of  Va.,  1926 1926  1928 

Webb,  Alexander,  Jr.,  S,  Raleigh;  Harvard,  1937 Ili40  1941 

Wells,  Warner  L.,  S,  Raleigh;  Duke.  1938 1941  1946 

West,  Louis  Nelson  (Hon.),  OALR,  Raleigh;  Jefferson,  1912 1912  1915 

Whitaker,  D.  N.,  GP,  Raleigh;   Temple,   1940 1940  1946 

Wilkerson,  Annie  Louise,  ObG.  Raleigh;   Med.  Coll.  of  Va.,  1938 1938  1939 

Wilkinson,  C.  T.,  Wake  Forest;   Tulane,  1922 1922  1924 

Wilkinson,  James  S.,  D,  Wake  Forest;   Univ.  of  Pa.,  1938 1938  1940 

Wilkinson,  Robert  Watson,  Jr.,  GP.  Wake  Forest;  Tulane,  1922 1923  1924 

Williams,  Charles  Frederick,  Pd,  Raleigh;  Jefferson,  1934 1934  1937 

Williams,  Robert,  R,  Raleigh;   Univ.  of  Pa.,  1935 1935  1946 

Wilson,  Thomas  Barnette,  Path,  Raleigh;  N.  Y.  Med.  Coll.,  1936 1946  1946 

Wilson,  W.  Howard,  I,  Raleigh;  Jefferson,  1937 1937  1946 

Withers,  William  A.,  I,  Raleigh;  Rush  Med.  Coll.,  1936 1937  1946 

Wooten,  Jane  Herring,  Raleigh;  Duke,  1942 1944  1946 

Wright,  James  Rhodes,  OALR.  Raleigh;   Univ.  of  Md.,  1940 1940  1940 

Wright,  John  Bryan  (Hon.),  OALR,  Raleigh;  Univ.  Coll.  of  Med.,  Richmond,  1899 1899  1900 

Yarborough,  Frank  Ray,  ALR,  Gary;   Univ.  of  Pa..  1923 1925  1926 

Young,  David  A.,  P,  Raleigh;   Hai-vard,   1931 1931  1946 

WARREN  COUNTY  SOCIETY'* 

President:  Peete,  Charles  Henrv  (Hon.),  Ob,  Warrenton;  Univ.  of  Pa.,  1903 1906  1906 

Secretarv:  Foster,  Howitt  H.,  GP,  Norlina;  Jefferson,  1919 1919  1923 

Holt,  Thomas  Jefferson  (Hon.),  OALR,  Warrenton;  Med.  Coll.  of  Va.,  1904 1904  1911 

Hunter,  Frank  Patterson,  GP,  Warrenton;  Univ.  of  Va.,  1925 1925  1927 

Macon,  Gideon  Hunt   (Hon.),  GP,  Warrenton;  Univ.  Coll.  of  Med.,  Richmond,  1910 1910  1911 

WASHINGTON— SEE    MARTIN-WASHINGTON-TYRRELL 

WAYNE  COUNTY  SOCIETY'S 

President:  Clark.  Milton  Stephen.  I  &  A,  Goldsboro;  Emory,  1937 

Secretarv:  Woodard,  Albert  G.  (Hon.),  Oph,  Goldsboro;  Univ.  of  N.  C,  1907 

Benton,  George  RufRn,  Sr.  (Hon.i,  Fremont;  Med.  Coll.  of  Va.,  1901 

Benton,  George  Ruffin,  Jr.,  Goldsboro;  Univ.  of  Pa.,  1934 

Best,  Deleon  Edward,  C,  Goldsboro;  Univ.  of  Md.,  1924 
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Bizzell,  Marcus  Edward,  OALR,  Goldsboro;   Tulane,   1923 

Bizzell,  Thomas  Malcolm  (Hon.),  GP,  Goldsboro;  Univ.  of  Md.,  1908 

Cobb,  Donnell  Borden,  S.  Goldsboro;   Univ.  of  Pa.,   1921 

Crawford,  William  Jennings,  U,  Goldsboro;  Med.  Coll.  of  Va.,  1922 

Dale,  Grover  Cleveland,  GP,  Goldsboro;   Univ.  of  Pa.,  1925 .. 

Dowling,  Judson  Davie,  Jr.,  GP,  Mt.  Olive;  George  Washington  Univ.,  1940.. 

Etherington,  John  L.,  OALR,  Goldsboro;  Queen's  Univ.,  Kingston,  Canada 

Harrell,  Leon  Jackson,  Goldsboro;  Univ.  of  Md.,  1930 

Henderson,  Clair  Crouse,  GP,  Mt.  Olive;  Univ.  of  Md.,  1914 

Hollowell,  Claude  Velmont,  Goldsboro;  Med.  Coll.  of  Va.,  1928 

Howard,  Corbett  Etheridge,  R,  Goldsboro;  Univ.  of  Pa.,  1925 

Irwin,  Henderson  (Hon.),  GP,  Eureka;  Univ.  of  Md.,  1912 

Ivey,  Henry  B.  (Hon.),  R,  Goldsboro;  Univ.  Coll.  of  Med.,  Richmond,  1911 

Kistler,  A.  J.,  Hosp.  Res.,  Goldsboro;  Jefferson,   1902 

Long,  Ira  Clinton.  PN,  Goldsboro;   Univ.  of  Md.,  1923 

McCuiston,  Allen  Masten  (Hon.),  Pr,  Mt.  Olive;  N.  C.  Med.  Coll.,  1911 

McPheeters,  Samuel  Brown,  PH,  Goldsboro;  Washington  Univ.,  1906..-.." 

fMiller,  Robert  Bascom   (Hon.),  Pd,  Goldsboro;  Med.  Coll.  of  Va.,  1898 

Miller,  Walton  H.,  Jr.,  GP,  Goldsboro;   Univ.  of  Cincinnati,  1940 

Pate.   Archibald   Hanes,   Goldsboro;   Duke,   1937 

Powell,  E.  Charles,  Jr.,  ObG,  Goldsboro;  Univ.  of  Pa.,  1935 

Rand,  Cecil  Holmes,  Ob,  Fremont;   Univ.  of  Pa.,  1926 

Rose,  David  Jennings,  S,  Goldsboro;  Tulane,  1922 

Rose,  James   William,   GP,   Pikeville;   Tulane,   1928 

Smith,  William  Carey,  GP,  Goldsboro;  Univ.  of  Md.,  1936 

Stenhouse,  Henry  Merritt,  Oph,  Goldsboro;   Univ.  of  Colorado,  1913 

Strosnider,  Charles  Franklin  (Hon.),  I,  Goldsboro;  Univ.  of  Md.,  1909 

Tart,  Baston  Isaiah,  Jr.,  Goldsboro;  Temple,  1938 

Thompson,  Winfield  L.,  S&G,  Goid.sboro;  Univ.  of  Md.,  1938 

Trachtenberg,  William,  GP,  Goldsboro;  Duke,  1939 

Warrick,  Luby  Albert,  GP,  Goldsboro;   George  Washington  Univ..  1923 

Wolfe,  Harold  E.,  D&R,  Goldsboro;  Med.  Coll.  of  Va.,  1943 

Zealy,  Albert  Hazel,  Jr.,  GP,  Goldsboro;  Harvard,  1930 
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WILKES-ALLEGHANY  COUNTIES  SOCIETYT': 

President:  Mills,  James  C,  North  Wilkesboro;  Tulane,  1942 

Secretary:  Bundy,  William   Lumsden,   North  Wilkesboro;  Vanderbilt,   1936 

Bentley,  James  Gordon,  GP,  Moravian  Falls;  Univ.  of  Louisville,  1911 

Bumgarner,  John  Reid,  North  Wilkesboro;  Med.  Coll.  of  Va.,  1939    . 

Filer,  Albert  J.  (Hon.),  PH,  Wilkesboro;  Coll.  of  P.  &  S.,  Baltimore,  1893 

tGilreath,  Frank  Hackett   (Hon.),  Wilkesboro;  Univ.  of  Nashville,  1898 

Hubbard,  Frederic  Cecil,  S,  Noith  Wilkesboro;  Jefferson,  1918 

Lewis,  Robert  Edward,  S,  North  Wilkesboro;  Jefferson,  1944 

McNeill,  James  Hubert,  I,  North  Wilkesboro-  George  Washington  Univ.,  1926 

Miles,  Walter  W.,  GP,  Purlear;  Univ.  of  Teun.,  1931 

Mitchell,  Gurney  Talmage,  GP,  Wilkesboro;  Jefferson,  1927 

Newton,  William  King,  OALR,  North  Wilkesboro;  Med.  Coll.  of  Va.,  1931 

Phillips,  Ernest  Nicholas,  GP,  North  Wilkesboro;  Med.  Coll.  of  Va.,  1930    . 
Sink,  Charles  Shelton  (Hon.),  GP.  North  Wilkesboro;  N.  C.  Med.  Coll.,  1912... 

Smith,  Harold  Benjamin,  G,  North  Wilkesboro;  Med.  Coll.  of  S.  C,  1929 

Thompson,  Clive  Allen,  GP,  Sparta:  Med.  Coll.  of  Va.,  1924    

Triplett,  William  Romulus,  GP,  Purlear;  N.  C.  Med.  Coll.,  1914 


WILSON  COUNTY  SOCIETY" 

President:  Tillery,  Jack  Gregory,  GP,  Wilson;   Med.  Coll.  of  Va.,  1938 

Secretary:  Bardin,  Robert  Malcolm,  GP,  Wilson;  Tulane,  1929 

Bell,  George   Erick,  ObG,  Wilson;   Jefferson,   1921 

Best,  Henry  Blount  (Hon.),  GP,  Wilson;   Univ.  of  N.  C,  1907 

Blackshear,  Thomas  Joseph,   OALR,  Wilson;   Emory,   1914 

Bradshaw.  Thomas  Gavin,  GP,  Wilson;   Med.   Coll.  of  Va.,  1909 

Clark,  Badie  Travis,  S,  Wilson;  Univ.  of  Ga.,  1930 

Cubberely,  Charles  L.,  Jr.,  GP,  Wilson;  Jefferson,  1940 

Dickinson,  Elijah  Thomas   (Hon.),  ALR,  Wilson;  Med.  Coll.  of  Va.,  1895.. 

Eagles,  Charles  Sidney  (Hon.),  GP,  Saratoga;  Univ.  of  N.  C,  1909 

Easom,  Herman  Franklin,  T,  Wilson;  George  Washington  Univ.,  1927 

Fike.  Ralph  Llewellyn,  GP.  Wilson;  Med.  Coll.  of  S.  C,  1932 

Goodwin,  Cleon  Walton,  S.  Wilson;   Univ.  of  Pa.,  1934 

Gouldin,  John  M.,  GP,  Elm  City;   Med.  Coll.  of  Va.,  1944 

Herring,  Tilghman.  Wilson;   Johns   Hopkins,  1938 

Holmes,  F.  H.,  GP,  Stantonsburg;   Emory,  1942 

^  Deceased. 
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SYMPOSIUM  ON  GENERAL  PRACTICE 


Intnidnctonj  Uciiunics 

Ur.  G...  O.  Moss  (Cliffside),  ("hairniaii : 
This  year  the  proKram  of  the  Section  on 
General  Practice  is  a  departure  from  the 
custom  of  former  years — that  is,  from  a 
series  of  highly  scientitic  but  frequently  un- 
related papers  presented  by  men  who  were 
not  general  practitioners  but  who  thought 
they  had  something  for  the  general  prac- 
titioner. Today  we  are  presenting  a  sympo- 
sium by  members  who  know  the  problems 
and  pitfalls  of  general  practice.  It  is  felt 
that  the  role  of  the  general  practitioner, 
who  was  the  originator  of  this  organization, 
has  become  almost  infinitesimal.  Since  it  is 
common  knowledge  that  one  who  prepares  a 
paper  derives  more  benefit  from  it  than  those 
who  listen,  it  follows  that  the  general  practi- 
tioner should  reassume  his  place  in  presen- 
tations before  this  section.  The  speakers  on 
this  program  were  especially  selected  be- 
cause they  are  or  were  general  practitioners 
qualified  by  experience  to  present  the  sub- 
jects which  they  have  chosen. 

THE  SAD  PLIGHT  OF  THE  GENERAL 
PRACTITIONER 

G.  0.  Moss,  M.D. 

Cliffside 

It  is  difficult  for  the  general  practitioner, 
especially  the  lone  practitioner  in  the  small 
town  or  rural  community,  to  consider  hi;- 
plight  without  a  feeling  of  bitterness.  There 
is  every  possibility  that  this  feeling  of  bit- 
terness may,  and  perhaps  with  some  justifi- 
cation, become  one  of  actual  malice,  unless 
some  solution  or  some  means  of  alleviation 
is  found  for  his  problems.  Among  the  difli- 
culties  of  such  a  man  are  long  hours  and  a 

Presented    liefme    tlie    Sertii i    tli^'    (iMierni    I'lartice    i.l' 
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freely  .self-admitted  inadequacy  to  solve  the 
problems  with  which  he  is  so  constantly  con- 
fronted. His  life  is,  if  we  may  borrow  a 
phrase  from  Mr.  Churchill,  one  of  "blood, 
sweat,  and  tears." 

There  are  many  obvious  reasons  for  thi.' 
sad  plight  of  the  general  practitioner.  A  few 
of  these  are:  (1)  his  diminished  stature  in 
the  eyes  of  the  public,  brought  about  by  over- 
specialization  ;  (2)  the  dwindling  number  of 
his  fellows  in  the  same  field,  which  has  in- 
creased his  load  tremendously ;  ( 3 )  lack  of 
convenient   and    proper   hospital   facilities ; 

(4)  inability  to  keep  up  with  recent  ad- 
vances in  medicine  because  of  inadequate 
"brush-up"and  postgraduate  courses  (which, 
all  too  often,  he  is  unable  to  attend)  ;  and 

(5)  inadequate  remuneration  for  duties  per- 
formed. 

Reasons  fur  the  Trend  Aicaij  frora 
General  Practice 

The  branch  of  medicine  known  as  general 
practice  is  rapidly  approaching  extinction. 
This  will  not  be  good  for  either  the  profes- 
sion or  the  public.  There  was  a  time  when 
the  position  of  the  general  practitioner  was 
a  highly  elevated  one,  but  thanks  to  World 
War  I,  with  its  creation  of  many  specialists, 
his  status  as  well  as  his  number  began  to 
decline. 

Why  the  trend  away  from  general  prac- 
tice? Consider  the  attitude  of  the  family  of 
the  medical  student.  How  many  of  you,  as 
general  practitioners,  have  a  son  studying 
medicine  and  expect  that  son  to  return  as 
your  associate  in  general  practice?  Too  few! 
Junior  is  going  to  be  a  great  surgeon,  an 
eminent  ophthalmologist,  or  an  outstanding 
obstetrician.  When  he.  along  with  his  fellow 
students,  advances  to  the  years  of  clinical 
study,  he  discovers  that  the  staff  of  the  hos- 
pital is  made  up  exclusively  of  specialists, 
staff  membership  not  being  permitted  gen- 
eral oractitioners.    He  then  decides  that  Dad 
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was  right.  There  must  be  something  wrong 
with  the  fellow  who  is  permitted — I  should 
say  forced — to  go  into  the  home  at  midnight 
with  a  thermometer,  a  stethoscope,  and  a 
few  other  simple  diagnostic  instruments  and 
alone  assume  the  responsibility  for  making 
decisions  which  are,  at  times,  momentous. 
This  physician,  regardless  of  his  ability  or 
skill  (unless  such  skill  is  attained  through 
prescribed,  proper  channels)  is  not  per- 
mitted to  guide  his  patient  through  the  so- 
called  recognized  hospital  and  avail  himself 
of  the  aid  of  a  well  equipped  laboratory,  the 
valuable  assistance  of  well  trained  house 
officers,  and  the  privilege  of  consulting  es- 
pecially trained  associates.  He  is  disqualified 
because  he  condescends  to  carry  a  pill  bag, 
to  go  to  the  patient's  home  at  any  hour  to 
treat  any  type  of  illness,  and.  if  the  need 
arises,  to  accompany  the  patient  to  the  hos- 
pital entrance. 

This  distorted  view  of  hospital  staffs  is,  in 
itself,  sufficient  to  discourage  the  majority  of 
medical  students  from  selecting  general 
practice  as  their  field  of  medicine.  Admit- 
tedly, there  are  a  goodly  number  of  smaller 
hospitals  in  this  state  which  still  permit  the 
general  practitioner  to  hold  staff  appoint- 
ments; however,  if  we  continue  our  present 
apathetic  attitude  toward  this  wave  of  ex- 
clusion we  will  find  ourselves  eliminated 
from  staff  membership  even  in  these  hos- 
pitals. 

If  you  are  doubtful  that  there  is  a  serious 
trend  away  from  general  practice,  ask  the 
dean  of  your  alma  mater  how  many  stu- 
dents now  in  the  years  of  basic  science  in 
your  school  expect  to  do  general  practice 
upon  completion  of  their  training.  He  will 
tell  you  sadly  that  disproportionately  few 
have  that  expectation,  and  that  he  is  help- 
less to  change  the  trend.  That  attitude  of 
defeatism  seems  rather  strange  when  one 
considers  that  all  medical  schools  are  so 
overwhelmed  with  applications  that  only  a 
.small  percentage  of  the  candidates  can  be 
admitted.  Students  are  carefully  selected 
with  regard  to  grades  and  aptitude.  Why 
should  not  the  aim  of  the  student  enter  into 
such  deliberations  along  with  his  other  qual- 
ifications? Out  of  the  large  number  of  appli- 
cants, surely  the  number  who  are  intereste<l 
in  general  practice  is  sufficient  to  reiilenish 
the  dwindling  ranks  of  family  doctors. 

The  boy  most  apt  to  be  intere.sted  in  gen- 
eral practice  comes  from  the  small  town  or 


rural  area.  He  has  not  had  the  advantages 
of  the  boy  from  the  urban  area  and,  in  gen- 
eral, will  not  attain  as  high  a  scholastic 
rating  in  college  as  that  of  his  city  cousin. 
On  this  basis  alone,  he  is  too  often  denied 
admission  to  the  medical  .school.  It  is  much 
easier  for  the  rural  boy  to  adjust  himself  to 
a  city  environment  than  for  the  urban  boy 
to  fit  into  a  rural  area — hence  the  unbal- 
anced distribution  of  doctors.  The  compara- 
tive professional  and  social  standing  of  the 
general  practitioner  in  the  larger  towns  is 
quite  well  known  to  the  boy  from  such  a 
town,  and  he  is  consequently  less  likely  to  be 
intere.sted  in  that  field  of  practice.  The  rural 
boy  who  is  accepted  by  a  medical  school  must 
necessarily  be  above  the  average  intellect- 
ually to  compensate  for  the  handicap  of  his 
poorer  pre-college  training.  There  is  little 
likelihood  that  this  type  of  medical  student 
will  ever  return  to  a  rural  area  to  do  general 
practice.  Perhaps  the  greatest  bar  to  his 
return  is  the  ever  present  opportunity  to 
associate  himself  with  a  well  known  special- 
ist who  will  see  to  it  that  he  gets  the  proper 
residencies. 

The  recent  war  drew  heavily  from  the  al- 
ready too  thin  ranks  of  general  practice, 
leaving  mainly  the  4-F's  and  the  overaged 
to  carry  the  impossible  load.  The  expecta- 
tion of  reinforcements  and  replacements  fol- 
lowing demobilization  spurred  tired  men  to 
carry  on.  This  expectation  did  not  material- 
ize. The  G.I.  Bill  of  Rights  offered  many  of 
the  younger  general  practitioners  an  oppor- 
tunity to  escape  their  former  peonage  and 
enter  the  more  luci'ative  branches  of  medi- 
cine, thus  further  increasing  the  grave  .short- 
age in  the  field  of  general  practice. 

Rcsitlfs  of  <)v()-enij)hasi.K  an  Specialization 
Organized    medicine    is.    we    must    admit 

(the  Supreme  Court  did),  a  monopolistic 
tru.st.  Huge  funds  have,  through  the  years, 
been  given  by  individuals,  governments,  and 
philanthropic  agencies  for  the  education  of 
doctors,  for  research,  and  for  the  establish- 
ment and  maintenance  of  hospitals — more 
concisely,  to  improve  public  health  and  pro- 
vide adequately  for  the  sick.  Yet  we  have 
failed  to  provide  the  services  of  a  physician 
when  he  is  needed  to  attend  a  simple  illness 
which  could  and  should  be  treated  in  the 
home  or  office,  sparing  the  patient  the  fre- 
quently unnecessary  expense  and  time  of 
running  the  gauntlet  of  men  and  gadgets. 
The    public    has    not   been    aroused    because 
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surgery  could  not  be  secured  when  needed 
nor  because  refractions  were  not  obtainable 
when  indicated,  but  rather  because  it  coidd 
not  secure  the  services  of  a  physician  at 
4  a.m.  Is  not  this  one  of  the  important  fac- 
tors in  the  alarming  success  of  the  great 
battle  now  being  waged  by  powerful  forces 
for  federalized  medicine? 

It  is  becoming  increasingly  difficult  to  get 
the  men  of  general  practice  to  lend  a  hand  in 
the  fight  against  socialized  medicine.  Frank- 
ly, I  believe  that  the  majority  of  general 
practitioners  would  welcome  some  sort  of 
change.  Organized  medicine,  by  its  failure 
to  supply  medical  service  when  and  where  it 
is  most  sorely  needed  and  at  reasonable  cost, 
has  aroused  public  animosity,  and  by  its 
failure  to  reinforce  and  replace  in  the  field 
of  general  practice,  it  has  not  maintained 
good  will  in  that  branch.  The  general  prac- 
titioner is  interested  in  some  sort  of  change 
which  would  increase  his  prestige  and  offer 
him  a  few  more  of  the  common  decencies  of 
life  than  has  the  present  system  under  which 
he  labors.  He  is  intelligent  enough  to  know 
that  socialized  medicine  is  not  the  solution 
to  the  medical  care  problem,  but  unless  or- 
ganized medicine  within  itself  makes  it  pos- 
sible for  the  sick  patient — the  paying  as  well 
as  the  indigent — to  get  a  doctor  when  he 
needs  one,  then  regulation  from  without  is 
inevitable  and  deserved.  I  am  personally 
against  socialized  medicine,  but  no  more  so 
than  against  the  system  which  fails  to  pro- 
vide what  many  believe  to  be  the  most  essen- 
tial professional  service  in  the  world. 

Most  general  practitioners  concur  in  the 
opinion  that  no  doctor  should  be  allowed  the 
privilege  of  strict  specialized  training  until 
he  has  had  one  or  more  years  in  general 
practice.  He  would  then  be  in  a  position  to 
know  that  panhysterectomies  do  not  cure 
neurotics  and  that  the  success  of  an  opera- 
tion is  not  established  by  the  patient's  hav- 
ing survived  the  ordeal.  The  "chronic  ap- 
pendix" might  become  less  frequent.  He 
might  even  learn  that  people  have  lived 
many  happy  and  productive  years  after  be- 
ing doomed  by  the  roentgenologic  diagnosis 
of  incurable  malignancy  of  the  intestinal 
tract.  A  grave  prognosis  would  not  always 
be  whispered  to  the  family  of  the  patient 
with  a  heart  ailment  purely  on  the  findings 
of  the  electrocardiogram  and  the  teleroent- 
genogram. The  candidate  would  enter  spec- 
ialty  training   with   a    "doubting   Thomas" 


attitude  toward  the  findings  of  precision 
instruments  and  gadgets  when  these  find- 
ings do  not  agree  with  common  sense. 
Specialization  is  essential,  but  not  to  the 
degree  to  which  it  has  been  carried.  With 
overcrowding  in  any  field,  questionable  prac- 
tices begin. 

Doctors  have  been  outspoken  in  their  criti- 
cism of  labor  organizations,  particularly 
with  reference  to  the  narrow,  restricted 
fields  in  which  the  individual  members  may 
work;  yet  no  other  group  offered  a  better 
pattern  for  the  labor  leaders  to  follow  in 
constructing  their  unions  than  the  medical 
profession.  In  Life  Magazine  for  October  15, 
1946,  the  following  caption  appears  beneath 
a  picture : 

"The  movers'  union  is  so  split  up  in  its  organi- 
zation that  even  within  the  one  union  some  mem- 
bers are  permitted  to  push  a  piano  across  a  set, 
but  a  different  member  vi'ho  cannot  push  pianos 
has  to  carry  a  bowl  of  flowers  and  place  it  on  the 
piano.  He  is  called  a  'flower  man.'  The  same  union 
has  also  'gieen  men'  who  can  handle  only  green 
props,  like  trees  or  shrubbery  and  grass.  In  a  big 
battle  scene  that  Paramount  Studios  once  filmed,  the 
members  of  an  entire  union  did  nothing  but  polish 
swords." 

We,  too,  have  "flower  men,"  "green  men," 
and  "sword  polishers,"  with  a  result  which 
is  just  as  absurd  and  frequently  more  disas- 
trous than  in  the  movie  industry.  The  result- 
ant overcharge  in  medical  care  is  no  less 
abhorrent  than  the  overcharge  for  seeing  a 
movie. 

Income  of  the  General  Practitioner 

Little  need  be  said  here  concerning  the 
income  of  the  general  practitioner.  Even  the 
income  of  the  ditchdigger  is  ample  now,  pro- 
vided he  is  willing  to  work  two  and  occa- 
sionally three  shifts  and  deny  himself  all 
holidays.  The  fees  of  the  general  practi- 
tioner are  small,  but  fortunately  his  overload 
makes  it  possible  for  quantity  to  make  up 
for  the  lack  of  quality  in  his  income.  Those 
of  us  who  went  through  the  depression  of 
the  late  "twenties  and  early  'thirties  recall 
that  in  times  of  depression  the  general  prac- 
titioner fares  better,  perhaps,  than  those  in 
the  more  restricted  branches  of  medicine. 
During  a  depression  people  do  not  find  it 
necessary  to  consult  diplomates  of  the  vari- 
ous boards  for  "run-of-the-mill"  illnesses. 
When  there  are  too  many  diplomates — and 
who  would  deny  that  in  some  of  the  special- 
ties this  point  is  being  reached? — some  will 
have  to  resort  to  a  more  generalized  prac- 
tice, for  which  they  are  not  qualified.    One 
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wonders  if  a  good  depression  now  might  not 
correct  our  faulty  practices  and  make  a  fair 
and  more  equitable  distribution  of  doctors, 
with  respect  to  location  as  well  as  to  the 
branch  of  medicine  which  they  pursue. 

Co)icJi(fiio)i 

The  general  practitioner  would  like  a  va- 
cation, time  for  social  life,  time  to  attend 
medical  meetings,  and  an  opportunity  to  take 
frequent  and  much  needed  "brush-up" 
courses — in  other  words,  a  little  of  the  lei- 
sure of  which  the  followers  of  other 
branches  get  a  great  deal.  In  the  area  which 
this  Society  comprises,  there  have  been  very 
few  times  in  the  past  twenty-five  years 
when  a  general  practitioner  from  a  small 
town  or  rural  area  could  take  a  much  needed 
vacation  with  a  clear  conscience.  Over- 
worked, tired,  underprivileged,  undertrained, 
and  consequently  underpaid — that  is  the  sad 
plight  of  the  general  practitioner. 

As  a  branch  of  medicine,  general  practice 
must  either  die  peacefully  or  fight  its  way 
back  to  its  proper  status.  Good  men  must 
be  encouraged  to  study  medicine  with  gen- 
eral practice  as  their  ultimate  goal.  Medical 
schools  must  be  urged  to  accept  a  larger  per- 
centage of  men  who  expect  to  become  gen- 
eral practitioners.  The  proper  place  of  the 
general  practitioner  must  be  established  in 
the  state  societies  and  in  the  American  Med- 
ical Association  as  well.  Individually,  the 
general  practitioner  must  decrease  the  quan- 
tity of  his  work  and  increase  the  quality  of 
the  service  he  renders. 

THE  PROBLEMS  OF  RURAL  PRACTICE 

George  F.  Bond,  M.D. 

Bat  Cave 

During  the  last  several  years,  many  mil- 
lions of  words  have  been  written  concerning 
the  problems  of  country  practice.  This  great 
bulk  of  writing,  it  seems  to  me,  is  about 
equally  divided  between  sense  and  nonsense. 
It  is  my  privilege  today  to  add  a  few  thous- 
and words  to  the  literature  on  this  subject, 
and  it  will  be  up  to  you  to  judge  on  which 
side  of  the  ledger  my  contribution  will  fall. 
Befoi'e  beginning  any  real  consideration  of 
my  subject,  I  would  like  to  be  perfectly  clear 
on  two  points :  First,  when  I  speak  of  coun- 
try doctors,  I  am  referring  to  general  prac- 
titioners, for  it  is  obvious  that  none  but  a 
general  practitioner  can  fulfill  the  require- 


ments of  a  country  doctor;  second,  by  "a 
country  doctor"  I  mean  a  physician  who  re- 
sides in  a  rural  area,  and  whose  work  is  con- 
fined to  patients  who  live  in  the  country. 

Professional  Qualifications  of  the 
Country  Doctor 

What  are  the  professional  qualifications 
of  a  country  doctor?  He  must  be  an  expert 
diagnostician  in  every  field  of  medical  prac- 
tice. Because  of  the  nature  of  his  practice 
he  will  see  and  generally  be  required  to  treat 
the  widest  conceivable  range  of  human  dis- 
ease. He  must  be  equipped  to  render  an  ac- 
curate working  diagnosis  of  practically 
every  condition,  both  common  and  uncom- 
mon, which  can  be  met  in  any  of  the  associ- 
ated fields  of  medicine,  surgery,  and  obstet- 
rics. In  order  to  acquire  the  diagnostic 
ability  necessary  for  a  country  practice  the 
physician  must  equip  himself  through  long 
hours  of  intensive  clinical  work  and  through 
seeing  a  greater  volume  and  range  of  sick 
patients,  both  ambulatory  and  hospitalized, 
than  is  required  as  preparation  for  practice 
in  the  specialties.  He  will  learn  that  most  of 
his  diagnostic  work  can  be  satisfactorily  per- 
formed on  the  basis  of  a  careful  history, 
complete  physical  examination,  and  minimal 
laboratory  studies.  He  must  at  all  times  pre- 
pare a  careful  differential  diagnosis  and 
critically  evaluate  his  own  work,  since  of 
necessity  he  is  working  without  benefit  of  a 
colleague  who  normally  supplies  these  fac- 
tors in  the  formation  of  a  bedside  or  office 
diagnosis. 

In  respect  to  therapy,  the  country  doctor 
must  be  equipped  to  provide  and  administer 
all  of  the  better  known  specific  and  nonspe- 
cific drugs  required  by  the  patient  whom  he 
sees,  whether  in  the  office  or  the  home.  Such 
a  requirement  makes  for  a  burdensome  load 
of  pill  boxes  and  therapeutic  agents;  and  it 
is  this  practice  of  preparedness  and  ade- 
quacy which  has  earned  for  the  country  doc- 
tor and  general  practitioner  the  thankless 
title  of  "pill  peddler."  Apparently  the  ability 
to  provide  needed  drugs  at  the  proper  time 
is  more  highly  appreciated  by  our  patients 
than  by  the  more  sophisticated  and  distantly 
removed  members  of  our  profession.  Above 
all,  however,  the  country  doctor  must  have 
a  reliable  sense  of  useful  therapy  and  must 
school  himself  to  abstain  from  unreasonable, 
impractical,  and  experimental  treatment 
with  drugs.  He  is  aware  that  his  patient 
cannot  always  be  relied  upon  to  interpret 
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directions  in  precisely  the  same  spirit  in 
which  they  are  written.  The  human  equation 
in  home  treatment  is  nowhere  more  appar- 
ent than  in  country  medicine,  and  the  prac- 
titioner is  constantly  aware  of  the  often 
amusing  but  occasionally  fatal  fallibility  of 
his  patients. 

This,  then,  is  a  .sketchy  account  of  a  coun- 
try practitioner.  These  are  the  basic  require- 
ments of  a  professional  man  who  is  at  once 
the  most  glamorized,  the  most  pitied,  and 
the  most'  needed  member  of  our  profession. 

Explanations  Offered  for  the  Shortage 
of  Country  Doctors 

We  are  all  aware  that  approximately  70 
per  cent  of  the  population  of  North  Carolina 
is  rural.  North  Carolina  is  still  rated  as  an 
agricultural  state.  The  chief  concern  of  this 
paper  is  with  the  medical  care  of  our  rural 
population,  what  is  being  done  about  it,  and 
how  it  might  be  improved.  At  least  half  of 
this  rural  population — roughly  one  million 
persons — is  provided  with  medical  services 
solely  by  country  doctors.  At  present  the 
total  number  of  country  doctors  in  North 
Carolina  is  less  than  one  hundred.  For 
twenty  years  past  they  have  been  a  vanish- 
ing segment  of  our  profession.  Most  of  us 
can  remember  the  day  when  every  small 
rural  community  and  crossroads  had  its 
permanent  physician.  Now  the  country  doc- 
tor has  all  but  completed  his  disappearing 
act.  Let  us  examine  some  of  the  major  prob- 
lems responsible  for  his  extinction. 

The  most  popular  current  explanation  for 
the  shortage  of  country  doctors  is  that  a 
country  practice  offers  no  guarantee  of  eco- 
nomic security  for  the  practitioner.  It  is 
generally  believed  that  a  country  doctor  is 
doomed  to  a  life  of  near  poverty  and  to  the 
death  of  a  pauper.  While  I  am  willing  to 
grant  that  the  gross  annual  income  of  the 
country  physician  does  not  in  many  cases 
approximate  that  of  his  city  colleague,  I  do 
not  subscribe  to  a  story  of  poverty;  nor  do 
I  believe  that  this  is  a  real  factor  in  the 
inadequate  number  of  practitioners  in  rural 
areas. 

If  a  man  plans  to  begin  a  country  practice, 
he  is  most  likely  to  do  so  shortly  after  grad- 
uation and  completion  of  his  internship.  At 
this  time,  although  he  may  be  in  need  of 
money,  he  is  not  likely  to  give  very  great  con- 
sideration to  economic  factors  in  his  choice 
of  location.  After  a  few  years  of  country 
practice  this  man  finds  that,  while  his  bank 


balance  may  not  compare  favorably  with  that 
of  doctors  in  urban  areas,  nevertheless  he 
has  been  recompensed  in  more  material  ways 
by  virtue  of  a  barter  system  which  is  inher- 
ent in  our  country  life,  and  which  cannot  be 
included  in  the  annual  income  tax  form. 
Actually,  although  fees  in  country  practice 
are  proportionately  lower  than  those  in  other 
fields  of  medical  endeavor,  the  services  of 
the  doctor  are  generally  on  a  cash  basis, 
which  eliminates  burdensome  bookkeeping; 
and  most  of  us  learn  that  the  concept  of  pure 
charity  in  a  country  practice  is  a  false  one, 
since  the  very  poorest  of  patients  will  insist 
on  payment  in  kind  for  services  rendered. 
At  the  close  of  his  useful  life,  the  average 
country  doctor  is  not  likely  to  have  accum- 
ulated a  large  bundle  of  securities  or  an  ex- 
cessive bank  account ;  but  he  is  almost  cer- 
tain to  possess  many  acres  of  farm  land,  a 
satisfactory  dwelling,  and  many  other  ma- 
terial means  of  income  which  will  serve  him 
in  his  declining  years,  and  which  can  be 
passed  on  to  his  family  without  depreciation. 

A  second,  and  often  effective,  deterrent 
to  the  young  graduate  contemplating  a  coun- 
try practice  is  the  belief  that  the  doctor  and 
his  family  are  completely  isolated  from  so- 
cial contacts  on  a  level  which  his  education 
and  standing  should  require.  This  is  in  a 
large  sense  true,  but  it  must  be  considered 
that  some  men  will  seek  a  rural  practice  be- 
cause they  like  the  company  of  rural  people. 
The  doctor,  together  with  the  minister  and 
educator,  is  principally  responsible  for  any 
social  progress  in  his  community.  Therefore, 
the  level  of  social  and  educational  contacts 
afforded  the  family  of  the  doctor  can  be 
raised  by  his  influence.  The  country  doctor 
cannot  be  at  any  time  a  figure  apart  from 
the  integral  life  of  his  community ;  if  the 
standards  of  his  environment  are  below  par, 
he  has  himself  to  blame  for  the  deficiency. 

Finally,  it  is  argued  that  a  country  doctor, 
because  of  his  relative  isolation  from  fellow 
members  in  organized  medicine,  is  likely  to 
neglect  his  continuing  need  for  education, 
thus  falling  into  methods  of  practice  which 
are  not  sufficiently  modern  for  current  ap- 
proval; and  that,  because  of  his  autonomy 
and  total  self-reliance,  he  might  practice 
bad  medicine  by  exceeding  his  therapeutic 
abilities,  and  by  failing  to  secure  consulta- 
tion and  advice  from  other  members  of  his 
profession.  This  is  a  charge  which  can  readi- 
Iv  be  answered.  If  a  man  is  of  such  training 
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and  constitution  as  to  permit  himself  to 
practice  bad  medicine,  he  will  do  so  under 
any  circumstances.  This  danger  of  country 
practice  is  a  minor  factor  in  the  total  picture. 

The  GreutcHt  Problem  of  the  Country  Doctor 
These,  then,  are  the  three  most  prominent 
current  arg-uments  against  rural  practice: 
(1)  poor  remuneration,  (2)  inadequate  so- 
cial and  educational  life  for  the  doctor  and 
his  family,  and  (3)  dangers  of  isolatiom 
During  the  past  ten  years  every  effort  which 
has  been  put  forward  to  solve  the  problem 
of  the  disappearing  country  doctor  has  been 
a  med  at  one  or  all  of  these  points.  I  should 
hk"  to  submit  today  that  the  most  impor- 
ant  point  involved  in  the  shortage  ot  coun- 
trv  doctors  has  not  yet  been  adequately  pro- 
pounded, and  certainly  no  proper  move  has 
been  made  toward  its  solution. 

The  greatest  problem  of  our  present-day 
countrv  doctor  is  that  he  lacks  adequate  and 
convenient  hospital  facilities  which  are  nec- 
essary for  the  proper  practice  of  medicine 
Ev  the  standards  of  satisfactory  medical 
practice  twenty-five  years  ago,  the  tacii'.ties 
of  a  hospital  were  very  rarely  needed  bv  +ne 
o-eneral  practitioner.  In  those  days  a  com- 
petent brand  of  medicine  could  be  practiced 
in  the  office  and  in  the  home  without  resort 
to  institutional  benefits;  but  it  is  both  unfair 
and  foolish  to  expect  a  present-day  graduate 
of  a  first-class  medical  school  to  locate  m  the 
countrv,  where,  because  of  a  lack  of  nearby 
hospital  facilities,  he  will  be  required  to 
practice  eighteenth-century  medicine.  The 
young  man  now  entering  a  medical  practice 
asks  Clothing  more  than  the  right  to  prac- 
tice the  best  medicine  of  which  he  is  capable ; 
and  he  is  well  aware  that,  unless  he  has  facil- 
ities at  his  command  which  are  equal  to  those 
of  any  other  doctor,  he  will  often  be  forced 
to  practice  bad  medicine.  This  burden  can- 
not and  should  not  be  imposed  on  any  pres- 
ent-day medical  graduate. 

Within  our  state  about  one  million  persons 
live  more  than  ten  miles  from  a  hospital.  If 
on-the-spot  medical  service  is  to  be  supplied 
to  these  people,  then  the  physician  supplying 
these  services  may  be  required  to  drive  dis- 
tances of  one  hundred  miles  a  day  to  and 
from  the  nearest  hospital  in  which  are  lo- 
cated his  more  serious  medical  cases,  his 
surgical  problems,  and  his  obstetric  cases — 
always  provided  that  this  is  an  open  hos- 


pital which  permits  some  freedom  of  medi- 
cal movement  on  the  part  of  the  general 
practitioner.  Unfortunately,  the  rural  prac- 
titioner will  not  often  find  an  open  hospital 
within  his  effective  range.  There  is  no  rea- 
son why  a  proficient  practitioner  should 
voluntarily  choose  a  field  which  would  re- 
quire that  he  should  drive  his  car  an  average 
of  one  hundred  and  fifty  miles  a  day.  Such 
mileage  is  required  of  traveling  salesmen 
but  should  not  be  a  problem  of  a  country  doc- 
tor. 

/.y  the  Countrii  Doctor  Reallij  Needed? 

There  are  those  who  say  that  if  the  coun- 
try doctor  is  disappearing,  his  need  is  more 
apparent  than  real,  since,  by  virtue  of  im- 
proved highway  systems,  members  of  our 
rural  population  are  now  able  to  go  to  the 
nearest  urban  center  for  medical  treatment. 
This  is  as  flagrant  a  case  of  rationalization 
as  can  be  found  in  current  literature.  No 
one  can  deny  the  need  of  home  therapy  for 
those  bedridden  patients  who  are  best 
treated  in  the  home  and  who  could  not  af- 
ford frequent  visits  from  a  distant  city  prac- 
titioner. Nor  is  it  reasonable  to  assume  that, 
when  medical  services  are  I'equired,  the 
countryman  will  inevitably  bundle  up  his 
kinfolks  and  fetch  them  to  the  city  doctor 
at  the  proper  office  hours.  If  we  are  honestly 
to  consider  the  problem  of  medical  service  to 
our  rural  population,  we  must  consider  it  in 
terms  of  twenty-four  hour  service  and  on- 
the-spot  attention.  This  goal  cannot  be 
achieved  save  through  the  services  of  a  phy- 
sician who  resides  in  the  area  and  who  is 
able  to  see  his  patients  at  any  time  of  the 
day  or  night,  and  to  make  necessary  home 
calls  without  imposing  an  intolerable  burden 
of  expense  on  his  patients. 

If  the  country  doctor  disappears — and  this 
is  a  possibility — then  we  must  resign  our- 
selves to  an  increasing  maternal  and  fetal 
mortality.  We  must  resign  ourselves  to  neg- 
lected emergencies,  to  delayed  surgery,  to 
moribund  medical  cases.  In  short,  we  must 
prepare  for  an  ever-increasing  volume  of 
cases  which  are  complicated  by  self-diagnosis 
and  self-treatment.  And  if  this  be  the  deci- 
sion of  organized  medicine  and  of  the  gen- 
eral population  of  this  state,  then  we  must 
hold  ourselves  responsible  for  the  medical 
neglect  of  a  large  percentage  of  our  popu- 
lation. 
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Failio'f  of  the  Medical  Care  ConiDiission  to 
Provide  Hospital  Facilities  for  Rural  Areuii 

I  have  said  that  the  country  doctoi"  lacks 
adequate  hospital  facilities.  I  refer  only  to 
an  immediately  available  institution  which 
will  provide  for  safe  delivery  of  our  obstetric 
patients,  for  proper  and  adequate  treatment 
of  the  majority  of  our  medical  cases  re- 
quiring hospitalization,  and  for  such 
minor  surgery,  emergency  major  surgery, 
and  traumatic  surgery  as  are  commonly  re- 
quired in  the  practice  of  country  medicine. 
This  does  not  mean  that  the  country  doctor 
needs  all  of  the  facilities  ordinarily  avail- 
able in  a  hundred-bed  hospital,  or  even  a 
sixty-bed  hospital.  We  are  asking  only  for 
an  adequate  workshop  which  should  be  de- 
signed to  provide  for  90  per  cent  of  the 
cases  which  will  be  met  in  country  practice ; 
we  assume  that  the  good  medical  judgment 
of  the  doctor  will  cause  him  to  refer  the  re- 
maining 10  per  cent  of  cases  to  more  com- 
pletely equipped  institutions  and  to  special- 
ists whose  judgment  will  best  serve  those 
patients. 

But  are  these  facilities  available  in  1948? 
Will  these  facilities  be  available  in  1950? 
Under  the  provisions  of  the  Hill-Burton  act, 
the  bulk  of  taxpayers'  money  made  available 
is  to  be  expended  for  the  sole  purpose  of  im- 
proving rural  medical  facilities.  It  is  im- 
plicitly understood  that  the  means  of  this 
improvement  and  the  implementation  of  this 
act  shall  be  in  the  hands  of  the  medical  care 
commissions  of  the  various  states.  Let  us 
look  at  the  record. 

In  the  state  of  North  Carolina,  which  is 
believed  to  be  one  of  the  more  progressive 
states  in  respect  to  rural  medicine,  we  have 
had  a  period  of  almost  thirty-six  months  in 
which  to  prepare  an  adequate  program  for 
providing  rural  medical  and  hospital  facili- 
ties. As  of  today,  no  community  hospitals  of 
twenty-five  beds  or  less  are  under  construc- 
tion within  the  borders  of  our  state,  except 
a  pitiful  few  which  are  being  built  by  virtue 
of  civic  pride,  and  with  the  aid  of  local  funds. 
In  no  case  have  federal  or  state  funds  been 
made  available  for  the  construction  of  such 
outlying  hospitals.  We  are  told  that  any  hos- 
pital or  clinic  of  twenty-five  beds  or  less 
must  of  necessity  be  substandard  and  a  bur- 
den on  the  taxpayers.  We  are  not  told  by 
what  standards  of  hospital  construction  and 
maintenance  such  tiny  institutions  would  be 
judged.    The    present    program    within    our 


state  provides  for  the  construction  of  hos- 
pitals in  needy  areas;  but — and  note  this 
carefully — these  proposed  hospitals  are  to 
be  of  a  capacity  of  sixty  beds  or  more,  and, 
under  the  present  plan,  are  to  be  staflfed 
with  diplomates  in  the  three  major  divisions 
of  medical  science. 

Such  a  program  will  provide  adequate 
medical  care  for  persons  within  the  imme- 
diate vicinity  of  the  institution ;  but  these 
hospitals  do  not  represent,  and  cannot  be, 
workshops  for  the  general  practitioner,  and 
hence  will  afford  no  solution  to  the  primary 
problem  of  rural  medical  practice.  If  we  are 
to  support  a  program  of  adequate  rural  med- 
ical service  supplied  by  country  doctors,  we 
must  support  equally  and  simultaneously  the 
program  which  will  provide  small  rural  hos- 
pitals in  which  our  country  doctors  may 
safely  deliver  their  obstetric  cases,  provide 
adequate,  immediate,  and  available  hospital 
care  for  the  acute  illnesses  of  children  and 
adults,  and  perform  those  surgical  proced- 
ures which  honestly  lie  in  the  field  of  gen- 
eral practice.  Since  the  practice  of  preven- 
tive medicine  is  likewise  within  the  realm 
of  the  country  doctor,  it  is  not  unreasonable 
to  request  allocation  of  some  public  health 
services  to  this  rural  unit  described. 

I  have  said  that  such  tiny  hospitals  are 
labeled  as  "sub-standard"  by  our  Medical 
Care  Commission  and  by  the  United  States 
Public  Health  -Service.  If,  in  the  construc- 
tion, maintenance,  and  servicing  of  such 
units,  we  are  to  be  guided  by  the  standards 
of  large  teaching  hospitals,  then  for  a  six- 
teen-bed  hospital  we  will  require  a  staff  of 
appi'oximately  thirty  salaried  persons.  Such 
a  plan  is  theoretically  perfect,  but  practically 
unworkable.  It  would  impose  a  burden  of 
cost  upon  the  patient  which  could  not  be 
met,  and  should  not  be  expected.  It  should 
be  realized  by  those  who  are  attempting  to 
solve  our  problems  of  medical  legislation  that 
provision  of  superfluous  benefits  for  the 
hospitalized  farmer  will  not  aid  in  his  com- 
plete medical  care.  The  men  who  seek  a 
country  practice  are  neither  so  idle  nor  so 
foolish  as  to  believe  that  they  can  care  for 
100  per  cent  of  their  cases  in  general  prac- 
tice: but  they  will  justly  demand  facilities 
to  provide  for  modern  treatment  of  the  great 
majority  of  their  patients,  and  these  facili- 
ties are  not  being  made  available  under  our 
present  system  of  hospital  construction. 
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The  Importance  of  Medical  Legislation  in 
Preserving  the  Country  Doctor 

We  are  faced  with  the  picture  of  disap- 
pearing country  doctors.  These  men  are  not 
being  replaced,  since  no  twentieth-century 
physician  is  willing  to  practice  bad  medicine 
because  of  inadequate  hospital  facilities,  no 
matter  how  urgent  the  cause.  What  can  we, 
as  members  of  the  medical  profession,  do 
about  this  situation? 

For  many  years,  we  have  delegated  the  re- 
sponsibility and  the  privilege  of  medical  leg- 
islation to  men  whose  nearest  acquaintance 
with  the  actual  problems  of  medical  practice 
was  no  closer  than  a  university  teaching 
chair  or  the  handshake  of  a  pohtician.  If 
we  are  to  answer,  even  in  part,  our  respon- 
sibilities to  one  million  persons  within  this 
state,  we  must  admit  that  the  burden  for  the 
direction  of  medical  legislation  lies  squarely 
on  our  shoulders  and  our  shoulders  alone! 
We  must  look  honestly  upon  our  responsibili- 
ties to  the  great  rural  population  which  pro- 
vides for  the  prosperity  of  our  state.  We 
must  recognize  that  these  people  can  best  be 
served  by  an  increase  in  the  numbers  of  ru- 
ral physicians  who  can  provide  them  with 
on-the-spot  medical  service.  We  must  realize 
that,  unless  adequate  medical  facilities  are 
made  immediately  available  to  country  doc- 
tors, we  will  soon  be  without  any  properly 
trained  rural  physicians;  and  because  of  this 
deficit  we  will  have  failed  in  our  trust  to 
most  of  the  population  of  our  state.  If  we 
resolve  as  an  organized  group  of  profes- 
sional men  to  make  an  honest  effort  at  dic- 
tating our  medical  legislative  policy  to  the 
end  that  we  might  serve  the  country  physi- 
cian and  thus  increase  his  ranks,  improve  his 
position,  and  fulfill  our  obligation  to  our 
people,  we  must  take  upon  ourselves  the  bur- 
den of  enforcing  completion  of  a  medical 
care  and  hospital  construction  program 
which  will  be  aimed  directly  to  the  benefit 
of  the  country  doctor. 

I  am  asking  today  that  we  give  special 
consideration  to  the  man  who  chooses  a  life- 
time of  service  in  rural  areas  and  who  asks 
but  one  thing,  who  requires  but  one  solution 
to  his  eternal  problem — that  he  be  permitted 
to  practice  as  good  a  brand  of  medicine  as 
he  was  taught  in  medical  school.  That  brand 
of  medicine  can  only  be  practiced  by  an 
equal  adjustment  of  home,  office,  and  hos- 
pital practice  such  as  we  propose  to  see  in 
this  centurv.   If  we,  as  members  of  organized 


medicine,  do  not  insist  upon  extension  of 
proper  and  reasonable  privileges  to  the 
country  doctor  in  the  form  of  available  hos- 
pital facilities,  to  be  provided  by  state  and 
federal  governments,  together  with  com- 
munity planning,  we  are  failing  in  our  trust 
to  the  population  of  our  state  and  to  that 
group  of  practitioners  which  we  now  desig- 
nate as  the  disappearing  country  doctors. 

The  challenge  is  ours.  For  the  last  two 
decades  the  challenge  has  been  before  us  and 
we  have  failed  to  meet  it.  The  time  has  come 
to  insist  upon  a  sufficient  degree  of  control 
over  medical  legislation  to  permit  us  to  pro- 
vide adequate  hospital  facilities  for  the 
country  doctor,  that  he  may  increase  in 
number  and  improve  the  lot  of  our  rural 
population. 


THE  ROLE  OF  THE  GENERAL 

PRACTITIONER   IN  A   PROGRAM   OF 

ADEQUATE  MEDICAL  CARE 

J.  Street  Brewer,  :\I.D. 

ROSEBORO 

In  the  era  of  rugged  individualism  of  a 
century  or  even  a  generation  or  two  ago, 
sickness  was  a  matter  between  the  individ- 
ual and  his  doctor,  if  he  had  one.  But  not 
so  today.  Within  our  time,  the  problem  of 
the  sick  has  become  the  concern,  not  only  of 
the  individual  and  his  family,  but  also  of 
the  community  and  state,  and  latterly,  of  the 
national  goverimient.  The  first  agency  to 
manifest  concern  about  the  problem  of  sick- 
ness and  disease  was  the  Church.  The  Chris- 
tian Church  first  sought  to  relieve  distress 
':»>•  providing  for  the  needy  sick,  and  later 
for  the  sick  individual  of  whatever  social 
and  economic  status,  by  the  building  of  hos- 
pitals and  public  dispensaries.  Governmental 
agencies  concerned  themselves  first  about 
the  public  health,  beginning  with  the  estab- 
lishment of  local  health  units,  which  spread 
to  the  state  and  national  governments  and 
grew  into  the  splendid  program  of  public 
health  and  preventive  medicine  which  we 
know  today. 

It  is  not  surprising  that,  as  the  success 
of  governmental  administration  of  the  pub- 
lic health  program  became  apparent,  politi- 
cal leaders  began  to  ask  what  government 
could  do  in  the  field  of  curative  medicine. 
While  the  medical  profession  accepted, 
though  not  without  objection,  the  participa- 
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tion  of  the  government  in  the  field  of  public 
health,  it  was  not  ready  or  willing  to  do  so 
in  curative  medicine.  The  practicing  physi- 
cians of  the  land  felt  that  curative  medicine 
was  iheir  field  and  resented  the  threatened 
encroachment  of  a  program  of  socialized  and 
federalized  medicine.  The  line  is  drawn  and 
the  medical  profession  has  dug  in  for  battle. 

Inadequacies  of  the  Present-Day  Program 
of  Medical  Care 

The  present  system  of  medical  practice  has 
brought  to  the  American  people  the  best  in 
medical  care  that  the  world  has  ever  seen. 
We  have  almost  reached  the  very  pinnacle 
of  perfection  in  technical  and  professional 
skill.  Research  and  experiment  are  bringing 
forth  new  techniques  and  therapeutic  agents 
that  are  almost  unbelievably  successful  in 
the  relief  of  illness  and  the  restoration  of 
body  function.  But  it  is  charged  again.'^t  us 
that  we  have  failed  in  the  distribution  of 
medical  care  and  that  there  is  a  maladjust- 
ment and  irregularity  in  its  dispensation  to 
the  people.  That  the  people  are  not  satisfied 
is  evidenced  by  the  agitation  for  various 
plans  and  schemes  for  socialized  and  federal- 
ized medicine.  On  one  hand,  one  hears  com- 
plaints about  the  high  cost  of  medical  care; 
on  another,  that  doctors  are  too  scarce;  on 
another,  that  it  is  not  scarcity  of  doctors  but 
maldistribution ;  and  on  still  another,  that 
there  is  too  much  emphasis  on  specialization. 

In  the  face  of  this  criticism  and  dissatis- 
faction let  us  stop  for  a  moment  and  look 
at  ourselves.  We  seem  to  have  everything 
necessary  to  render  perfect  medical  service. 
We  have  the  finest  surgeons  and  other  spec- 
ialists in  the  world.  Our  hospitals  are  the 
most  elaborate  and  best  equipped  of  any  in 
the  world.  The  machinery  and  apparatus  for 
medical  and  surgical  practice  is  unsurpassed 
and  is  beyond  even  the  dream  of  most  other 
countries  in  the  world.  Why,  then,  are  the 
people  dissatisfied  ?  What  need  of  theirs  are 
we  as  a  profession  failing  to  meet? 

For  one  thing,  we  are  failing  to  meet  the 
needs  and  wishes  of  the  common  man.  We 
seem  to  have  forgotten  that  sickness  is  still 
an  individual  and  family  problem  and  that 
most  people,  in  spite  of  the  excellence  of  our 
hospitals,  had  rather  be  at  their  own  homes, 
in  their  own  beds,  when  sick.  In  our  laud- 
able desire  to  perfect  surgical  and  medical 
skill  and  technique  we  have  created  a  system 
in  which  too  often  we  have  to  bring  people 
to  medical  service  rather  than  take  the  skill 


of  the  doctor  and  his  services  to  them — and 
the  people  don't  like  it. 

Let  us  remember  that  it  is  the  common 
ailments  of  man  which  concern  most  people, 
and  which  form  their  basis  for  judging  the 
adequacy  of  our  service.  Few  families  ever 
need  a  bronchoscopist  or  a  brain  surgeon. 
Indeed,  most  of  them  rarely  need  any  kind 
of  sui  geon ;  but  every  family,  almost  every 
individual,  does  need  at  one  time  or  another 
a  doctor  for  one  or  more  of  the  common  ail- 
ments of  man.  Few  people  have  trouble  find- 
ing a  doctor  to  remove  an  appendix,  to  op- 
erate for  a  perforated  peptic  ulcer,  or  to 
perform  a  hysterectomy.  But  in  every  town, 
almost  every  neighborhood,  people  have 
trouble  in  finding  a  doctor  to  visit  a  sick 
child,  to  attend  a  case  of  renal  colic,  to  de- 
liver a  baby  in  the  home,  or  to  answer  a  call 
to  a  patient  with  a  pain  in  the  abdomen.  The 
pediatrician  can't  go;  he  is  busy  in  the  well- 
baby  clinic.  The  internist  is  busy  with  a  man 
from  the  athletic  club  who  wants  a  complete 
work-up  to  find  out  if  there  is  anything 
wrong.  The  obstetrician  is  doing  a  cesarean 
section,  and  most  of  the  other  specialists, 
if  they  are  not  busy,  do  not  make  calls  in  the 
home  or  see  a  patient  only  by  previous  ap- 
pointment. Who  then  is  to  go'?  Who  will 
answer  the  call'?  Obviously,  the  general 
practitioner  and  family  doctor.  But  he  is  in 
his  office,  twelve  patients  behind,  and  with 
seven  calls  ahead  when  he  does  go  out.  This 
situation,  gentlemen,  is  not  exaggerated.  It 
is  happening  every  day  in  many  cities  and 
towns  in  North  Carolina. 

The  Goieral  Practitioner  as  the  Answer 
to  Socialized  Medicine 

Our  profession  all  over  the  country  is  now 
in  the  process  of  taking  stock  of  itself.  Read 
the  journals,  the  newspapers,  the  reports  of 
the  trustees  of  the  American  Medical  Asso- 
ciation. Everywhere  we  find  evidence  that 
the  medical  profession  is  taking  stock  of 
itself,  and  none  too  soon.  If  we  ourselves 
do  not  work  out  and  oflfer  to  the  American 
people  an  adequate  program  of  medical  care 
at  a  price  they  can  afford  to  pay.  the  politi- 
cians and  the  reformers  are  going  to  take 
over  and  attempt  to  do  so  through  a  program 
of  tax-supported  and  federally  controlled 
medicine.  Of  course,  you  and  I  know  that 
such  a  program  is  doomed  to  failure,  but  if 
we  do  not  offer  a  program  that  is  adequate 
for  the  needs  and  wishes  of  the  people,  those 
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who  favoi-  socialized  medicine  will  make  the 
attempt. 

I  said  "adequate  for  the  needs  of  the 
people"  because  our  present  program  does 
not  meet  all  of  their  needs.  Seventy-five  to 
eighty  per  cent  of  the  medical  needs  of  the 
average  community  can  be  attended  to  by 
any  well-trained  medical  graduate.  But  for 
the  last  quarter  of  a  century  we  have  been 
setting  up  a  system  of  medical  education 
and  training  which  would  make  specialists 
of  most  doctors.  This  system  should  be 
changed  so  that  medical  education  and  train- 
ing would  prepare  most  doctors  for  the  gen- 
eral practice  of  medicine  and  to  serve  as 
family  physicians.  The  family  physician  has 
been  and  will  continue  to  be  the  mainstay  in 
any  adequate  program  of  medical  care.  Med- 
ical practice  in  the  United  States  has  grown 
great  because  it  was  built  around  the  gen- 
eral practitioner. 

Before  our  time,  every  doctor  was  a  gen- 
eral practitioner;  but  as  medical  knowledge 
grew  and  increased  and  new  techniques  were 
discovered,  the  field  broadened  and  doctors 
began  to  give  attention  to  certain  things  that 
interested  them  most.  Some  liked  to  operate 
and  so  gave  most  attention  to  surgery ; 
others  were  attracted  to  pathology,  and 
others  to  the  non-surgical  field  of  practice. 
This  development  was  fortunate,  because 
along  about  this  time  there  arose  a  great 
need  in  medicine  for  teachers,  men  with 
special  training  to  teach  and  to  head  depart- 
ments" in  the  medical  colleges  and  clinics 
that  were  beginning  to  spring  up  over  the 
country.  The  Johns  Hopkins  Medical  School 
is  an  example  of  this  answer  to  need,  and 
this  splendid  institution,  under  the  leader- 
ship of  Halsted,  Osier,  and  Welch,  began  to 
train  men  in  the  various  specialties  of  med- 
icine who  went  out  to  head  departments  in 
medical  schools  and  to  organize  and  direct 
group  clinics. 

Soon,  however,  almost  every  school  wanted 
to  train  men  for  specialization.  The  schools 
forgot  that  the  general  practitioner  is  the 
bedrock  upon  which  medical  practice  is  built. 
The  pendulum  toward  specialization  swung 
too  far,  but  now  it  has  begun  to  swing  back. 
Under  the  leadership  of  such  men  as  John- 
son and  Davison  of  our  own  state,  and 
others,  an  effort  is  being  made  to  regain 
lost  ground  and  to  establish  the  general  prac- 
titioner in  his  rightful  place  as  the  keystone 
in  an  adequate  program  of  medical  service 


that  will  reach  all  the  people. 

The  recent  pediatric  survey  made  in  North 
Carolina  drew  attention  to  the  fact  that  the 
mainstay  of  present-day  medical  service  is 
still  the  family  physician.  He  provides  75 
per  cent  of  all  private  care  given  to  children. 
The  pediatrician  provides  12  per  cent,  the 
remaining  13  per  cent  being  given  by  spec- 
ialists in  other  fields.  The  general  practi- 
tioner is  predominantly  concerned  with 
treating  the  sick.  That  is  his  function.  The 
pediatric  survey  shows  that  74  per  cent  of 
the  time  the  general  practitioner  spends 
with  child  patients  is  devoted  to  existing  ail- 
ments. The  general  practitioner  is  the  first 
line  of  defense  in  the  fight  against  disease. 
Likewise  he  should  be  in  the  first  line  of 
offense  in  a  program  of  preventive  medicine. 

The  present  system  of  medical  education 
and  training,  in  which  too  many  doctors  are 
encouraged  to  be  specialists,  is  partially  re- 
sponsible for  the  maldistribution  of  doctors. 
Obviously,  a  young  doctor  who  spends  five 
to  seven  years  preparing  for  a  specialty  can- 
not go  to  a  town  of  1000  to  5000  population 
and  expect  to  make  a  living.  There  are  hun- 
dreds of  such  towns  in  North  Carolina  which 
cannot  support  a  specialist  but  which  need 
the  services  of  a  good  doctor  and  will  pay 
him  a  handsome  return  for  them.  A  large 
majority  of  the  people  of  North  Carolina 
live  in  the  rural  districts  and  in  small  towns 
and  cities.  They  do  not  need  a  medical  ex- 
pert except  occasionally.  But  they  do  need 
doctors  of  good  training  and  common  sense 
who  can  set  a  broken  leg,  reduce  a  dislocated 
joint,  deliver  a  baby,  treat  a  case  of  gall- 
stone colic,  and  without  laboratory  aids  have 
at  least  a  fair  idea  as  to  whether  a  case  of 
coma  is  due  to  uremia,  diabetic  acidosis,  or 
brain  tumor.  Obviously  the  only  doctor  who 
can  be  expected  to  do  all  these  things  is  the 
j^eneral  practitioner. 

The  recent  advances  in  medicine  have 
i:layed  right  into  the  hands  of  the  general 
practitioner  in  small  towns  and  rural  com- 
munities. An  x-ray  machine  is  now  within 
the  financial  reach  of  any  doctor  who  wants 
to  put  one  in  his  office,  and  obviously  one 
does  not  have  to  have  several  years  of  train- 
ing in  radiology  to  diagnose  a  broken  bone. 
With  a  little  study  one  can  soon  learn  to  tell 
something  about  tuberculosis  by  means  of 
the  fiuoroscope  and  x-ray;  he  can  tell 
whether  a  gallbladder  fills  with  dye,  and  can 
see   a   stone   in   the   kidnev   or   ureter   and 
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bladder.  Chemotherapy  and  the  antibiotics 
have  made  it  possible  for  the  general  prac- 
titionei  to  treat  and  cure  a  host  of  infections 
for  which  it  was  formerly  necessary  to  hos- 
pitalize the  patient,  and  in  which  skilled 
care  was  required  for  recovery.  Now  under 
the  influence  of  sulfonamides  and  penicillin 
these  infections  melt  away  almost  overnight. 
Patients  with  otitis  media,  mastoiditis,  pneu- 
monia, cellulitis,  meningitis,  pelvic  infec- 
tions, and  even  osteomyelitis  no  longer  need 
to  see  a  specialist  and  usually  don't  have  to 
be  hospitalized. 

The  well  trained  general  practitioner  of 
the  future  should  care  for  85  per  cent  or  90 
per  cent  of  the  ailments  for  which  people 
consult  doctors.  Let  our  medical  educators 
and  hospital  trustees  recognize  that  any  ade- 
quate program  of  medical  service  which  can 
be  delivered  to  the  people  at  a  price  they  can 
afford  to  pay  must  be  built  around  the  gen- 
eral practitioner.  Then  we  shall  soon  see  in 
this  country  a  profession  that  is  regaining 
the  love  and  respect  of  the  people,  and  all 
these  fantastic  schemes  of  socialized  and  fed- 
eralized medicine  will  die  a-borning. 

Hotr  the  Gevcrul  Practitioner  Can 
Fulfill  His  Role 

Let  not  the  general  practitioner  develop 
any  sense  of  self-righteousness,  but  rather 
let  him  re-examine  himself  and  the  work 
that  he  has  done  and  he  will  find  that  he  has 
not  been  without  his  faults.  He  is  in  a  large 
measure  responsible  for  the  trend  toward 
specialization,  and  in  part  for  the  awe  and 
reverence  in  which  the  average  person  holds 
a  specialist.  Rather  than  study  a  little  and 
work  Ihe  thing  out  himself,  the  general  prac- 
titioner has  too  often  been  content  to  say 
to  the  patient  with  an  unusual  or  compli- 
cated illness.  "You  had  better  go  to  the  city 
and  consult  a  specialist."  He  has  too  often 
neglected  to  make  a  thorough  examination, 
an  examination  which  he  was  entirely  ca- 
pable of  doing,  but  too  careless  to  do.  Many 
times  he  has  missed  the  boat  because  he  did 
not  make  a  rectal  or  vaginal  examination  in 
a  bleeding  man  or  woman.  Too  often  he  has 
failed  to  discover  diabetes  because  he  did 
not  examine  the  urine.  Too  many  patients 
have  passed  the  stage  of  operation  because 
their  family  doctor  just  did  not  think  of 
brain  tumor  as  a  common  cause  of  headache. 
In  obstetrics  he  has  too  often  employed 
Pitocin,  and  has  often  rushed  in  where  an- 


gels would  fear  to  tread.   Too  many  times  he 
has  refused  to  make  a  night  call. 

Let  the  general  practitioner  of  the  future 
stop  apologizing  because  he  is  in  general 
practice.  Let  him  use  his  intelligence  and 
his  energy  and  have  the  interest  to  study  and 
work  out  difficult  cases  for  himself,  but  let 
him  ask  for  consultations  whenever  they  are 
needed.  Let  him  remember  that  it  is  he  who 
first  sees  the  patient,  and  that  if  an  appendix 
ruptures  or  a  peptic  ulcer  perforates  it  is 
he  that  is  at  fault  and  not  the  surgeon.  Let 
him  remember  that  if  foreign  bodies  in  the 
lung  are  not  discovered  before  abscess  and 
pneumonia  develop,  it  is  his  and  not  the 
bronchoscopist's  fault.  Let  him  highly  re- 
solve that,  as  he  is  the  chief  pillar  on  which 
medical  care  is  built,  he  will  do  all  in  his 
power  to  educate  himself  and  to  keep  abreast 
of  the  times.  Then  he  will  be  prepared  to 
serve  so  capably  and  efl^ciently  that  the  wel- 
fare of  the  patient  may  be  assured. 

THE  ADVANTAGES  OF  MEMBERSHIP 

IN  THE  AMERICAN  ACADEMY  OF 

GENERAL  PRACTICE 

Forest  M.  Houser,  M.D. 

Cherryville 

When  I  was  asked  by  the  chairman  to 
present  this  paper  to  the  Section  on  General 
Practice,  no  united  effort  had  been  made  to 
establish  a  North  Carolina  Chapter  of  the 
American  Academy  of  General  Practice.  At 
present  ve  have  in  North  Carolina  an  active 
chapter  which  is  associated  with  the  national 
organization. 

The  American  Academy  of  General  Prac- 
tice was  founded  -June  10.  1947,  at  Atlantic 
City,  during  the  meeting  of  the  American 
Medical  Association.  It  is  a  national  associ- 
ation of  general  practitioners  of  medicine 
and  surgery.  Although  perhaps  quite  a  num- 
ber of  you  present  are  already  members  of 
the  Academy  of  General  Practice  and  know 
the  principles  of  the  organization,  there  may 
be  some  who  would  like  to  know  something 
more  about  the  organization  and  what  it 
stands  for. 

Requirements  for  Admission 

A  candidate  for  membership  must  be  a 
graduate  of  an  approved  medical  school  and 
must  have  had  at  least  one  year's  rotating 
internship  in  an  approved  hospital.  He  must 
be  a  member  of  his  countv  medical  societv 
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and  licensed  to  practice  medicine  and  surgery 
in  the  state  of  his  residence.  He  must  be  of 
high  moral  and  ethical  character,  must  have 
shown  his  interest  in  continuing  his  medical 
advancement,  and  must  not  limit  his  practice 
to  a  particular  field  of  medicine  or  surgery. 
The  candidate  shall  have  been  engaged  in  the 
general  practice  of  medicinefor  at  least  three 
years,  although  credit  has  been  given  for 
service  in  the  Medical  Corps  of  the  armed 
forces. 

Membership  as  an  I)ice)itive  to 
Better  Practice 

To  me  one  of  the  main  advantages  of 
membership  in  the  American  Academy  of 
General  Practice  is  the  personal  satisfaction 
of  knowing  that  every  general  practitioner 
who  is  a  member  is  doing  all  in  his  power 
to  become  a  better  doctor,  and  therefore  is 
doing  his  utmost  for  the  patients  on  Avhom 
he  is  called  to  serve.  In  this  connection  I 
cannot  help  but  recall  the  services  i-endered 
by  my  father,  who  was  a  general  practi- 
tioner ;  for  he,  like  many  of  the  other  general 
practitioners  of  the  decades  just  past,  was  a 
real  doctor  of  medicine.  In  close  association 
with  my  father  for  many  years  in  my  high 
school,  college,  and  medical  school  years,  I 
learned  to  know  just  how  much  the  family 
doctor  really  meant  to  his  patients.  The 
doctor  was  not  only  their  medical  adviser, 
but  often  their  counselor  in  matters  foreign 
to  medicine. 

In  my  early  practice  I  had  quite  a  bit  of 
the  old  type  of  counseling  to  perform.  Lately, 
however,  there  has  been  quite  a  change  in 
the  attitude  of  patients  toward  the  general 
practitioner  as  well  as  in  the  attitude  of  the 
general  practitioner  toward  the  patient.  To- 
day we  have  so  many  more  specialized  and 
specific  methods  of  examination  and  treat- 
ment, and  time  seems  so  limited,  that  we 
are  no  longer  general  counselors  to  our 
patients,  but  limit  all  of  our  time  and  energy 
to  the  medical  aspect  of  a  case.  I  am  not 
advocating  that  we  revert  to  the  old  way  of 
general  practice,  but  I  do  believe  that  we 
could  do  a  great  deal  more  for  our  patients  if 
we  could  regain  some  of  those  lost  arts  of 
the  practice  of  medicine.  And  it  is  in  this 
respect  that,  in  my  opinion,  we  will  obtain 
the  greatest  good  and  most  advantages  from 
membership  in  the  American  Academy  of 
General  Practice.  As  I  will  tell  you  later  of 
some  of  the  aims  and  purposes  of  the  Ameri- 
can Academy  of  General  Practice,  vou  will 


readily  see  just  what  I  mean.  By  having  an 
organization  limited  to  general  practitioners 
we  will  be  able  to  exchange  thoughts,  ideas, 
and  experiences  which  will  benefit  other 
members.  We  will  be  required  to  keep 
abreast  of  all  advancement,  should  we  de- 
sire to  retain  our  membership  in  the  Acad- 
emy. 

The  main  objectives  of  the  Academy  are 
to  improve  standards  and  quality  in  general 
practice.  Its  purposes  are  set  forth  in  the 
Constitution  of  the  Academy  as  follows'": 

"1.  To  promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and   surgery. 

"2.  To  encourage  and  assist  young  men  and  women 
in  preparing,  qualifying,  and  establishing 
themselves  in  general  practice. 

"3.  To  protect  the  right  of  the  General  Practi- 
tioner to  engage  in  medical  and  surgical  pro- 
cedures for  which  he  is  qualified  by  training 
and  experience. 

"4.  To  assist  in  providing  Post  Graduate  study 
courses  for  General  Practitioners,  and  to  en- 
courage and  assist  practicing  physicians  and 
surgeons  in  participating  in  such  training. 

"5.  To  advance  medical  science  and  private  and 
public  health." 

Membership    as    a    Protection    against 

E)icroachme)it    on    the    Rights    of 

the  General  Practitioner 

The  Academy  also  has  as  its  aim  the  con- 
centration of  effort  on  the  part  of  the  gen- 
eral practitioner,  to  provide  security  against 
invasion  and  intrusion  by  any  outside  group 
which  may  attempt  to  determine  the  policies 
for  general  practitioners.  The  organization 
serves  as  a  medium  to  rivet  the  loose  ends 
of  general  practice,  and  as  an  agent  to  pro- 
tect, defend,  and  safeguard  the  practitioner 
against  all  opposing  forces'-'. 

Furthermore,  the  Academy  will  do  all  in 
its  power  to  assure  that  every  competent 
general  practitioner  will  be  privileged  to 
hospitalize  any  of  his  patients  who  require 
hospital  facilities,  and  it  will  oppose  any  hos- 
pital regulations  which  confine  staff  mem- 
bership or  the  right  to  perform  certain  medi- 
cal and  surgical  procedures  to  specialists 
who  have  been  certified  by  the  respective 
specialty  boards.  The  Academy  plans  to  work 
in  close  harmony  and  cooperation  with  the 
American  Medical  Association,  the  Council 
on  Medical  Education  and  Hospitals,  and 
other  councils  and  bureaus  of  the  American 
Medical  Association'-''. 

1.  The    Constitution    of    tlie    American    Academy    of    General 
Practice, 

2.  Tlie  American   Acailemy  of  General   Practice  Xews  Letter 
of  .lanuaiT.    194s. 

3.  An    Introduction    to    tlie    .\nierican    Academy    of    General 
Practice. 
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Membership  as  Certification  for 
General  Practice 

At  present  there  is  no  certifying  board  to 
examine  general  practitioners,  but  for  the 
general  practitioner  membership  in  the 
Academy  corresponds  to  a  certification  by 
a  board  for  the  specialist''". 

Conclusion 

The  Academy  expects  to  increase  the 
quality  and  raise  the  standards  of  general 
practice  by  encouraging  general  practi- 
tioners to  pursue  graduate  study  and  to  at- 
tend regular  medical  society  meetings,  hos- 
pital staff  meetings  and  other  related  meet- 
ings ;  and  by  establishing  a  standard  toward 
which  general  practitioners  will  be  expected 
to  strive'^'. 

Discussion 

Chairman  Moss:  This  concludes  the  planned  part 
of  our  program  and  I'm  going  to  ask  Dr.  Davison 
to  open  the  discussion. 

Dr.  W.  C.  Davison  (Durham):  I  have  heard  many 
panel  discussions  on  general  practice,  but  nevei'  a 
better  one  than  has  been  presented  to  us  today.  '.Ve 
are  to  be  congratulated  on  having  had  this  cr.vc-ful 
delineation  of  the  problem.  At  present,  .'')3  per  cent 
of  the  doctors  in  this  country  are,  or  claim  to  be,  or 
are  training  to  be  specialists,  and  yet  an  analysis 
of  a  family  doctor's  practice  will  demonstrate  that 
less  than  15  per  cent  of  patients  need  a  specialist. 
I  realize  that  the  medical  schools  probably  are  as 
much  to  blame  as  anything  else  for  this  lov;  per- 
centage of  general  practitioners.  More  medical 
schools  should  follow  Dr.  Wingate  Johnson's  ex- 
ample at  the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College  in  having  a  course  in  family 
practice  for  third-  and  fourth-year  students,  in 
which  the  common  problems  encountered  by  physi- 
cians in  caring  for  patients  at  home  are  discussed 
and  illustrated  by  actual  case  histories.  Our  school 
hopes  to  encourage  more  students  to  go  into  rural 
practice  by  arranging  with  family  doctors  to  serve 
as  preceptors  for  students  who  wish  to  spend  two 
weeks  in  general  practice  during  their  senior  year — 
a  plan  which  has  been  tried  in  California.  I  am 
grateful  to  Dr.  Amos  N.  Johnson  and  Dr.  J.  Street 
Brewer  for  their  assistance  in  this  program.  The 
seniors  who  have  spent  two  weeks  with  them  are 
enthusiastic   about   general   practice. 

As  you  know,  one  of  the  greatest  problems  in 
medical  care  is  the  dearth  of  rural  general  practi- 
tioners. City  students  rarely  will  practice  in  the 
country;  therefore  the  most  etfective  means  of  meet- 
ing this  problem  is  the  enrollment  of  more  country 
students  in  medical  schools.  Unfortunately,  at  pres- 
ent there  are  too  few.  A  recent  national  survey  of 
6,011  first-year  medical  students  revealed  that  only 
12  listed  an  address  on  a  rural  route;  yet  nearly 
half  of  our  population  is  rural.  One  of  the  reasons 
for  this  lack  of  rural  students  is  that  graduates  of 
rural  high  schools  often  are  so  poorly  prepared  that 
they  have  difficulty  in  making  satisfactory  marks 
in  the  premedical  course  in  college.  Admission  com- 
mittees of  medical  schools  are  anxious  not  to  admit 

4.    An    Invitation    from    tlie    American    Academy    of    General 
Pi"actice. 


students  who  are  likely  to  fail,  and  experience  has 
shown  that  students  who  have  made  poor  college 
records  usually  have  difficulty  in  medical  school.  I 
believe  that  a  tutoring  program  for  students  of 
rural  high  schools  would  enable  them  to  have  satis- 
factory college  records,  so  that  the  admission  com- 
mittees of  medical  schools  would  have  no  hesitancy 
in  admitting  them. 

Equally  important,  as  Dr.  George  F.  Bond  has  so 
ably  showed,  is  the  need  for  hospital  facilities  in 
rural  communities.  A  five-  to  fifteen-bed  clinic  with 
an  x-ray  machine  and  a  laboratory  technician  will, 
as  Dr.  Bond  said,  make  twentieth-century  medicine 
practical  in  the  country. 

I  also  believe  that  the  new  Academy  of  General 
Practice,  with  its  high  standards  and  enthusiasm, 
will  make  this  field  more  attractive  for  young  grad- 
uates. Too  many  of  them,  at  present,  have  the  er- 
roneous idea  that  general  practice  is  something  that 
specialists  didn't  want. 

Dr.  M.  A.  Bowers  (Winston-Salem):  I  practice  in 
the  city.  One  of  our  problems  is  that  the  people 
have  been  educated  to  such  an  extent  that  they  think 
the  only  doctors  worth  anything  are  the  specialists. 
I  don't  get  as  many  night  calls  now  as  I  got  a  few 
years  ago,  and  I  think  the  other  general  practi- 
tioners will  say  the  same  thing.  People  start  out 
to  call  a  specialist,  and  when  the  specialists  won't 
go,  they  give  up  and  say  they  can't  get  a  doctor. 
The  medical  profession  gets  criticized  because  people 
can't  get  doctors  at  night,  yet  it  is  the  people's 
fault.  How  are  we  going  to  get  the  public  to  realize 
that  their  key  men  for  medical  care  should  be  gen- 
eral practitioners  ? 

Chairman  Moss:  Thank  you.  Dr.  Bowers.  I  be- 
lieve that  your  question  comes  within  the  realm  of 
Dr.  Brewer's  paper,  and  I'm  going  to  ask  him  to 
try  to  answer  your  question. 

Dr.  Lester  Crowell  (Lincolnton) :  I  firmly  believe 
that  a  great  many  doctors,  as  Dr.  Bond  pointed  out, 
would  be  willing  to  go  into  the  areas  where  medical 
service  is  needed  if  they  had  the  proper  workshop 
to  work  in.  I  have  tried  to  find  out  what  is  holding 
up  the  expenditure  of  funds  by  the  Medical  Cai'e 
Commission  in  the  places  where  they  are  most 
needed — that  is.  in  the  rural  districts.  I  believe  the 
trouble  is  that  the  standards  set  up  by  the  United 
States  Public  Health  Service  are  too  elaborate  for 
the  needs  of  the  physicians  practicing  in  the  rural 
areas.  I  think  that  something  ought  to  be  done  to 
overcome  that  obstacle,  or  else  the  wrath  of  the 
American  people  will  descend  on  the  medical  profes- 
sion unjustly. 

Chairman  Moss:  Thank  you,  Dr.  Crowell.  Dr. 
Brewer,  I  believe,  is  ready  to  attempt  to  answer  one 
of  the  questions. 

Dr.  Brewer:  When  you  bring  up  the  question  of 
the  public's  responsibility  for  cooperating  with  the 
general  practitioners  in  the  program  of  medical 
care,  you've  opened  up  a  big  field.  The  public  bears 
a  large  share  of  responsibility  in  this  thing.  Not 
only  do  they  demand  specialists;  they  want  to  get 
their  medical  care,  as  well  as  their  shoes  and  hats, 
in  a  larger  to\\m  than  the  one  they  live  in.  If  they 
live  in  my  town,  they  want  to  go  to  Raleigh;  if  they 
live  in  Raleigh,  they  want  to  go  to  Richmond. 

What  are  we  going  to  do  about  it?  One  thing  we 
can  do  is  to  take  every  opportunity  to  speak  on 
medical  care  before  civic  clubs  and  other  organiza- 
tions. We  general  practitioners  might  also  speak 
to  the  members  of  the  Public  Relations  Committee 
of  the  State  Medical  Society.  They  might  do  some- 
thing to  teach  the  people  what  kind  of  doctor  to 
call  when  they  get  sick. 

I  want  to  say  one  other  thing  regarding  the 
question  of  building  hospital  facilities  in  small  towns 
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and  communities.  Being  a  membei-  of  the  Medical 
Care  Commission,  I'm  very  keenly  aware  of  the 
problem.  As  has  already  been  pointed  out  here,  the 
smaller  towns  can't  build  these  clinics  according  to 
the  standards  set  forth  by  the  United  States  Public 
Health  Service.  They  are  too  high.  What  can  you 
do  about  it  ?  You  can  do  a  lot  about  it.  Write  the 
Surgeon  General  of  the  United  States  Health  Serv- 
ice. See  your  congressman  and  tell  him  the  stand- 
ards are  too  high.  Write  Senator  Hoey  and  Senator 
Umstead.  If  the  standards  are  to  be  lowered,  it  will 
have  to  be  done  in  that  way,  and  I  think  it  is  a 
very  effective  way  for  approaching  this  problem 
and  remedying  it. 

Dr.  Amos  N.  .Johnson  (Garland):  I  am  on  the 
Public  Relations  Committee  appointed  by  the  IMedi- 
cal  Society.  We  have  discussed  all  these  matters 
and  many  more  in  regard  to  our  relationship  with 
the  public,  and  we  hope  to  get  over  a  program 
which  will  become  better  from  year  to  yeai'.  If  you 
gentlemen  will  help  us  to  get  an  appropriation  ade- 
quate to  get  something  done,  we'll  certainly  try  to 
take  care  of  this  problem  and  others. 


EPILEPTIC  SEIZURES  EASILY 

CONFUSED  WITH   FUNCTIONAL 

MENTAL  DISORDERS 

Richard  L.  Masland,  M.D.* 
Winston-Salem 

During  the  past  thirty  years,  and  in  con- 
junction with  a  growing  understanding  of 
the  psychopathology  of  mental  disease,  there 
has  been  an  increasing  tendency  for  the 
fields  of  psychiatry  and  organic  neurology 
to  draw  apart.  Progressive  psychiatrists, 
concerned  more  and  more  with  psychobiol- 
ogy,  have  felt  in  many  instances  that  their 
work  was  hampered  and  limited  by  strict 
concern  over  the  anatomic  basis  of  mental 
symptoms.  Furthermore,  it  has  become  in- 
creasingly evident  that  the  relationship  of 
psj'chiatry  to  neurology  is  in  many  ways 
little  closer  than  its  relationship  to  other 
specialties  such  as  gastroenterology,  cardi- 
ology, and  gynecology.  The  close  interrela- 
tion between  mental  and  physical  disease  has 
become  clearly  apparent,  and  the  part  which 
psychiatry  must  play  in  the  understanding 
of  disease  has  thus  become  well  established. 

In  connection  with  this  trend — which  has 
been  such  a  favorable  one  for  psychiatry 
and,  in  fact,  for  all  of  medicine — there  has 
been  an  unfortunate  tendency  on  the  part 
of  some  to  feel  that  one  can  consider  the 
mind  as  separate  from  the  brain,  and  to 
overlook  the  fact  that  one  cannot  have  men- 
tal function   without   a   nervous   svstem    in 


*  Assistant  Professor  of  \europsvcliiatrv.  Bowman  Grav 
School  of  Medicine  of  Wake  Forest  Colleie,  Winston-Salem, 
N'ortli  Carolina. 


which  the  mental  processes  take  place.  The 
fallacy  of  this  point  of  view  is  most  strik- 
ingly apparent  when  one  considers  those  pa- 
tients whose  mental  symptoms  are  found  to 
be  closely  related  to  organic  brain  disease. 
Cases  of  this  sort  lie  on  what  may  be 
thought  of  as  the  borderland  of  neurology 
and  psychiatry.  Il^■  such  patients  the  symp- 
toms of  brain  disease  manifest  themselves 
as  mental  ones,  distinguished  with  difliculty 
from  functional  disorders  of  the  psyche. 
Cases  of  this  sort  are  important  from  sev- 
eral points  of  view.  For  one  thing,  they  fre- 
quently require  medical  or  surgical  therapy ; 
and  for  this  reason,  it  is  essential  that  they 
should  be  recognized  and  treated  early. 
Apart  from  this  purely  practical  aspect,  such 
cases  are  important  because  of  the  knowl- 
edge which  they  may  give  us  concerning  the 
nature  of  mental  activity.  We  know  all  too 
little  of  the  functional  processes  which 
underlie  such  mental  functions  as  memory- 
recall  and  association ;  yet  disorders  of  these 
functions  make  up  a  large  part  of  a  psychia- 
trist's practice. 

Cas^e  Reports 

With  these  facts  in  mind,  I  wish  to  present 
the  following  cases  of  epilepsy  in  which  men- 
tal symptoms  predominated.  Some  of  the 
abnormal  behavior  of  these  patients  resulted 
from  pathologic  overactivity  of  a  part  of 
the  brain. 

Case  1 

A  56-year-old  man  complained  of  fainting  attacks 
and  periods  of  lapse  of  memory.  His  past  history 
is  as  follows: 

At  the  age  of  10.  the  patient  had  rheumatic  fever, 
followed  by  chorea  which  lasted  several  months  and 
cleared  un  without  residual  symptoms.  He  had  no 
other  childhood  illness  of  significance.  After  finish- 
ing high  school,  he  started  taking  a  course  of  train- 
ing in  criminology.  He  had  hoped  to  complete  a  four- 
year  college  course,  but  his  finances  were  limited 
and  he  was  forced  to  discontinue  his  trainine  after 
eighteen  months.  This  was  a  great  disappointment 
to  him.  as  he  had  hoped  to  enter  government  service. 
Instead,  he  was  forced  to  take  a  position  with  a 
private  detective  agency,  where  he  worked  for  seven 
years. 

The  patient  stated  that  during  this  period  of  time 
no  one  except  his  emplovers  knew  the  nature  of  his 
employment — not  even  his  wife.  In  order  for  him 
to  carry  out  certain  types  of  work,  it  was  necessary 
for  him  on  several  occasions  to  appear  to  have  been 
guilty  of  misdemeanors.  These  situations  were  diffi- 
cult to  explain  to  his  wife.  Furthermore,  his  work 
required  him  to  stay  away  from  home  for  long 
periods  of  time  in  other  cities.  On  one  occasion,  he 
returned  unexpectedly  from  such  a  business  trip 
and  found  his  wife  in  the  company  of  one  of  his 
good  friends.  This  discovery  was  a  severe  shock  to 
him,  since  he  had  always  laeen  faithful  to  her.  He 
was  undecided  what  to  do  for  some  period  of  time; 
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he  finally  decided  to  forgive  her,  and  a  reconcilia- 
tion was  effected.  Shortly  after  this  occurrence  the 
patient  decided  that  it  would  not  be  advisable  for 
him  to  continue  as  a  private  detective,  and  he  ob- 
tained a  clerical  job  in  a  stationery  store  in  a  large 
city.  He  continueil  this  work  for  twenty  years,  for 
the  last  ten  years  of  which  he  held  a  rather  respon- 
sible position  as  manager  of  the  store. 

At  the  age  of  47,  he  had  his  tirst  episode  of  un- 
consciousness. 10  tne  best  of  nis  knowledge,  he  had 
not  been  disturbed  by  any  unusual  circumstances 
and  was  emotionally  at  ease.  He  was  sitting  in  the 
store  having  a  quiet  lunch,  when  suddenly,  without 
warning,  he  lose  consciousness,  fie  did  not  know 
what  happened,  but  he  regained  consciousness  an 
hour  or  so  later  in  a  doctor  s  oitice.  Attacks  of  this 
sort  had  recurred  on  three  or  four  occasions  since 
that  time.  11  had  never  been  ascertained  whether 
these  were  fainting  spells  or  convulsions.  Although 
tne  patient  continued  to  work  for  about  a  year  after 
the  hrst  attack,  there  was  a  change  in  his  disposi- 
tion. He  became  irritable,  his  judgment  could  not  be 
relied  upon,  and  it  was  eventually  necessary  for  him 
to  be  retired  from  his  position  as  manager  of  the 
store. 

From  that  time  on,  there  was  a  gradual  and  pro- 
gressive change  in  the  patient's  personality,  charac- 
terized by  unreasonableness,  outbursts  of  temper, 
and  depression.  In  addition,  starting  at  about  the 
age  of  5-i,  the  patient  began  having  lapses  of  mem- 
ory which  were  distinct  from  his  generalized  at- 
tacks. A  typical  attack  was  described  by  the  patient 
somewhat  as  follows:  "  A  feeling  of  faintness  came 
over  me,  as  though  I  could  see  you,  but  I  could  not 
know  where  1  was  or  who  you  were.  This  feeling- 
lasted  for  a  little  while,  maybe  about  five  minutes, 
and  then  it  faded  away;  but  after  that,  I  couldn't 
remember  my  name  or  my  wife's  name,  or  even 
very  much  where  I  was.  In  about  an  hour,  these 
things  came  back  to  me  and  then  I  felt  just  as 
well  as  ever." 

Attacks  of  this  sort  occurred  several  times  a 
week,  usually  lasting  for  about  fifteen  minutes.  In 
addition,  the  patient  was  known  to  have  had  at 
least  three  episodes  of  paroxysmal  tachycardia. 
These  episodes  had  usually  occurred  at  times  when 
the  patient  was  nervous  or  disturbed.  However, 
examination  appeared  to  indicate  that  it  was  a 
true  tachycardia,  and  the  cessation  of  the  attack 
was  abrupt  in  character.  The  patient  also  com- 
plained of  his  own  unreasonable  behavior.  One  day 
he  walked  into  a  candy  store,  and  was  having  some 
difficulty  in  selecting  the  particular  brand  of  candy 
which  he  wanted  to  take  with  him.  The  clerk  did 
not  seem  to  be  very  much  interested  in  helping  him 
with  his  selection.  Finally  he  l)ecame  angry  and  said 
to  the  clerk,  "If  you  can't  take  better  care  of  your 
customers  than  this,  I'm  not  going  to  deal  with  such 
a  low-grade  store  any  more."  He  then  stamped  out 
of  the  store.  Afterwards,  he  said  to  himself,  "Paul, 
what  a  fool  you  made  of  yourself!" 

On  examination,  the  patient  appeared  to  be  about 
his  stated  age  of  .56.  His  mood  was  generally  one 
of  depression.  He  showed  a  high  degree  of  irrit- 
ability and  tension  in  discussing  some  of  his  diffi- 
culties and  in  response  to  his  immediate  surround- 
ings. A  number  of  strong  emotional  trends  were  dis- 
covered during  the  course  of  a  series  of  psychiatric 
interviews.  It  was  evident  that  the  patient  still 
harbored  a  great  deal  of  resentment  toward  his  wife 
for  her  unfaithfulness  to  him,  which  had  occurred 
nine  years  prior  to  the  examination.  Although  super- 
ficially he  had  forgiven  her,  it  was  obvious  that  in 
speaking  of  the  incident  he  was  emotionally  dis- 
turbed, occasionally  weeping  and  appearing  ex- 
tremely  tense.    The    patient    also    evidenced    strong 


hostility  toward  his  father.  He  indicated  that  his 
father  had  been  a  strict  disciplinarian  and  had  never 
provided  the  patient  with  the  necessities  which  he 
required;  he  had,  in  fact,  failed  to  assist  him  in  ob- 
taining an  education  which  would  have  made  it  pos- 
sible for  him  to  follow  his  desired  career  as  a  fed- 
eral detective.  In  his  more  immediate  surroundings, 
the  patient  had  had  bitter  controversy  with  his  land- 
lord, with  his  neighbors,  and  even  with  the  people 
in  his  church  who  had  been  providing  him  with  some 
of  the  necessities  of  life. 

On  the  basis  of  these  findings  and  because  of  the 
highly  emotional  coloring  of  the  patient's  seizures, 
it  was  thought  at  first  that  the  disturbance  might 
be  purely  functional  in  character.  Further  study, 
however,  revealed  some  definite  intellectual  defects. 
The  patient's  memory  was  poor  for  recent  events. 
He  had  difficulty  in  recalling  the  ages  of  his  chil- 
dren, or  the  events  which  had  taken  place  within  a 
few  days  prior  to  the  examination.  He  was  poor  in 
mathematics,  having  difficulty  in  subtracting  sevens 
from  one  hundred.  The  patient  was  very  mucTi  dis- 
turbed when  he  discovered  this  to  be  the  case,  re- 
marking that  he  had  been  an  honor  student  in 
mathematics  at  school.  On  the  basis  of  these  find- 
ings, an  electroencephalogram  was  carried  out.  The 
tracing  showed  clear-cut  abnormality  centering  in 
the  frontal  lobes  and  characterized  by  the  presence 
of  slow  wave  discharges  and  occasional  epileptiform 
spikes. 

The  patient  was  given  phenobarbital,  1  grain 
three  times  a  day,  and  Dilantin,  fii  grains  twice  a 
day.  On  this  medication,  there  was  a  striking  change 
in  his  condition.  He  ceased  having  the  generalized 
seizures,  which  had  been  rather  infrequent,  and  also 
the  attacks  of  loss  of  memory,  which  had  been  oc- 
curring several  times  a  week.  For  a  period  of  four 
months  following  the  institution  of  therapy,  he  was 
completely  free  of  any  seizures.  With  the  disappear- 
ance of  his  seizures,  his  irritability  and  depression 
were  greatly  improved,  although  the  underlying  de- 
ficiencies of  judgment  and  intellect  did  not  show 
any  change.  The  patient  was  continued  on  this  medi- 
cation for  a  period  of  approximately  six  months. 
At  the  end  of  this  time,  there  was  a  recurrence  of 
occasional  minor  attacks.  In  addition,  increasing  in- 
tellectual deterioration  became  apparent,  and  event- 
ually confinement  in  an  institution  became  impera- 
tive. 

It  is  felt  that  this  patient  represents  an  example 
of  presenile  dementia,  with  the  onset  characterized 
by  minor  epileptiform  seizures  arising  either  in  the 
frontal  or  temporal  lobe  and  characterized  by  men- 
tal disturbances  easily  mistaken  for  functional  dis- 
ease. 

Case  2 

A  married  white  woman,  27  years  old,  complained 
of  staring  spells  and  convulsions.  The  onset  of  her 
illness  occurred  when  she  was  18  years  old  and  had 
returned  home  from  college  for  the  Christmas  holi- 
days. The  first  attack  came  on  after  a  dance.  At 
about  11  o'clock  in  the  morning  her  mother  found 
her  staring  in  front  of  a  mirror,  immobile  and  un- 
responsive. The  patient's  face  was  flushed  and  her 
eyes  looked  blurry.  After  being  led  to  bed,  she 
looked  at  her  watch  and  asked  what  time  it  was. 
She  seemed  to  come  to  in  about  ten  or  fifteen  min- 
utes, but  had  complete  loss  of  memory  for  the  at- 
tack. A  doctor  attributed  the  attack  to  overwork. 

After  the  patient  returned  to  school  she  had  two 
or  three  attacks  in  which  she  went  blank.  She  was 
brought  home  from  school,  and  her  family  physician 
saw  her  in  one  of  the  spells.  When  she  obeyed  some 
of  his  commands,  he  was  convinced  that  she  was 
malingering  or  hysterical.  She  was  advised  to  dis- 
continue college  and  was  kept  busy  at  home  for  a 
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year  or  two. 

When  the  patient  was  about  20  years  of  age,  she 
was  taken  to  a  local  hospital,  where  she  was  ad- 
vised to  get  away  from  home,  be  on  her  own,  and 
work.  The  patient  went  to  another  town  to  be  with 
relatives  and  to  work,  but  the  attacks  continued. 
After  a  few  months  she  returned  home,  where  a 
psychologist  attempted  unsuccessfully  to  hypnotize 
her.  He  made  another  attempt  to  induce  hypnosis 
with  the  use  of  alcohol,  but  this  too  was  unsuccess- 
ful. The  next  morning,  just  before  breakfast,  the  pa- 
tient had  her  first  major  convulsion.  Her  mother 
said  that  she  was  in  a  state  of  coma  for  the  rest 
of  that  day.  The  following  day,  she  was  dull  and 
listless,  and  late  that  night  she  had  her  second 
major  convulsion.  A  clear  description  of  the  con- 
vulsion was  not  obtained.  At  this  time,  the  patient 
was  sent  away  to  a  well-known  psychiatric  hospital, 
where  she  remained  for  eight  months. 

Physical  examination  at  the  time  of  admission  to 
that  hospital  was  said  to  be  essentially  negative, 
except  for  a  congenitally  malformed  left  external 
auricle,  marked  lower  right  mimetic  facial  weak- 
ness, and  questionable  intention  tremor  on  each  side. 
Laboratory  studies,  including  examination  of  the 
cerebrospinal  fluid,  .x-ray  of  the  skull,  and  examina- 
tion of  the  visual  fields,  were  normal.  An  electro- 
encephalogram revealed  bursts  of  slow  waves  and 
was  interpreted  as  showing  an  epileptic  pattern.  A 
second  electroencephalogram,  carried  out  two  weeks 
after  Dilantin  therapy  was  begun,  did  not  show 
much  change  except  a  little  less  sensitivity  to  over- 
ventilation. 

A  number  of  striking  psychologic  factors  in  the 
patient's  history  were  elicited  during  a  course  of 
psychotherapy.  It  was  found  that,  although  the  pa- 
tient had  always  felt  a  great  deal  of  respect  and 
comradeship  foi-  her  mother,  there  was  underlying 
this  a  deep  feeling  of  resentment  for  the  rather 
domineering  attitude  of  the  mother  and  for  the 
rivalry  which  the  mother  unconsciously  exerted  in 
respect  to  the  patient's  boy  friends.  She  complained 
that  her  mother  had  wanted  her  to  mix  with  a 
class  of  people  with  whom  she  felt  uncomfortable, 
and  that  she  frequently  courted  the  patient's  boy 
friends.  The  patient  expressed  resentment  over  the 
fact  that  she  had  been  sent  away  from  home  when 
she  began  to  have  the  attacks,  and  presumed  that 
it  was  because  her  family  was  ashamed  of  them.  In 
addition,  the  patient  told  of  several  embarrassing- 
sexual  episodes  in  relation  to  her  grandfather  and 
her  father,  although  none  of  these  episodes  appeared 
to  be  of  any  magnitude. 

While  in  the  hospital,  the  patient  had  occasionally 
felt  dazed,  and  would  carry  out  apparently  uncon- 
scious activities.  She  did  not  have  any  major  con- 
vulsions. She  repeatedly  requested  that  she  be  given 
further  x-ray  studies  and  that  she  be  more  com- 
pletely hypnotized,  in  order  that  the  effects  of  her 
previous  partial  hypnotism  might  be  eliminated. 
Under  the  course  of  psychotherapy,  the  patient 
gradually  improved  and  developed  some  feelings  of 
independence,  not  only  from  her  family,  but  also 
from  the  personnel  in  the  hospital.  A  position  as 
stenographer  was  eventually  obtained  for  her,  and 
although  she  was  somewhat  apprehensive  about 
leaving  the  institution,  she  finally  made  the  move. 
There  is  no  mention  in  the  hospital  report  that  the 
patient  was  advised  to  continue  the  Dilantin  therapy 
on  which  she  had  been  placed  during  her  period  of 
hospitalization.  She  was  advised  that  her  difficulty 
was  psychiatric  in  nature  and  that  her  electroen- 
cephalogram did  not  show  anything.  It  was  also  the 
impression  of  the  family  that  the  patient  suffered 
from  a  psychiatric  disorder. 

Three   years   later,  the   patient   was   seen   by   Dr. 


Lloyd  Thompson  at  the  Bowman  Gray  School  of 
Medicine.  Her  condition  had  remained  relatively  un- 
changed until  a  week  or  so  prior  to  that  time,  when 
she  had  had  a  series  of  major  convulsions.  She  felt 
that  these  had  been  precipitated  by  the  emotional 
strain  incident  to  her  recent  marriage  and  move  to 
a  new  city.  According  to  the  patient's  husband, 
three  convulsions  had  occurred  between  midnight 
and  6  in  the  morning  on  the  night  before  admission. 
In  these  attacks,  which  were  described  as  typical 
convulsions,  she  bit  her  tongue  very  badly  and  was 
incontinent  of  urine. 

Upon  reporting  to  the  clinic,  the  patient  com- 
plained bitterly  of  mental  disturbances.  She  indi- 
cated that  it  was  extremely  embarrassing  to  her 
not  to  be  able  to  remember  her  address,  the  names 
of  her  friends,  or  many  of  her  surroundings.  She 
felt  confused  most  of  the  time  and  suffered  from  a 
dazed  feeling  which  interfered  with  concentration. 
She  felt  strange  in  her  new  community,  often  failed 
to  recognize  new  acquaintances,  and  on  several  oc- 
casions could  not  find  her  way  home.  She  indicated 
that  she  was  continuing  to  have  frequent  minor  at- 
tacks in  addition  to  the  generalized  seizures  out- 
lined above.  Frequently  the  minor  attacks  would  be 
preceded  by  a  peculiar  metallic  taste  in  the  mouth. 
Usually  the  attack  was  ushered  in  by  a  feeling  that 
something  horrible  was  about  to  happen.  The  pa- 
tient had  the  feeling  that  she  was  in  familiar  yet 
strange  surroundings.  This  feeling  usually  lasted 
for  only  a  few  seconds,  then  the  patient  would  lose 
consciousness. 

Physical  examination  at  this  time  showed  essen- 
tially the  same  findings  previously  reported.  In  view 
of  the  fact  that  a  number  of  attacks  had  occurred 
when  the  patient  had  been  fasting,  the  possibility 
of  hypoglycemia  was  entertained.  A  glucose  toler- 
ance test  showed  a  fasting  blood  sugar  level  of 
86  mg.  per  100  cc;  one  hour  after  the  administra- 
tion of  glucose  the  level  was  104;  two  hours,  84; 
three  hours,  83;  five  hours,  72;  seven  hours,  78. 
When  the  blood  sugar  was  72,  the  patient  com- 
plained of  slight  feelings  as  though  she  were  going 
to  have  an  attack,  but  none  developed.  She  was  put 
on  a  hypoglycemic  regimen  consisting  of  a  high- 
protein,  low-carbohydrate  diet  with  frequent  feed- 
ings. She  showed  some  improvement,  but  continued 
to  feel  slightly  confused  and  to  have  occasional 
trance-like  episodes.  Medication  with  phenobarbital 
was  then  instituted  and  has  been  continued  for  six 
months.  The  patient  receives  1  grain  at  morning 
and  at  noon,  and  l^i  grains  at  night.  She  has  been 
completely  free  of  all  major  or  minor  seizures  for 
a  period  of  four  months  and  has  indicated  tremen- 
dous improvement  in  her  mental  outlook.  She  is  no 
longer  nervous  or  apprehensive,  and  feels  that  her 
mind  is  clearer  than  it  has  been  for  many  years. 
She  is  convinced  that  there  has  been  a  dramatic 
change  in  her  condition. 

Coincident  with  this  change,  the  patient  has  be- 
come pregnant.  For  this  reason  it  is  not  possible  to 
state  conclusively  that  the  administration  of  pheno- 
barbital alone  is  responsible  for  the  great  sense  of 
well-being  which  the  patient  now  experiences.  In 
retrospect,  however,  there  is  strong  reason  to  feel 
that  this  patient,  who  for  many  years  has  been  con- 
sidered to  be  primarily  a  psychiatric  problem,  has 
in  fact  been  suffering  throughout  this  time  from 
minor  epileptic  seizures  of  psychomotor  character, 
probably  arising  in  the  temporal  lobe.  The  aura  of 
a  metallic  taste  and  of  a  peculiar  feeling  of  dis- 
orientation, and  the  postictal  state  of  memory  loss 
and  confusion  are  characteristic  of  Jacksonian  seiz- 
ures arising  in  this  area. 

We  feel  that  this  case  offers  a  striking  example 
of  those  in  which  psychic  disturbances  are  in  part 
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direct  manifestations  of  epilepsy,  and  in  part  a  sec- 
ondary reaction  of  the  patient  to  her  organic  illness. 

Case  3 

A  21-year-old  college  student  was  referred  to  the 
hospital  because  of  attacks  of  unconsciousness  and 
peculiar  behavior.  His  first  seizui'e  occurred  approxi- 
mately two  years  prior  to  admission.  The  most 
recent  attack  had  occurred  a  few  weeks  prior  to 
hospitalization,  while  the  patient  was  attending 
class.  Shortly  after  the  lecture  started,  he  rose  from 
his  seat,  stood  up  in  the  aisle,  and  started  to  remove 
his  clothes.  After  taking  otf  his  trousers,  he  grasped 
them  by  the  cuffs  and  looked  around  as  if  searching- 
tor  some  object  on  which  to  hang  them.  When  none 
was  apparent,  he  dropped  them  on  the  floor  and 
started  to  remove  his  shirt.  After  fumbling  with 
the  buttons  for  a  few  minutes,  he  seemed  to  become 
somewhat  confused  and  looked  around  as  if  he  did 
not  know  where  he  was.  In  the  meanwhile  the  lec- 
turer, although  somewhat  nonplussed  by  the  pro- 
cedure, had  continued  with  his  lecture.  The  patient's 
roommate  went  over  to  him  and  said,  "Come  along, 
Bill;  it  is  time  to  put  your  clothes  on  and  sit  down 
here  and  attend  your  lecture."  Thereupon  the  patient 
was  induced  to  put  on  his  trousers  and  sit  down  in 
his  seat.  A  few  minutes  later,  he  started  to  take 
notes.  The  entire  incident  probably  occupied  from 
about  ten  to  fifteen  minutes.  At  the  end  of  the  lec- 
ture the  patient  had  no  recollection  of  the  incident, 
and  it  was  difficult  to  convince  him  that  anything 
out  of  the  ordinary  had  taken  place. 

The  patient  had  had  two  other  somewhat  similar 
episodes.  On  one  occasion  when  he  was  riding  with 
some  friends,  he  reached  over  without  warning 
and  started  to  open  the  door  next  to  him.  The  driver 
hastened  to  stop  the  car,  and  the  patient  stepped 
out  and  started  to  run  across  the  fields  adjacent  to 
the  highway.  He  ran  for  a  distance  of  possibly  half 
a  mile,  then  suddenly  stopped  and  looked  around 
him  with  a  dazed  expression  on  his  face.  When  his 
companions  reached  him  he  appeared  somewhat  con- 
fused; he  did  not  know  where  he  was  or  how  he 
had  gotten  there  and  had  no  recollection  of  having 
raced  across  the  fields.  He  was  led  back  to  the  car, 
and  within  a  short  period  of  time  he  appeared  nor- 
mal. 

On  the  third  occasion,  the  patient  had  been  study- 
ing in  his  room,  when  he  suddenly  began  putting 
on  his  tuxedo.  He  got  himself  dressed  and  was  on 
the  point  of  leaving  the  room  when  his  companions, 
being  alarmed  at  his  behavior,  decided  to  stop  him. 
They  left  the  room  and  locked  the  door.  When  the 
patient  discovered  that  the  door  was  locked,  he 
became  violent  and  tried  to  break  the  door  down 
with  the  furniture.  This  disturbance  lasted  for  a 
period  of  ijossibly  five  minutes.  At  the  end  of  this 
time  he  quieted  down,  and  when  the  friends  re- 
entered the  room  he  had  no  I'ecoUection  of  anything 
which  had  taken  place. 

Physical  examination  of  the  patient  did  not  re- 
veal any  abnormality.  An  x-ray  of  the  skull  and  a 
lumbar  puncture  were  reported  normal.  An  electro- 
encephalogram revealed  a  relatively  inactive  focal 
epileptic  discharge  arising  from  the  left  temporal 
lobe. 

Co»l>}ie)lt 

In  looking  over  the  3  case.s  which  have 
just  been  reported,  one  is  impressed  by  the 
fact  that  there  is  nothing  particularly  un- 
usual about  them.  Patients  with  epilepsy 
frequently  present  similar  pictures.  Both  of 
the  first  two  patients,  however,  were  treated 


for  long  periods  of  time  under  the  belief 
that  their  illness  was  purely  functional  in 
character. 

As  was  pointed  out  above,  the  psychic  dis- 
turbances manifested  by  patients  with  epi- 
lepsy are  probably  based  on  two  factors.  The 
first  is  the  actual  disturbance  of  brain  func- 
tion occasioned  by  the  abnormal  epileptic 
discharge.  The  mechanism  by  which  the  epi- 
leptic discharge  produces  emotional  and 
mental  abnormalities  is  by  no  means  clear. 
It  has  recently  been  demonstrated,  however, 
that  active  lesions  in  the  frontal  lobe  cause 
far  more  disturbances  of  the  personality 
than  occur  in  the  same  individual  when  the 
entire  frontal  lobe  containing  the  active  fo- 
cus has  been  removed.  It  is  evident  that  the 
epileptic  discharge  itself  produces  abnormal 
mental  activities  which  distort  the  person's 
behavior  patterns.  This  type  of  mental  dis- 
turbance is  most  striking  in  patients  with 
lesions  in  the  frontal  lobe  or  temporal  lobe. 

The  temporal  lobe  lesions  are  frequently 
recognizable  by  the  aura  which  precedes 
them,  consisting  of  a  metallic  taste  in  the 
mouth,  a  peculiar  feeling  of  unreality,  a 
period  of  dizziness,  disturbances  of  orienta- 
tion in  which  individuals  or  objects  appear 
to  recede  or  approach  the  patient,  the  feel- 
ing of  familiarity  or  strangeness,  or  in  many 
instances  the  occurrence  of  a  peculiar  dream 
or  vision.  Frontal  lobe  lesions  are  less  likely 
to  be  preceded  by  an  aura.  The  attack  may 
come  on  without  warning,  and  the  disturb- 
ance is  frequently  associated  with  marked 
disturbances  of  behavior. 

Closely  related  to  the  effects  of  the  seizure 
itself  is  the  confusion  state  which  develops 
after  the  seizure  is  over,  and  presumably 
is  a  result  of  fatigue  or  relative  anoxia  of 
the  previously  active  area.  On  this  basis 
probably  depend  the  confusion  states,  the 
pei'iods  of  amnesia,  and  the  occasional  post- 
ictal furors  which  are  observed  in  patients 
with  focal  lesions.  The  distinguishing  fea- 
tures which  serve  to  indicate  the  epileptic 
nature  of  these  mental  disturbances  are  the 
episodic  character  of  the  mental  aberration 
and  the  occurrence  of  partial  or  complete 
impairment  of  consciousness.  The  appear- 
ance of  generalized  seizures  in  addition  to 
the  minor  or  petit  nial  type  of  attack  is  an 
additional  clue.  The  diagnosis  can  usually, 
but  not  always,  be  confirmed  either  by  elec- 
troencephalogram or  by  the  response  of  the 
patient  to  therapy  with  Dilantin  and  pheno-  . 
barbital. 
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The  mental  disturbances  described  above 
are  the  direct  result  of  an  active  epilepto- 
genic focus  in  the  brain.  Of  equal  impor- 
tance psychiatrically  is  the  disturbance  of 
personality  which  occurs  as  a  secondary  re- 
sult of  the  patient's  convulsive  disorder.  A 
great  emotional  problem  is  experienced  by 
the  individual  who  suffers  from  peculiar  and 
mysterious  attacks  of  the  sort  described 
above.  Such  patients  are  misunderstood  by 
their  families,  all  too  often  by  their  physi- 
cians, and  always  by  themselves.  They 
suffer  from  a  mysterious  ailment  which  they 
themselves  cannot  understand,  and  for 
which  they  may  receive  little  sympathy.  If 
they  suffer  from  major  attacks,  their  prob- 
leni  of  adjustment  is  made  even  more  difh- 
cult  by  reason  of  the  social  ostracism  which 
they  suffer  because  of  their  disease. 

It  is  apparent  that  these  patients  present 
a  two-fold  problem  lying  in  the  realm  of 
both  psychiatry  and  neurology.  It  is  easy 
to  criticize  the  psychiatrist  who  attempts  to 
cure  an  epileptic  patient  by  wrestling  with 
a  mother  fixation.  Equally  to  be  censored, 
however,  is  the  neurologist  who  gives  the 
patient  phenobarbital  and  Dilantin,  but  fails 
to  cope  with  the  social  and  psychologic  ad- 
justments with  which  the  patient  is  faced. 

Patients  of  the  type  presented  above  em- 
phasize again  the  fact  that,  in  treating  any 
diseased  individual,  one  is  not  dealing  with 
a  single  aspect — be  it  body,  brain,  or  mind — 
but  rather  with  the  entire  personality.  Only 
by  a  recognition  of  this  important  fact  can 
maximum  therapeutic  effectiveness  be 
achieved. 


Education  for  general  practice. — We  must  revise 
our  thinking  about  tlie  general  practitioner  and  es- 
pecially piepare  him  for  his  job.  He  should  not  be 
a  family  doctor  because  he  was  unable  to  secure 
specialist  training  in  some  one  field,  but  because 
he  wished  to  follow  that  field  of  medicine,  and  he 
should  be  especially  trained  for  the  job.  More  em- 
phasis should  be  placed  on  general  practice  in  our 
medical  schools.  A  reasonable  portion  of  teaching 
of  students  should  be  done  by  successful  general 
practitioners.  Some  medical  schools  are  attempting 
to  secure  preceptorship  for  their  students,  during 
their  junior  year  vacation,  with  successful  general 
practitioners.  This  type  of  education  should  be  en- 
couraged. 

The  intern  preparing  for  general  practice  should 
have  a  well-rounded  rotating  internship,  and  should 
be  permitted  to  gain  more  experience  in  the  pro- 
cedures that  he  will  be  called  upon  to  do  frequently 
in  his  practice.  Already  some  hospitals  have  estab- 
lished a  two-year  training  program  in  general  prac- 
tice. More  hospitals  should  offer  such  a  program. — 
Cleon  A.  Nafe:  The  General  Practitioner.  J.  Indiana 
M.  Assoc.  41:820   (August)   1948. 


THE   PLACE   OF  BCG  VACCINATION 
IN  THE  TUBERCULOSIS  PROGRAM 

Henry  Stuart  Willis,  M.D.* 

McCain 

Tuberculosis,  or  consumption,  has  plagued 
mankind  for  many  centuries,  and  the  search 
for  a  means  of  providing  immunity  against 
this  disease  has  brought  forth  many  and 
varied  efforts.  But  since  the  discovery  of 
the  tubercle  bacillus  by  Koch  in  1882  many 
of  these  attempts  have  been  very  specific 
and  have  tied  in  with  the  tubercle  bacillus 
and  its  products. 

Early  Attempts  to  P)-udi(ce  Iinnutiiity 
Of  all  the  efforts  made  to  date  none  has 
met  with  any  success  except  those  which 
have  involved  the  inoculation  of  living 
tubercle  bacilli  into  the  animal  body.  Tru- 
deau'"  in  1897  infected  guinea  pigs  with  a 
strain  of  tubercle  bacillus  which  he  had  iso- 
lated several  years  before  from  a  man  with 
miliary  tuberculosis.  The  strain  had  pro- 
duced the  usual  lesions  and  death  in  experi- 
mental animals  for  several  years  after  its 
isolation.  During  its  life  in  culture,  however, 
it  lost  its  capacity  to  produce  progressive 
disease  and  death  but  retained  its  capacity 
to  infect  the  animal  with  histologic  tubei'cle. 
Therefore,  when  Trudeau  inoculated  animals 
with  his  attenuated  strain  (so-called  R-1), 
he  discovered  that  they  developed  localized 
lesions  which  did  not  spread  and  that  the 
animals  became  sensitive  to  tuberculin.  Then 
he  infected  these  animals,  and  normal  con- 
trols, with  virulent  tubercle  bacilli,  later  to 
discover  that  the  previously  infected  animals 
fared  better,  lived  longer,  and  showed  much 
less  tuberculosis  when  examined  at  autopsy 
than  the  controls  did.  This  fundamental  ex- 
periment laid  the  groundwork  for  much  of 
the  very  extensive  study  in  immunity  that 
has  followed  in  the  wake  of  this  first  demon- 
stration. 

Several  times  since  Trudeau's  basic  and 
fundamental  demonstration,  experimenters 
have  had  recourse  to  the  use  of  living  bacilli 
in  an  effort  to  produce  immunity.  Some  have 
used  other  strains  of  Mycobacteria  that  were 
virulent  for  certain  species  but  not  virulent 
for  the  species  inoculated.    Still  others  have 

Re.Til  before  tlie  Fiivt  Geneial  Session.  Metlical  Society  of 
tlie  State  of  North  Carolina.   Pinehurst  May    1.    1948. 

'  Superintendent  anil  Modieal  Director.  The  North  Carolina 
Tubercultisis    Sanatoria. 

1.    Truileau.  E.  L. :  Remarks  on  Artiticial  Ininuinity  in  Tuber- 
culosis, Brit.   M.  J.   2:8.19,   1897. 
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used  virulent  tubercle  bacilli  in  animals,  and 
one  or  two  hardy  souls  have  injected  these 
into  man.  Others  have  used  saprophytic  acid- 
fast  bacilli  in  an  effort  to  produce  immunity. 
Some  of  you  will  remember  the  Friedmann'-' 
fiasco  which  dealt  with  acid-fast  bacilli  iso- 
lated from  a  turtle  and  claimed  to  confer 
immunity  on  human  beings.  None  of  these 
studies  has  stood  the  test  of  time  and  analy- 
sis— that  is,  none  except  Trudeau's  basic 
work. 

The  Development  of  BCG 

In  1906  Calmette,  a  French  observer, 
isolated  a  strain  of  bovine  tubercle  bacillus 
from  cow's  milk.  He  grew  this  strain  in  the 
laboratory  on  certain  media  and  observed 
after  many  transplants  that  the  strain  could 
no  longer  produce  progressive  disease.  In 
1921,  or  fifteen  years  after  the  isolation  of 
the  bacillus,  this  strain  was  used  in  animals 
and  later  in  man  in  an  effort  to  produce  pro- 
tection against  tuberculosis.  This  strain, 
bearing  the  term  BCG  (Bacillus  Calmette 
and  Guerin)  has  now  become  well  knovv-n 
throughout  the  world  as  an  immunizing 
agent.  When  first  used,  the  strain  was  ad- 
ministered by  mouth.  It  was  given  to  new- 
born babes  who  were  required  to  live  in  a 
tuberculous  milieu.  Calmette  claimed  that 
these  children  became  tuberculin  positive 
within  the  first  several  weeks  after  the  ad- 
ministration of  BCG  and  that  their  experi- 
ence with  tuberculosis  was  much  more  fav- 
orable than  had  been  the  experience  of  other 
children  in  similar  circumstances  in  the  past. 

The  strain  came  to  be  used  much  more 
extensively  in  the  several  years  following 
1921,  but  the  claims  were  without  reliable 
statistical  support.  Calmette  and  his  asso- 
ciates'"', Weill-Halle  and  Turpin'^',  and  the 
general  practitioners  of  France  administered 
BCG  by  mouth  to  several  million  children 
during  the  decade  following  the  introduction 
of  the  substance.  It  was  obvious  that,  when 
administered  in  this  manner,  the  vaccine  con- 
ferred some  degree  of  protection,  and  this 
without  a  single  instance  of  death  attribut- 
able to  the  inoculation.  Such  a  performance 
naturally  enlisted  the  interest  of  people 
throughout  the  world,  with  the  result  that 
in  the   Scandinavian   countries   BCG   vacci- 

2.  Friedmann.  F.  F. :  Die  Friedniaiinsehe  'I'lierapie  und  Pro- 
phylaxe  der  mencldiclien  und  tiersclien  Tulierkuiose.  Ber- 
lin  Klin.  Wchnschr.   7.t:701.    192". 

3.  Calmette,  A..  Guerin.  C.  Boquet.  A.  and  Nesre.  L.:  La 
vaccination  preventive  contra  la  tul>erculose  par  le  B.  C.  G.. 
Paris.    Masson    and   C'ie.    1927. 

4.  Weill-Halle,  B.  and  Turpin.  K.:  Premiers  cssais  de  vac- 
cination anti-tubereuleuse  de  I'enfant  par  le  hacille  Cal- 
mette-Guerin  (BCG),  Bull,  ot  mem.  .-^iif.  ined.  de.  hop.  de 
Paris  49:1589-100.3,   1925. 


nation  has  become  almost  the  rule.  In  other 
European  countries  it  is  used  extensively.  Its 
use  is  now  becoming  more  widespread  in 
Great  Britain  and  the  nations  of  the  British 
Empii-e,  as  well  as  in  the  United  States. 

Rece)it  Reports  on  the  Efficacy  of  BCG 
Some  who  receive  BCG  vaccination  de- 
velop tuberculosis,  and  some  die  from  the 
disease.  The  eflicacy  of  the  vaccination  de- 
pends upon  a  good  many  factors.  One  of  the 
most  important  of  these  is  the  possibility  of 
exposure  just  before  or  just  after  the  vac- 
cination, with  the  consequent  risk  of  having 
a  natural  infection  develop  as  a  complication. 
The  patient's  living  conditions,  the  degree  of 
his  subsequent  exposure,  the  state  of  his  so- 
called  natural  resistance,  his  general  physi- 
cal condition — all  of  these  factors  and  un- 
doubtedly many  others  contribute,  or  may 
contribute,  to  determining  the  efficacy  of  the 
protection. 

Nevertheless,  the  proportion  of  patients 
developing  tuberculosis  in  the  inoculated  and 
control  groups  has  been  surprisingly  con- 
stant in  many  of  the  reports.  In  Norway, 
Heimbeck"'  found  practically  twelve  times 
as  much  tuberculosis  among  the  nurses  who 
did  not  get  BCG  vaccination  as  among  those 
who  did  receive  it.  In  this  country,  Keresz- 
turi  and  Park"''  showed  in  a  fairly  small 
group  of  children  that  the  degree  of  protec- 
tion was  very  great.  Rosenthal''',  working 
among  the  children  of  Chicago,  reported 
seven  times  as  many  deaths  in  the  non-vac- 
cinated as  in  the  vaccinated  groups.  Fei'gu- 
son'"*'  in  Saskatchewan  resorted  to  BCG  vac- 
cination among  nurses  in  general  hospitals 
and  sanatoria,  with  the  result  that  the  mor- 
bidity from  tuberculosis  was  only  a  fourth 
as  great  in  the  vaccinated  as  in  the  non-vac- 
cinated group.  Aronson  and  his  associates"", 
working  among  the  Indians  in  Alaska  and 
the  southwestern  part  of  this  country,  have 

5.    Heimbeck.   .1..   quoted   by  Fersuson    (8). 

(i.  Kereszturi.  ('.  and  Park,  W.  H.:  (a)  Oral  Vaccination  witti 
BCG  on  Human  Beinss  in  New  Vork  City.  .\m.  Rev. 
Tuberc.  2i):297-3H  (Sept.)  1920;  (li)  Use  of  BCG  Vac- 
cination a?rainst  Tuberculosis  in  Children,  Ibid,  34:437-455 
(Oct.)    1936. 

7  Rosenthal.  S.  E..  Leslie.  E.  L,  :ind  Loewinsohn.  E. :  BCG 
Vaccination  in  .\11  A?:e  Groups.  .I..\.M.A.  130:73-79  (Jan. 
Ill)    19ts. 

s  Fersuson.  R.  G.:  BCG  Vaccination  in  Ho.s'pitals  and  Sana- 
toria of  Saskatchewan.  .\m.  Rev.  Tuberc.  54:325-339  (Oct.- 
Nov.)  1940;  also  Canad.  J.  Pub.  Health  37:435-451  (Nov.) 
1 0 10. 

9.  (a)  Aronson,  J.  D..  Parr,  E.  L.  and  Saylor.  R.  M.:  BCG 
Vaccine;  Its  Preparation  and  Local  Reaction  to  Its  In- 
jection, .\m.  Rev.  Tuberc.  42  :ii51-ii00  (Nov.)  194ii;  (b) 
.\ronson,  J.  D..  Parr.  E.  I.,  and  Saylor.  R.  M.:  Specificity 
and  Sensitivity  of  Tuljerculin  Reaction  Followin;;  Vac- 
cination with  iJCG.  Am.  J.  By?..  Sect.  B  33:42-49  (March) 
1941;  (c)  .\ronson,  J.  D.  and  Palmer.  C.  E. :  Experiment 
with  BCG  Vaccine  in  the  Control  of  Tuberculosis  anions 
North  .\merican  Indians,  Pub.  Health  Rep.  HI  :8ii2-S3ii 
(June  7)    1916. 
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conducted  unusually  well  controlled  experi- 
ments over  the  last  eleven  years  in  which 
several  thousand  Indians  have  received 
BCG;  records  were  also  kept  on  an  equal 
number  of  quite  comparable  people  in  the 
reservation  who  served  as  controls.  Their 
results  indicate  that  there  were  seven  times 
as  many  deaths  from  tuberculosis  among  the 
non-vaccinated  controls  as  among  the  vac- 
cinated Indians — 28  deaths  in  the  control 
group  to  4  in  the  vaccinated  group. 

Recently  Levine  and  Sackett""^  have  re- 
ported the  results  of  a  long-term  study  on 
children  vaccinated  in  New  York  and  fol- 
lowed for  five  to  sixteen  years.  They  claim 
that  certain  errors  have  crept  into  much  of 
the  work  previously  done.  According  to  these 
workers,  the  chief  errors  have  centered 
around  the  method  of  choice  of  control  cases 
(when,  indeed,  controls  have  been  used  at 
all).  Their  studies  indicated  that  about  six 
times  as  many  deaths  occurred  in  the  control 
groups  as  in  the  vaccinated  patients  when 
the  controls  were  selected  by  individual  phv- 
sicians.  After  alternate  selection  was  insti- 
tuted, the  number  of  deaths  in  the  two 
groups  was  the  same.  It  is  their  contention, 
therefore,  that  no  substantial,  statistical 
proof  of  benefit  from  the  vaccination  exists. 

Nevertheless,  there  can  be  little  doubt 
from  the  reports  cited  above  and  from  much 
additional  evidence  that  BCG  confers  a  con- 
siderable degree  of  protection  against  mor- 
bidity and  mortality  from  tuberculosis.  How 
complete  the  immunity  is,  how  long  it  lasts, 
to  whom  it  should  be  applied,  what  are  tne 
many  factors  concerning  the  best  way  to 
apply  it — all  these  are  questions  that  remain 
unanswered.  One  thing,  however,  is  certain  : 
that  is,  that  among  the  many  millions  of 
people  who  have  now  received  BCG  not  one 
account  of  death  from  the  vaccination  has 
been  recorded.  The  now  famous  Liibeck  dis- 
aster created  a  great  deal  of  attention  and 
consternation  \yhen  more  than  60  deaths  fol- 
lowed the  inoculation  of  130  to  140  children 
with  a  vaccine  which  was  supposed  to  be 
BCG,  but  was  actually  a  strain  of  virulent 
tubercle  bacilli.  This  accident  simply  repre- 
sented carelessness  in  a  laboratory,  and 
should  scarcely  be  described  in  connection 
with  the  use  of  BCG.  It  is  still  proper  to 
assume  that  its  administration  is  safe. 

10.  Levine,  M.  I.  and  Sackett,  M.  F.:  Results  of  BCG  Im- 
munization in  New  York  Citv.  Am.  Rev.  Tulierc.  :'i3;."il7- 
532   (June)    19  to. 


Duration  of  Immunity 

It  is  not  known  how  long  the  protection 
lasts.  Several  studies  have  indicated  that  it 
has  a  duration  of  many  years.  In  1938 
Anderson  and  Belfrage'^"  in  Sweden  re- 
viewed the  records  of  838  persons  who  had 
been  vaccinated  with  BCG  ten  years  earlier, 
and  found  that  96  per  cent  of  them  had  a 
positive  tuberculin  reaction.  They  indicated 
that  there  was  no  essential  difference  in  the 
reaction  of  those  members  of  the  group  who 
had  lived  in  surroudings  free  from  tuber- 
culosis and  those  who  had  been  surrounded 
by  tuberculosis.  Rosenthal'''  reported  that, 
in  children  who  had  been  vaccinated  at  birth, 
a  retest  with  tuberculin  at  3  to  4  years  gave 
a  positive  reaction  in  92.8  per  cent ;  at  6 
years,  80  per  cent  reacted.  He  repoi'ted  also 
that  88  per  cent  of  student  nurses  vaccinated 
at  induction  into  training  still  had  positive 
reaction  upon  graduation. 

It  is  true  that  a  person  who  becomes  posi- 
tive to  tuberculin  after  receiving  BCG  may 
become  infected  from  his  surroundings,  and 
that  this  naturally  acquired  infection  may 
be  responsible  for  the  continuing  positive 
tuberculin  reaction.  It  is  unfortunate,  there- 
fore, that  the  tuberculin  reaction  is  the  only 
ob.iective  test  for  determining  the  duration 
of  BCG  sensitization. 

Preparation  and  Technique  of 
Achninistration 

Attention  should  be  given  to  the  prepara- 
tion of  the  vaccine.  In  view  of  the  fact  that 
its  use  will  doubtless  be  limited,  one  may 
presume  that  its  manufacture  will  make  but 
small  appeal  to  the  pharmaceutical  houses 
and  that  it  will  probably  have  to  be  produced 
by  the  government  or  under  goverimient 
auspices.  This  is  as  it  should  be  because  the 
vaccine  should  be  under  very  explicit  control 
both  as  to  its  preparation  and  its  application. 

The  technique  of  application  is  well 
worked  out.  and  the  product  is  applied  by 
either  single  or  multiple  inoculation.  The 
average  dose  of  BCG  introduced  into  the  skin 
by  single  inoculation  is  0.05  mg.  The  multiple 
puncture  method,  introduced  in  1939  by 
Rosenthal"-',  consists  in  making  numerous 
punctures  into  the  skin  through  a  drop  of 
vaccine.    An    improvement    over    this    tech- 

11.  Anderson.  H.  and  Belfraire,  H.:  Ten  Years*  Experience 
of  B.  C.  G.  \'aceination  at  Gothenburg,  Acta  paediat.  2(1: 
1-11,    1939. 

12.  Rosentlial.  S.  R.:  Tlie  Multiple  Puncture  Metliod  of  BCG 
Vaccination.    Am.    Rev.    Tuberc.    39:128-131    (Jan.)    l!):i!). 
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nique  has  been  devised  by  Birkhaug"'"'  with- 
in the  last  few  months.  This  consists  of  an 
automatic  puncture  apparatus  so  arranged 
that  forty  individual  needles  in  a  disk  pene- 
trate the  skin  when  a  trigger  is  released. 
The  vaccine  is  placed  on  the  freshly  cleansed 
skin,  a  thin  piece  of  sterile  filter  paper  is 
laid  on  the  area,  and  enough  vaccine  is  added 
to  soak  the  paper  well.  Then  the  apparatus 
is  placed  upon  the  impregnated  paper,  the 
trigger  is  released,  and  forty  small  needle 
punctures  are  made  in  the  skin  through  the 
paper,  carrying  the  bacilli  with  them.  The 
advantage  of  the  multiple-puncture  method 
is  that  ulceration  does  not  occur,  as  occa- 
sionally happens  with  the  single-puncture 
method. 

Aclvcuitages 

What  are  the  advantages  and  disadvan- 
tages of  BCG  vaccination?  The  first  advan- 
tage is  the  fact  that  the  dose  is  a  controlled 
one.  Ordinarily,  the  development  of  a  posi- 
tive tuberculin  reaction  indicates  that  the 
person  has  acquired  a  tuberculous  infection 
from  his  surroundings.  There  is  no  way  of 
determining  whether  he  acquired  a  very 
large  or  a  very  small  dose  at  the  time  of  his 
exposure.  Naturally  acquired  infection 
means  infection  by  a  tubercle  bacillus  which 
has  at  least  the  potentiality  of  producing 
progressive  disease,  whereas  the  controlled 
dose  as  administered  by  BCG  vaccination 
produces  tuberculin  sensitiveness  and  the 
immunity  that  goes  with  infection  but  pro- 
duces it  by  a  dose  that  is  measured  and  by 
a  strain  that  does  not  produce  progressive 
disease.  It  is  true,  however,  that  many 
people  are  infected  by  natural  means  and 
that  relatively  few  develop  tuberculosis. 

The  second  advantage  is  that  the  immun- 
ity conferred  by  the  method,  while  not  com- 
plete, is  good,  and  for  ordinary  purposes  is 
probably  highly  efficient.  A  person  receiv- 
ing BCG  vaccination  and  developing  there- 
from tuberculin  sensitiveness  may  of  course 
be  the  recipient  later  of  tubercle  bacilli,  ac- 
quired naturally.  Unless  the  dose  is  massive, 
this  more  recently  acquired  infection  will 
usually  be  controlled  by  the  vaccination. 

Disadvantages 
The  disadvantages  are  several.  In  the  first 
place,  the  ulceration  which  may  follow  the 
single-dose  method  can  be  troublesome.    It 

13.  Birkhaugr.  K. :  A  Sprinir-Actuatod  Multiple  ruTicture  Ap- 
paratus for  BCG  Vaccination,  Am.  J.  Clin.  Path.  17;7j1- 
754   (Sept.)    19i7. 


appears  five  or  six  weeks  after  inoculation 
and  it  may  persist  several  months.  It  is  not 
large,  usually  less  than  5  mm.  in  diameter, 
but  it  is  a  great  nuisance.  Such  protracted 
ulceration  is  a  distinct  drawback  to  the  pro- 
cedure. Fortunately,  ulceration  does  not 
occur  with  the  multiple-dose  method. 

Secondly,  artificial  establishment  of  sen- 
sitiveness to  tuberculin  may  occasionally  be 
a  handicap  when  differential  diagnosis  is  a 
problem,  especially  in  pediatrics.  In  some 
cases  the  tuberculin  reaction  is  exceedingly 
helpful  in  differentiating  various  types  of 
disease,  especially  pulmonary. 

The  danger  of  BCG  inoculation  in  people 
who  already  have  a  tuberculous  infection  has 
been  mentioned  as  a  disadvantage.  This 
danger  is  mostly  theoretical,  and  there  is  no 
recorded  proof  that  inoculation  of  such  a 
person  does  more  than  produce  a  vigorous 
tuberculin  reaction. 

As  was  stated  above,  no  one  knows  pre- 
cisely how  long  BCG  vaccination  remains 
effective.  It  is  known,  however,  that  many 
people  retain  their  acquired  sensitiveness  to 
tuberculin  as  long  as  ten  years.  This  dura- 
tion of  immunity  should  tide  one  over  any 
ordinary  threat  from  a  specific  instance  of 
tuberculosis,  and  is  perhaps  as  long  as  vac- 
cination against  smallpox  is  effective. 

Finally,  it  has  been  stressed  by  some  of 
the  disbelievers  that  no  valid  proof  yet  exists 
that  BCG  confers  protection  and  thus  that 
the  body  should  not  be  subjected  to  an  un- 
necessary infection  with  a  living  virus. 

Indications  for  Administration 
Who  should  be  vaccinated?  The  answer 
to  this  question  varies  in  different  parts  of 
the  world.  In  certain  of  the  European  coun- 
tries, especially  in  the  Scandinavian  coun- 
tries, the  trend  is  toward  universal  vaccina- 
tion among  all  who  do  not  react  to  tubercu- 
lin. In  Sweden,  with  a  population  of  six  and 
a  half  million,  one-half  million  have  received 
vaccination.  In  France  it  is  estimated  that 
more  than  five  million  have  been  vaccinated. 
In  Norway  a  law  has  been  enacted  recently 
which  requires  compulsory  vaccination  of 
every  one  under  the  age  of  15  who  does  not 
react  to  tuberculin.  Efforts  in  the  United 
States  have  centered  around  vaccination  of 
certain  groups  of  people  rather  than  the  pop- 
ulation at  large — this  because  of  the  low  in- 
cidence of  tuberculosis.  There  are  certain 
persons,  however,  who  should  have  the  vac- 
cination without  fail.   These  include  all  who 
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fail  to  react  to  tuberculin  in  the  following 
groups : 

1.  All  employees  in  general  hospitals, 
sanatoria,  and  mental  institutions 
whose  work  brings  them  in  contact 
with  patients.  This  would  include  med- 
ical and  nursing  students,  doctors, 
nurses,  technicians,  maids,  and  order- 
lies. 

2.  Patients  in  mental  hospitals. 

3.  Occasional  persons  in  association  with 
pulmonary  tuberculosis  where  the  con- 
tact cannot  be  broken  promptly. 

4.  Special  classes  of  the  population 
among  whom  the  mortality  rate  for 
tuberculosis  is  high. 

Conclusion 
At  a  recent  conference  held  under  the  aus- 
pices of  the  United  States  Public  Health 
Service,  recommendations  were  made  that 
(1)  BCG  should  have  very  limited  applica- 
tion; (2)  its  preparation  should  be  under 
strictest  possible  control;  and  (3)  further 
study  and  observation  is  necessary  before 
the  product  should  be  released  for  produc- 
tion and  general  use. 


THE   TREATMENT   OF  DIPHTHERIA 
IN  1823 

Alfred  Mordecai,  M.D. 

City-County  Health  Department 

Winston-Salem 

The  story  of  "croup"  reaches  back  to  an- 
cient times.  Galen  wrote  of  membranous 
lesions  of  the  throat.  "Angina  suffocativa" 
and  "putrid  sore  throat"  appeared  in  epi- 
demics here  and  there  in  Europe  throughout 
the  middle  ages.  An  outbreak  occurred  in 
Tours,  France,  in  the  eighteenth  century.  It 
was  described  by  Pierre  Bretonneau,  ^yho 
recognized  the  disease  as  a  definite  clinical 
entity,  and  called  it  "diphtherite."  He  per- 
formed the  first  tracheotomy  for  "croup"  in 
1825,  and  in  1855  advanced  the  germ  theory 
of  disease. 

Members  of  the  medical  profession  will 
no  doubt  read  with  interest  the  following 
letter'!'  concerning  the  treatment  of  a  child, 
19  months  old,  who  died  of  "croup"  (prob- 
ably diphtheria)  at  Warrenton,  North  Caro- 
lina, in  1823.  The  letter  was  written  by  Miss 

1.  The  original  letter  is  in  the  possession  of  Miss  Martha 
(Patty)  Mordecai  of  Raleish.  and  it  is  with  her  permis- 
sion that  it  has'  been  sulmiitted  for  publication. 


Ellen  Mordecai  at  Spring  Farm,  near  Rich- 
mond, Virginia,  on  May  14,  1823.  It  con- 
cerned the  child  of  her  sister,  Caroline  Mor- 
decai Plunkett,  who  with  Mr.  Plunkett 
taught  in  a  private  school  at  Warrenton — at 
that  time  one  of  the  leading  centers  of  cul- 
ture and  business  in  the  state. 

The  letter  was  addressed  to  Dr.  Solomon 
Mordecai,  a  brother  of  Ellen  and  Caroline, 
who  was  a  native  of  this  state  and  a  gradu- 
ate of  the  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania.  After  obtaining  his 
M.D.  degree,  Dr.  Mordecai  entered  the  gen- 
eral practice  of  medicine  at  Mobile,  Ala- 
bama, where  he  practiced  until  a  ripe  old 
age.  We  do  not  have  his  reply,  but  it  is  un- 
likely that  he  was  in  any  way  critical  of  the 
course  of  treatment  in  this  case.     • 

Dr.  "P"  was  considered  the  foremost 
physician  in  Warrenton  at  that  time.  He 
was  well  known  and  highly  esteemed  in  this 
state.  Dr.  "D"  was  likewise  highly  respected. 
Both  physicians  enjoyed  large  practices,  and 
there  is  no  doubt  that  they  followed  the  ap- 
proved methods  of  treating  the  "croup"  at 
that  time.  The  administration  of  an  emetic 
was  of  prime  importance  in  the  treatment  of 
"croup."  Large  doses  of  calomel  and  blood 
letting  were  the  order  of  the  day.  Faith  in 
vesicant  plasters  was  universal. 

Spring  Farm,  Wednesday  Eve., 
May  14th,  1823 

We  are  all  quite  well  my  beloved  S — ,  but 
sad  tidings  reached  us  yesterday  from  War- 
renton. informing  us  that  our  dear  Caroline 
had  lost  her  little  Frank.  He  was  taken  on 
Wednesday  night  about  9  o'clock,  suddenly 
ill  of  the  croup,  and  on  Saturday  night,  the 
10th,  the  poor  little  creature  breathed  his 
last  ..  .  . 

I  this  morning  received  a  long  letter  from 
our  poor  dear  C — ,  written  on  the  11th,  the 
very  day  that  her  sweet  child  was  consigned 
to  the  grave.  She  said  it  was  a  sad  comfort 
to  her  to  speak  to  me  about  him,  or  to  those 
who  would  so  truly  sympathize  in  their  af- 
flictions. Our  C —  sends  her  tender  love  to 
you,  my  S — ,  and  says,  "how  often  have  we 
wished  that  our  kind  S —  had  been  his  physi- 
cian. Then,  we  should  have  been  satisfied 
that  all  that  skill  and  kindness  could  do,  had 
been  effected.  Now  we  can  oily  hope.  Pray 
transcribe  the  treatment  pursued  by  Dr.  P — 
when  you  write  and  ask  our  S —  to  send  me 
directions  for  treating  the  croup." 
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The  poor  little  fellow  had  been  playing 
quite  lively  about  C's  chamber.  He  then  went 
to  his  nurse  and  laid  his  head  in  her  lap. 
She  took  him  up  and  he  lay  quite  still  with 
the  perspiration  pouring  from  him.  This 
was  about  sunset  and  our  sister,  still  occu- 
pied, had  not  been  in  the  room,  nor  did  she 
know  that  the  -child  was  at  all  indisposed. 
When  she  entered  the  room  she  heard  him 
breathing  strangely  and  sent  for  Mr.  Plunk- 
ett,  who  gave  him  Antimonial  Wine  and  Tar- 
tar Emetic  while  waiting  for  the  arrival  of 
the  doctor.  He  [the  docto)-]'-'  repeated  the 
latter  [tcoia)-  eDietic]  and  gave  him  30 
grains  in  two  doses,  of  calomel,  before  there 
was  any  effect.  He  also  put  him  repeatedly 
into  a  warm  bath,  applied  a  blister  [plaster] 
to  his  breast  and  bled  him  "in  my  arms", 
until  he  almost  fainted. 

The  physicians,  P —  &  D — ,  remained  all 
night.  Next  day  his  breathing  became 
easier  and  on  Thursday  night  was  almost 
entirely  so.  It  appeared  [that]  as  long  as  the 
blister  was  drawing  and  while  it  discharged, 
his  breast  was  greatly  relieved.  But,  on  Fri- 
day morning  it  had  nearly  dried  up.  Dr.  P. — 
sent  ointment  to  be  applied  in  the  evening, 
but  he  became  worse.  The  Dr.,  again  bathed 
him;  gave  him  repeated  injections  [eiiemas] 
during  his  illness  and  two  powders  to  be 
taken  during  the  night.  He  also  adminis- 
tered drops  to  be  given  in  flaxseed  tea, 
which  made  the  child  very  sick,  and  directed 
in  consequence  of  this  effect,  that  they 
should  be  given  every  two  hours.  In  the 
afternoon  he  was  again  bled  till  he  fainted; 
often  had  slight  spasms  during  his  illness 
and  about  sunset  while  our  poor  C —  was 
lying  by  her  child,  he  was  seized  with  a  con- 
vulsion. It  did  not  last  long.  The  Dr.,  put 
him  in  a  warm  bath,  a  blister  on  the  back  nf 
his  neck,  cataplasms  to  his  feet.  Perceiving 
that  the  little  suiferer  could  still  swallow  he 
gave  him  volatile  alkali;  had  his  hands 
rubbed  with  warm  spirits.  But  alas !  all  was 
of  no  avail,  and  for  the  sad  consolation  of 
our  dear  affhcted  Caroline  I  have  at  her  re- 
quest copied  Dr.  P's  treatment  my  S — ,  hop- 
ing as  well  as  you  can  .judge  from  this  state- 
ment you  may  approve  of  it,  tho  well  aware 
that  if  you  do  not,  that  you  will  not  to  our 
C —  and  her  afflicted  husband,  express  your 
sentiments.  They  regret  that  the  blister  was 
not  applied  a  second  time.  Would  it  have 
been  better?    I  know  you  will  write  imme- 

2.    Words  in  brackets  supplied  by  the  author. 


diately  to  our  dear  C —  the  sympathy  of 
those  who  love  her  so  dearly.  Her  resigna- 
tion to  the  will  of  heaven  will  now  be  her 
only  consolation  .  .  . 

As  yet  we  have  had  no  warm  weather. 
Indeed  for  a  week  past  I  have  had  a  little 
fire  in  my  room  morning  and  evening.  I 
dread  the  summer  for  you,  but  you  have  the 
sea  breeze.  Is  it  healthy,  or  does  it  waft  the 
vapour  of  the  swamp  to  the  city?  For 
heaven's  sake  take  care  of  my  own  S — . 

Ellen ' 


NEUROFIBROMATOSIS  OR 
VON  RECKLINGHAUSEN'S   DISEASE 

Report  of  a  Case 

F.  L.  Knight,  M.D.,  F.A.C.S. 

and 

A.  M.  Oelrich,  M.D. 

Sanford 

Neurofibromatosis  or  von  Recklinghaus- 
en's disease  is  a  tumor  growth  of  nerve  end- 
ings which  may  involve  both  the  cutaneous 
and  the  deep  nerves.  The  literature  contains 
numerous  reports  of  neurofibromas  which 
have  undergone  malignant  change,  with  in- 
volvement of  the  optic  nerve,  the  deeper 
structures,  the  viscera,  and  bone. 

The  case  reported  below  is  the  only  one 
the  senior  author  has  seen  in  twenty-three 
years  of  practice.  The  diagnosis  was  missed 
by  numerous  competent  men.  The  case  is  of 
interest  because  of  the  widespread  distribu- 
tion of  the  lesions  on  the  body,  and  because 
the  patient  is  still  in  good  health  ten  years 
after  the  first  malignant  change  in  the 
tumor. 

Co.se  Report 

A  single  white  female,  aged  51,  was  ad- 
mitted to  the  Lee  County  Hospital  on  March 
4,  1938,  because  of  a  painful  growing  lump 
on  the  inner  aspect  of  the  left  thigh.  The 
patient's  family  and  past  histories  were  neg- 
ative. Her  present  illness  began  at  14.  when 
a  few  scattered,  brownish  papules  appeared 
on  the  face  and  arms.  In  a  few  years  she  was 
covered  from  head  to  foot  with  a  hideous 
assortment  of  salmon-colored  tumors,  rang- 
ing in  size  from  a  pinhead  to  a  hen  egg  (fig. 
1).  For  the  past  thirty  years  she  had  been 
treated  with  lotions,  ointments,  sun  lamps, 
and  x-ray. 

Laboratory  studies  on  admission  were  all 
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Fig.  2.  Neurofibroma.  A  circumscribed  but  not 
encapsulated  tumor  is  seen  in  the  skin.  It  will 
be  noted  that  the  tumor  is  not  sharply  demar- 
cated from  the  corium.  The  neoplasm  is  com- 
posed of  spindle-shaped  cells  possessing  deeply 
staining   nuclei  which  tend  to  be  arranged  into 


whorls. 

Fig.  3.  Neurofibroma.  High-power  photomicro- 
graph of  the  same  lesion  seen  in  figure  2.  It 
will  be  noted  that  the  nuclei  of  the  cells  are 
deeply  staining.  This  is  a  characteristic  finding 
in  neurofibroma. 


Fig.  i.  Neurosarcoma.  A  circumscribed  neo- 
plasm is  seen,  which  Infiltrates  the  corium  for 
a  short  distance.  It  will  be  noted  that  the  tumor 
is  very  cellular,  and  the  stroma  is  scant. 


Fig.  5.  Neurosarcoma.  High-power  photomicro- 
graph of  the  tumor  seen  in  figure  4.  Note  that 
the  cells  are  large  and  vary  in  size,  shape,  and 
staining  characteristics. 
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normal,  and  physical  examination  was  nega- 
tive except  for  the  neurofibromatous  lesions. 
In  the  midthird  of  the  left  thigh  a  painful 
lump  could  be  palpated  deep  in  the  tissues 
over  the  course  of  the  femoral  nerve.  Under 
novocain  anesthesia  this  lump  was  widely 
excised.  The  tumor  mass  was  fairly  well 
encapsulated,  and  was  not  attached  to  any 
major  nerve.  The  patient  made  an  unevent- 
ful recoveiy,  and  subsequently  received  deep 
x-ray  therapy  over  this  area.  The  tumor  was 
diagnosed  as  neurosarcoma. 

Similar  malignant  tumors  have  been  re- 
moved from  the  same  site  six  times  since 
this  operation.  On  May  28,  1945,  a  large  one 
~was  removed  under  general  anesthesia;  this 
time  it  was  necessary  to  dissect  and  expose 
the  femoral  nerve,  vein,  and  artery.  This  op- 
eration was  followed  by  thrombophlebitis, 
and  some  edema  of  the  left  leg  persists  to  the 
present  time. 

Dr.  Robert  P.  Morehead  has  examined  the 
tumors  removed  from  this  patient  and  has 
photographed  representative  areas  from 
both  benign  and  malignant  tumors  (fig.  2-5) . 

Summary 

A  case  of  neurofibromatosis  of  thirty-five 
years'  duration  is  reported.  The  patient  is 
alive  and  well  ten  years  after  the  first  neuro- 
sarcoma was  excised. 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


News  of  the  discovery  of  uranium  fission  reached 
this  country  from  Germany  in  January  1939.  Within 
a  short  time  quite  a  few  American  physicists  recog- 
nized the  possibility  of  useful  release  of  atomic 
energy  and  of  making  an  atomic  bomb.  Then  started 
a  process  of  trying  to  interest  the  Government  with 
no  apparent  action  resulting.  We  physicists  in  the 
meantime  voluntarily  adopted  secrecy  policies  which 
kept  this  information  from  the  public  and  from 
other  countries.  After  some  months  of  frustration 
a  direct  appeal  to  the  President  was  made  and  he 
saw  to  it  that  a  program  of  work  was  started  under 
the  general  supervision  of  my  predecessor,  Dr.  L.  J. 
Briggs.  The  secret  was  so  well  kept  that  most  of 
the  staff  of  the  National  Bureau  of  Standards  were 
unaware  of  the  existence  of  an  atomic  bomb  project 
prior  to  the  official  announcement. 

I  know  of  no  example  anywhere  in  which  a  group 
of  persons  behaved  in  a  more  loyal  and  discreet  man- 
ner than  did  this  group  of  American  physicists  who, 
without  clearance  or  loyalty  probes,  kept  secret  this 
important  information  and  fought  their  way  to  the 
Chief  Executive  in  order  to  get  action.  Later,  of 
course,  they  were  all  fingerprinted  and  checked  and 
rechecked  before  they  were  allowed  to  know  these 
things  which  they  had  so  long  kept  secret  and  about 
which  they  had  to  work  so  hard  to  arouse  any 
official  interest.  I  do  not  object  to  their  being  in- 
vestigated this  way;  but  I  cannot  help  wondering 
what  we  could  have  done  about  it  if  we  had  found 
that  some  of  these  individuals  could  not  be  "cleared." 
— E.  U.  Condon:  Science  and  Securitv,  Science  107: 
661   (June  25)   1948. 


JosiAH  C.  Trent,  M.D.,  F.A.C.S.,  Editor 

IX 

SURGERY   OF   MALFORMATIONS   OF 
THE  HEART  AND  GREAT  VESSELS 

The  last  ten  years  have  witnessed  the  de- 
velopment of  a  series  of  surgical  maneuvers 
directed  toward  the  cure  or  improvement  of 
the  once  almost  hopeless  and  poorly  under- 
stood group  of  malformations — congenital 
anomalies  of  the  heart  and  great  vessels. 

However,  most  of  the  principles  now  ap- 
plied to  surgery  of  anomalies  of  the  heart 
and  great  vessels  were  worked  out  many 
years  ago.  At  the  turn  of  the  century  Carrel, 
Guthrie,  Halsted,  Reed,  Holman,  and  Matas 
demonstrated  methods  of  arterial  suture  and 
repair;  the  effect  on  the  heart  of  arterial 
shunts  was  known;  and  Dr.  Maude  Abbott 
and  Dr.  Helen  Taussig,  by  their  careful 
studies  of  patients  with  congenital  cardiac 
disease,  had  pointed  out  and  clarified  the  pa- 
thology and  the  clinical  diagnosis  of  many 
of  the  anomalies  of  the  heart  and  great  ves- 
sels. 

In  retrospect  now  the  problems  presented 
by  these  various  anomalies  do  not  appear 
complicated,  and  certainly  the  procedures 
used  to  correct  them  are  no  longer  spectacu- 
lar. Perhaps  the  explanation  for  the  sudden 
rapid  progress  in  this  field  of  surgery  lies 
in  the  confidence  instilled  in  the  surgeon  by 
adequate  anesthesia,  better  methods  of  com- 
batting shock  and  hemorrhage,  the  anti- 
biotics, and  new  surg'cal  techniques — plus 
the  courage  and  ingenuity  of  the  surgeon  to 
carry  out  the  necessary  operations. 

It  is  not  surprising  that  the  first  cardiac 
anomaly  approached  by  the  surgeon  was  the 
patent  ductus  arteriosus.  Other  associated 
malformations  are  rare;  the  diagnosis  is  not 
difficult ;  and  the  physiologic  effects  of  an 
arteriovenous  shunt  were  well  understood 
many  years  ago. 

In  1938  Gross  reported  the  first  ca.se  of  ■ 
successful  ligation  of  a  patent  ductus  arteri- 
osus. The  possibilities  of  such  a  procedure 
had  been  commented  upon  previously  by 
numerous  surgeons,  and  Graybiel,  Strieder, 
and  Boyer,  a  year  before,  had  carried  out  an 
unsuccessful  operation.  Thus,  for  the  first 
time,  patients  with  this  anomaly,  w^hose  life 
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expectancy  at  17  was  only  one-half  that  of 
the  general  population,  were  offered  a  chance 
to  lead  normal  lives  largely  free  from  the 
dangers  of  early  heart  failure  and  subacute 
bacterial  endarteritis. 

As  bacterial  endarteritis  develops  in  ap- 
proximately 25  per  cent  of  patients  with  a 
persistent  patent  ductus,  the  next  logical 
step  was  the  extension  of  ligation  to  this 
group  of  infected  cases.  In  1940,  Touroff 
and  Vessel  reported  the  first  case  of  patent 
ductus  arteriosus  with  superimposed  sub- 
acute bacterial  endarteritis  cured  by  liga- 
tion. Refinements  in  technique  have  evolved 
until  now,  in  most  cases,  complete  division 
and  ligation  of  the  ductus  is  necessary  for 
an  adequate  operation. 

The  next  anomaly  of  the  great  vessels  and 
heart  to  be  attacked  by  the  surgeon  was  co- 
arctation of  the  aorta.  This  anomaly,  not 
usually  associated  with  other  disabling  mal- 
formations, is  easily  diagnosed,  and  lends  it- 
self to  operative  correction.  In  1945  Gross 
and  Hufnagel,  and  Crafoord  and  Nylin  al- 
most simultaneously  performed  a  successful 
resection  of  the  coarcted  area  of  the  aorta, 
with  end-to-end  anastomosis  of  the  divided 
vessel.  With  the  perfection  of  this  operation, 
another  group  of  patients  with  a  life  expect- 
ancy of  only  35  years  was  offered  the  chance 
of  a  normal  life  span  free  from  the  dangers 
of  hypertension,  aortic  rupture,  cerebral 
hemorrhages,  and  subacute  bacterial  endar- 
teritis. 

The  follow-up  studies  on  this  operation 
have  not  been  carried  on  long  enough  to 
give  the  complete  answer  to  all  the  problems 
that  have  arisen.  For  example,  it  is  not  defi- 
nitely known  whether  the  left  subclavian 
artery,  in  the  cases  of  stricture  of  the  de- 
scending aorta  adjacent  to  this  vessel,  will 
carry  an  ample  amount  of  blood  to  lower  the 
blood  pressure ;  the  nature  of  the  generalized 
diastolic  hypertension  that  accompanies  the 
severe  cases  is  not  understood,  nor  is  it 
known  definitely  whether  this  hypertension 
is  reversible  in  all  cases.  There  is  no  doubt, 
however,  that  many  patients  appear  to  be 
"cured"  by  the  operation. 

The  cyanotic  group  of  patients  with  con- 
genital heart  disease  was  next  to  challenge 
the  surgeon.  In  the  tetralogy  of  Fallot,  the 
principal  cause  of  the  cyanosis  is  the  in- 
sufficient supply  of  blood  flowing  through 
the  pulmonary  artery.  It  had  been  observed 
by  Dr.  Helen  Taussig  that  cyanosis  occurs 


in  these  cases  only  when  the  ductus  arterio- 
sus is  closed.  Her  suggestion  to  Dr.  Alfred 
Blalock  that  this  condition  could  be  improved 
by  the  creation  of  an  artificial  ductus  arteri- 
osus led  to  the  first  successful  operation,  re- 
ported by  Blalock  and  Taussig  in  1945. 
Though  this  procedure  is  only  palliative, 
since  the  other  severe  malformations  in- 
cluded in  the  tetralogy  of  Fallot  (such  as  a 
patent  interventricular  septum)  cannot  be 
corrected,  the  relief  of  the  severe  cyanosis 
and  polycythemia,  and  the  increase  in  exer- 
cise tolerance  have  made  the  operation  worth 
while.  Technically,  the  procedure  consists  in 
the  end-to-end  anastomosis  of  a  .systemic 
artery  to  the  pulmonary  artery.  In  other 
words,  a  patent  ductus  arteriosus  is  created 
instead  of  obliterated.  The  patients  are  poor 
operative  risks,  but  the  operative  mortality 
has  not  been  prohibitive.  Potts  and  his  asso- 
ciates in  1946  reported  another  technique  for 
achieving  an  increase  in  the  pulmonary  cir- 
culation by  anastomosing  the  side  of  the 
aorta  to  the  side  of  the  pulmonary  artery. 
The  final  results  of  this  remarkable  surgical 
achievement,  of  course,  must  await  the  judg- 
ment of  time. 

The  past  decade  has  witnessed  the  begin- 
nings of  an  entirely  new  field  of  surgery,  for 
there  are  many  other  malformations  of  the 
heart,  such  as  the  various  septal  defects, 
which  are  still  open  to  surgical  attack.  These 
startling  new  procedures  have  not  only  of- 
fered hope  to  patients  with  congenital  car- 
diac anomalies,  but  have  served  to  stimulate 
the  surgeon  to  inquire  further  into  the  mys- 
teries of  heart  disease — too  long  the  sole 
domain  of  the  internist. 

Will  C.  Sealy,  M.D. 

Duke  Hospital 


The  general   physician  and  mental  health. — In  the 

past  twenty  years  there  has  been  a  very  great 
change  in  our  attitude  to  mental  health  .  .  .  prob- 
ably 30  to  50^ f  of  the  patients  consulting  us  have 
functional  complaints  as  a  part  or  the  whole  of  their 
illness.  We  used  to  say  that  many  of  these  had 
nothing'  the  matter  with  them,  and  acted  thus  be- 
cause we  did  not  fully  appreciate  the  emotional 
factors  causing  disease.  We  assume  now  that  when 
a  person  is  sick  the  whole  of  him  is  sick.  General 
physicians  must  have  an  understanding  of  the  pa- 
tient's total  problems.  They  always  have  done  much 
work  and  much  effective  work  in  the  field  of  psy- 
chiatry but  they  did  not  call  it  by  any  such  fancy 
name.  When  they  dealt  with  human  unhappiness, 
maladjustments  and  psychosomatic  complaints  they 
drew  ipon  their  experience  and  their  sympathies 
and  called  the  resultant  common  sense. — W.  V.  .John- 
ston: General  Practice  in  the  Changing  Order, 
Canad.  M.  Assoc.  J.  59:169,  1948. 
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"MEDICAL  ECONOMICS"  GIVES 
TRUMAN  AN  ASSIST 

Simultaneously  with  its  release  of  the 
"news"  that  President  Truman  is  urging  the 
nation  to  adopt  compulsory  health  insurance, 
the  Associated  Press  published  a  statement 
from  Medical  Economics,  "the  National 
Business  Magazine  for  Physicians,"  that 
"Private  physicians  in  this  country  earned 
an  average  gross  income  of  $17,476  and  net 
income  of  $9,884"  last  year,  and  that  "Phy- 
sicians in  1947  were  in  the  top  3  per  cent 
national  bracket." 

In  The  Twin  City  Sentinel  for  September 
3,  this  story  was  carried  in  the  same  column 
with  President  Truman's  statement,  as 
though  it  were  part  of  the  same  press  re- 
lease. The  inference  is  obvious  that  the  two 
stories  were  intended  to  be  linked  together. 
Certainly  the  layman  who  reads  that  physi- 
cians are  earning  such  enormous  incomes — 
even  though  44  per  cent  of  the  gross  income 


goe3  for  overhead  expenses — is  apt  to  fee! 
that  there  may  be  ground  for  letting  the 
government  do  something  about  the  high 
cost  of  medical  care. 

Medical  Economics  has  based  its  figures 
on  reports  from  4,878  doctors.  When  it  is 
known  that  there  are  nearly  190,000  physi- 
cians in  the  United  States,  and  that  more 
than  150,000  are  at  work,  one  wonders  just 
how  accurate  are  these  estimates,  based  on 
returns  from  less  than  one  out  of  30  doctors. 

At  least  three  factors  should  be  taken  into 
consideration  in  evaluating  the  Medical  Eco- 
nomics poll:  (1)  Since  doctors  have  their 
share  of  human  nature,  it  is  probable  that 
those  with  higher  incomes  would  be  more  apt 
to  return  the  questionnaires  than  those  in 
the  lower  brackets.  (2)  Few,  if  any,  occu- 
pations require  such  a  long  period  of  prep- 
aration as  does  the  practice  of  medicine ; 
consequently  a  doctor's  productive  life  is 
shorter.  (3)  The  incomes  of  most  doctors 
during  periods  of  depression  are  relatively 
low,  even  though  they  keep  busy.  The  right 
sort  of  doctor  feels  a  moral  obligation  to  care 
for  his  patients  whether  or  not  he  can  ex- 
pect compensation  for  his  services. 

In  its  issue  for  May.  1948,  Medical  Eco- 
nomics presented  a  survey  which  put  the 
doctors  in  a  much  more  favorable  light. 
Questionnaires  returned  by  246  county  med- 
ical societies  revealed  that,  while  the  cost  of 
living  had  advanced  67  per  cent  from  1937 
to  1947,  physicians'  fees  had  increased  only 
37  per  cent.  This  report  was  in  line  with  a 
study  made  by  Frank  G.  Dickinson,  Ph.D., 
Director  of  the  Bureau  of  Medical  Econom- 
ics of  the  American  Medical  Association. 
He  compared  the  increases  in  the  cost  of 
medical  care  and  in  the  cost  of  living  from 
1940  to  1947,  and  found  that,  while  the  cost 
of  living  increased  by  59.2  per  cent  over  the 
1935-1939  level,  the  cost  of  medical  care  and 
drugs  rose  only  31.6  per  cent. 

It  is  unfortunate  that  neither  the  earlier 
report  of  Medical  Economics  nor  Dr.  Dick- 
inson's study  was  given  the  publicity  ac- 
corded the  results  of  the  last  questionnaire, 
just  published  in  the  September  issue  of 
Medical  Economics.  While  it  is  certain  that 
the  editors  of  Medical  Economics  had  no  in- 
tention of  injuring  the  medical  profession, 
it  is  unfortunate  that  they  should  have 
played  so  directly  into  the  hands  of  those 
seeking  to  socialize  this  country — beginning 
with  the  practice  of  medicine. 
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A  WORTHY  EXAMPLE 

The  R.  J.  Reynolds  Tobacco  Company  has 
recently  taken  a  progressive  step  by  increas- 
ing the  retirement  age  of  its  employees  from 
65  to  70  years.  As  under  its  previous  retire- 
ment plan,  an  employee  has  the  privilege  of 
retiring  on  an  allowance  at  any  time  after 
reaching  the  age  of  55,  but  the  amount  of 
the  allowance  is  increased  yearly  to  the  age 
of  65.  Formerly  retirement  was  compulsory 
at  this  age,  but  now  the  employee  has  the 
privilege  of  working  five  years  longer.  Even 
after  an  employee  reaches  70,  he  may  con- 
tinue to  work  "upon  request  of  the  company 
and  consent  of  the  employee." 

This  plan  recognizes  the  steadily  increas- 
ing proportion  of  older  people  in  our  popula- 
tion, as  well  as  the  economic  and  psychologic 
folly  of  forcing  a  worker  to  retire  when  he  is 
still"  able  to  do  a  full  day's  work.  It  also  al- 
lows for  the  great  variation  in  the  rate  at 
which  the  human  machine  deteriorates.  One 
of  the  best  things  about  the  scheme  is  its 
flexibility.  There  is  an  interval  of  fifteen 
years,  or  even  more,  from  the  time  the 
worker  maij  retire  until  he  must  retire.  This 
does  away  with  the  old  idea  that  all  people 
are  built  like  the  deacon's  "one-hoss  shay," 
to  run  so  many  years  to  the  day,  and  then 
fall  to  pieces  all  at  once. 

The  Reynolds  retirement  plan  is  a  model 
which  other  industries  might  well  adopt. 


"DOCTORS  AND  THE   DRAFT" 

In  the  Neir  York  Times  for  August  29, 
there  appears  a  letter  from  Dr.  William 
Dock,  professor  of  medicine  at  Long  Island 
College  of  Medicine,  protesting  against  the 
exorbitant  demands  of  the  armed  forces  for 
medical  men.  Dr.  Dock  states  that  at  present 
"There  is  one  doctor  for  every  780  civilian 
patients;  the  Army  wants  one  doctor  for 
every  165  men,  selected  for  sound  bodies  and 
sane  minds  .  .  .  The  expected  incidence  of  ill- 
ness and  injury  is  perhaps  25  per  cent  as 
large  among  healthy  men,  aged  18  to  40,  as 
in  the  general  population.  Why  are  4.5  times 
as  many  doctors  per  person  needed?" 

If  this  question  has  a  familiar  ring,  the 
reader  is  referred  to  an  editorial  which  ap- 
peared in  this  journal  in  October,  1941 — 
two  months  before  Pearl  Harbor — in  which 
a  protest  was  made  against  the  inequitable 
distribution  of  doctors  between  civilians  and 


service  men'".  This  editorial  was  followed 
by  a  number  of  others.  Both  in  the  NORTH 
Carolina  Medical  Journal  and  in  Dr. 
Dock's  letter  the  point  was  made  that  the 
last  World  War  inflicted  more  damage  on 
the  civilian  population  than  on  the  armed 
forces,  and  that  another  great  conflict  would 
be  still  more  of  a  total  war,  with  the  civilians 
bearing  the  brunt  of  it. 

Dr.  Dock  recommends  that  a  board  of 
competent  men  should  be  appointed  to  study 
the  question  of  medical  service  and  to  "plan 
for  the  most  effective  use  of  civilian  physi- 
cians in  peace  and  war."  Certainly  it  is  to 
be  hoped  that  the  most  glaring  mistakes 
made  in  the  medical  service  during  the  re- 
cent war  will  not  be  repeated  in  the  present 
draft. 

1.    Metlic.ll    Care    for   Civilian    and    Militarv    Population.    Kdi- 
torial.   North  Carolina   M.  .1.   2:.-.iin    (Oct.)    19U. 


E.  C.  G.  AND  GREAT  BRITAIN 

Many  interesting  sidelights  on  the  British 
National  Health  Service  are  to  be  found  in 
successive  issues  of  the  British  Mediccd 
Journal.  In  the  "Correspondence  Depart- 
ment" for  July  10,  for  instance,  there  are 
four  letters  discussing  a  recent  paper  advo- 
cating the  use  of  B.C.G.  vaccine  for  tuber- 
culosis.   One  of  these  letters  concludes : 

"In  view  of  the  shortage  of  sanatoria  staff  and 
lack  of  facilities  to  take  infectious  cases  of  pulmo- 
nary tuberculosis  away  from  uninfected  contacts  it 
is  doubly  important  to  use  this  method  in  Eng-land 
if  there  is  the  slightest  hope  that  good  may  be  done. 
Our  tuberculosis  officers  in  Bedfordshire,  who  are 
keen  and  competent  young  men,  are  anxious  and 
willing  to  use  the  vaccine  in  the  county.  The  only 
stumbling  block  is  the  Ministry  of  Health,  who.  pre- 
sumably acting  on  Pi'of.  Wilson's  advice,  will  not 
supply  the  material,  and  it  cannot  be  obtained 
through  our  commercial  houses." 

By  way  of  encouragement  the  editor  com- 
ments :  "This  matter  is  now  under  consider- 
ation by  the  Ministry  of  Health."  The  final 
decision  rests  with  Minister  of  Health 
Aneurin  Bevan.  Let  us  hope  that  in  this,  as 
in  other  decisions  affecting  the  health  of  the 
British  people,  IMr.  Bevan  will  seek  the  coun- 
sel of  the  best  medical  minds  of  Britain — 
and  then  will  follow  their  advice  better  than 
he  did  in  establishing  the  National  Health 
Service.  Let  us  hope  too  that  it  will  never 
come  to  pass  in  this  country  that  laymen 
will  be  given  the  opportunity  to  tell  medical 
men  how  to  practice  medicine. 
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THE  more  rapid  decline  of  the  tuberculosis  death 
rate  in  younger  age  groups  and  the  gradual 
aging  of  the  population  have  resulted  in  an  increas- 
ing proportion  of  tuberculosis  deaths  in  the  ages 
over  45.  Tuberculosis  among  older  people  is  often 
unsuspected  because  the  disease  has  long  been  con- 
sidered the  particular  foe  of  youth.  Although  tuber- 
culosis remains  the  leading  cause  of  death  from  dis- 
ease in  the  ages  15  to  35  the  tuberculosis  death  rate 
increases  steadily  with  age  from  a  minimum  in  child- 
hood to  a  maximum  at  75  years  of  age. 

TUBERCULOSIS  IN  THE  OLDER  AGE  GROUP 

The  present  practice  of  making  extensive  studies 
of  tuberculosis  in  the  younger  age  group  of  our 
population,  thus  minimizing  the  importance  of  the 
disease  in  the  aged,  has  proved  to  be  unwise. 

The  statement  has  been  made  that  in  persons 
over  the  age  of  50  years  the  occurrence  of  com- 
municable pulmonary  tuberculosis  is  more  frequent 
than  in  any  other  period.  In  3,000  routine  post- 
mortem examinations  made  at  the  Philadelphia 
General  Hospital  from  1936  to  1937,  11.2  per  cent 
of  the  1,000  patients  60  years  of  age  and  over  had 
died  of  tuberculosis.  This  and  other  evidence  leaves 
little  doubt  that  tuberculosis  among  older  individuals 
is  not  rare. 

The  same  irregular  periods  of  activation  and 
quiescence  which  are  characteristic  of  tuberculosis 
occur  in  the  older  age  group,  and  when  continued, 
calcareous  areas,  fibrosis,  fibrocaseous  or  fibro- 
cavernous  pathology  finallv  develop.  The  disease 
among  the  elderly  is  usuallv  of  a  chronic  nature, 
and  the  patient  continues  with  his  occupation.  One 
of  the  deficiencies  in  the  control  of  tuberculosis  is 
the  failure  to  discover  the  disease  in  elderlv  indi- 
viduals who  may  be  spreaders  of  tuberculosis  for 
many  years. 

A  study  of  case  histories  of  older  patients  having 
pulmonary  tuberculosis  gives  the  impression  that 
the  disease  is  usually  acquired  before  40  vears  of 
age  though  the  time  of  onset  is  often  difficult  to 
determine. 

Herewith  are  four  illustrative  cases: 

Case  1. — A  farmer  at  28  years  of  age  had  a  pro- 
fuse hemorrhage,  which  was  diagnosed  as  being  of 
gastric  origin.  Six  years  later  a  daughter  died  of 
tuberculous  meningitis.  Fourteen  years  later,  in  an 
accident,  he  was  badly  exsanguinated.  He  recovered 
and  continued  his  farm  work  for  22  years  appar- 
ently in  good  health.  At  70  years  of  age  he  com- 
nlained  of  a  productive  cough  and  had  a  low  grade 
fever.  A  sputum  examination  made  at  this  time 
showed  tubercle  bacilli.  Two  years  later,  he  died  of 
tuberculosis.  This  man  apparently  had  pulmonary 
tuberculosis  for  44  years. 

Case  2. — A  female,  married  for  22  years,  had 
been  in  poor  health,  but  as  no  clinical  symntoms 
were  present  to  suggest  serious  trouble  her  familv 
physician  concluded  that  she  was  a  malingerer  and 
lost  interest.  Another  doctor  later  found  abnormali- 
ties in  her  chest  upon  physical  examination  and 
tubercle  bacilli  were  present  in  her  sputum.  This 
woman,  now  68  years  of  age,  is  still  living. 


Case  3, — A  seven-year-old  female  died  of  pulmo- 
nary tuberculosis  22  years  ago.  The  family  consisted 
of  two  brothers,  a  father,  and  mother.  During  a 
school  tuberculin-testing  program  held  later  the  two 
brothers  showed  positive  reactions.  The  mother  was 
thought  to  be  the  source  of  infection,  but  her  sputum 
examinations  proved  to  be  negative.  The  father 
failed  to  cooperate,  claiming  that  he  was  in  good 
health.  Later  he  made  a  poor  recovery  from  influ- 
enza, during  which  he  lost  weight  and  acquired  a 
productive  cough.  An  X-ray  of  his  chest  then  showed 
far-advanced  tuberculosis.  He  died  of  tuberculosis  at 
the  age  of  80  years. 

Case  4. — Forty-six  years  ago  a  young  man,  then 
16  years  of  age,  had  three  quarts  of  fluid  aspirated 
from  his  chest.  Fifteen  years  later  rales  were  found 
in  his  right  lung  apex.  During  the  next  few  years 
physical  signs  were  found  in  both  upper  lobes.  In 
1933  an  X-ray  of  his  chest  showed  marked  involve- 
ment of  both  upper  lobes  and  this  had  progressed  to 
cavity  formation  by  1946.  This  man,  now"  69  years 
of  age,  appears  in  excellent  physical  condition  and 
in  good  health. 

It  seems  unreasonable  to  assume  that  repeated 
exogenous  reinfections  account  for  the  course  of 
the  disease  in  such  cases.  Many  of  these  patients 
date  the  beginning  of  their  trouble  back  to  only  a 
few  months,  while  their  X-ray  indicates  a  long- 
standing disease  finally  reaching  a  stage  where  a 
breakdown  occurs.  Physical  examination  does  not 
materially  aid  in  making  a  diagnosis.  Spinal  de- 
formities, ossification  of  the  costal  cartilages,  and 
a  decreased  vital  capacity  are  encountered  in  older 
patients.  These  alter  the  signs  on  inspection  and 
palpation.  LTpon  auscultation  the  findings  are  often 
confused  by  the  presence  of  other  pathologic  con- 
ditions, namely,  bronchitis,  bronchiectasis,  asthma, 
heart  disease,"  and,  particularly,  emphvsema.  The 
X-ray_film  is  the  decisive  factor  in  making  a  diag- 
nosis in  older  as  well  as  in  younger  persons.  Neither 
a  negative  sputum  examination  nor  a  negative 
tuberculin  test  can  rule  out  the  disease. 

These  elderly  patients  present  problems  of  seg- 
rea-ation,  individual  education  for  their  own  and  the 
public's  safety,  and  their  own  personal  treatment. 

In  the  past  75  years  persons  over  50  years  of  age 
in  the  United  States  have  increased  from  3.8  to  5.7 
per  cent.  The  census  of  1940  showed  approximatelv 
9. 000, 000  adults  over  65  years  of  age.  Should  this 
increase  in  our  old  age  population  continue  aged 
persons  with  tuberculosis  must  be  given  serious  con- 
sideration to  avoid  the  transmission  of  the  disease 
from  the  aged  to  the  young. 

Tuberculosis  in  the  Older  Age  Groups,  Charles 
D.  Bovd,  M.D.,  The  Wisconsin  Medical  .lournal, 
December,   1947. 


To  advocate  the  indiscriminate  use  of  streptomy- 
cin, especially  in  moderately  advanced  or  advanced 
cases  of  pulmonary  tuberculosis,  not  only  is  pre- 
mature but  also  carries  with  it  certain  dangers  and 
drawbacks.  Among  the  principal  dangers  in  the  use 
of  this  drug  is  its  toxicity,  which  may  seriously 
affect  hearing,  sight  and  kidney  function  and  cause 
skin  eruptions.  At  present,  it  can  only  be  said  that 
we  have  seen  little  in  the  treatment  of  well  estab- 
lished pulmonary  tuberculosis  by  streptomycin  that 
gives  cause  for  any  great  optimism  regarding  its 
curative  value. — Comm.  on  Tuberc,  N.H.  Med.  Soc, 
New  England  J.  Med.,  Oct.  23,  1947. 
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PUBLIC  RELATIONS 


From  every  side  we  hear  reports  of  com- 
plaints and  vitriolic  accusations  hurled  at 
the  medical  profession  by  a  disgruntled  pub- 
lic. From  the  headquarters  of  the  American 
Medical  Association  come  reports  of  a  bar- 
rage of  criticism.  Much  discussion  centers 
around  the  matter  in  medical  meetings.  We 
see  accounts  of  it  in  newspapers,  periodicals, 
and  medical  publications. 

This  situation  has  developed  rather  subtly 
during  the  past  few  years,  and  has  grown 
rapidly,  it  seems  to  me,  since  the  end  of 
World  War  II.  One  could.  I  think,  be  justi- 
fied in  labeling  it  a  "war  baby,"  and  assume 
that  it  came  largely  as  a  psychologic  re- 
action to  the  upheaval  of  world  conditions 
in  general.  In  a  world  over  which  the  winds 
of  dissension  and  misunderstanding  are 
blowing  fiercely,  and  in  which  democratic 
ideologies  are  threatened,  new  concepts  of 
government  are  at  war,  bitter  parliamentary 
struggles  are  raging,  the  wolves  of  Commun- 
ism are  at  our  very  threshold,  and  the  people 
of  our  country  are  anxious  and  frustrated, 
the  public  is  apt  to  be  more  critical,  more 
given  to  exaggeration,  and  unduly  upset. 

There  are  always  two  sides  to  every  ques- 
tion, and  while  I  believe  there  is  much  mis- 
understanding on  the  part  of  the  public,  as 
well  as  a  rather  uncharitable  attitude  of  the 
public  toward  the  medical  profession,  still 
I  feel  that  the  responsibility  for  most  of  our 
woes  can  be  laid  at  our  own  doorstep. 

Certainly,  the  relations  of  the  medical 
profession  and  the  public  are  at  a  rather 
critical  stage  of  strain  at  the  present,  and 
demand  immediate  action  on  the  part  of  the 
profession.  Since  the  medical  man's  capital 
investment  is  in  his  education  and  training 
for  special  service,  and  in  view  of  the  fact 
that  he  is  engaged  in  the  business  of  selling 
his  service  to  the  public,  it  behooves  him  to 
keep  his  relation  with  the  public  in  good 
repair  continuously,  and  to  improve  it  when- 
ever possible.  Marshall  Field's  philosophy 
that  the  customer  is  always  right  is  a  pretty 
good  business  philosophy. 

Let  me  emphasize  therefore  that,  in  my 
opinion,  it  is  up  to  the  medical  profession  to 
make  the  initial  move,  and  to  take  definite 
action  at  once  toward  a  solution  of  our  pub- 
lic relations  problem.  The  public  charges 
the  medical  profession — and  with  some  justi- 
fication, I  am  sure — with  making  excessive 


charges  for  medical  services,  and  with  re- 
fusing flatly  and  abruptly  to  make  night 
calls.  They  say  that  we  are  unmannerly  to 
our  patients,  and  unmindful  of  their  best 
interests,  and  that  in  a  few  instances,  at 
least,  patients  have  died  as  a  result  of  this 
attitude.  It  has  been  charged  that  the  hos- 
pital extension  program  is  designed  pri- 
marily for  the  benefit  of  doctors,  and  to 
make  it  possible  for  them  to  grow  richer 
and  richer. 

All  of  these  charges  against  the  medical 
profession,  of  course,  add  fuel  to  the  fire  of 
agitation  for  government  control  of  medicine. 
The  flame  is  being  fanned  vigorously  by  a 
tax-supported  bureau  in  Washington,  which 
seeks  to  bring  about  regimentation  of  physi- 
cians and  political  control  of  medical 
services. 

What  are  the  answers  to  the  problem  of 
improving  public  relations?  I  think  it  is 
primarily  a  question  of  education  for  both 
the  physician  and  the  public.  The  public 
should  be  shown  that  the  chief  concern  of 
the  average  doctor  is  the  welfare  of  his  pa- 
tients, and  that,  regardless  of  pecuniary  re- 
muneration, his  aim  is  to  place  his  services 
to  suflfering  humanity  above  all  other  con- 
siderations. I  believe  that  physicians  basic- 
ally are  just  as  kind,  considerate,  and  sym- 
pathetic as  those  of  previous  generations. 
There  is  a  shortage  of  physicians  in  many 
communities  of  our  state.  The  ratio  of  phy- 
sicians to  population  in  my  county  (1  to 
4000)  is  more  or  less  typical  of  average  ru- 
ral communities  in  our  country.  It  is  obvi- 
ous, therefore,  that  as  a  result  of  this 
dearth  of  doctors,  a  certain  percentage  of 
people  can  not  possibly  have  adequate  medi- 
cal service. 

Hospital  facilities  are  woefully  inadequate 
in  our  state,  particularly  in  the  rural  areas. 
It  .should  be  pointed  out  to  the  public  that  it 
has  a  moral  obligation  and  responsibility  in 
providing  more  adequate  hospital  facilities. 
Doctors  are  no  longer  able  financially  to 
build  and  operate  hospitals.  The  hospital 
business  has  grown  to  be  one  of  the  major 
businesses  of  this  country.  These  shortages 
will  no  doubt  be  corrected  gradually  under 
the  provision  of  state  and  federal  appropri- 
ations. 

The  public  should  be  made  conscious  of 
the  fact  that  the  American  system  of  medi- 
cine, although  imperfect  in  many  ways,  is 
far  superior  to  any  government-controlled 
svstem  in  the  world. 
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The  physicians  of  North  Carolina  and  the 
country  in  general  should  be  brought  to  real- 
ize that  a  change  in  attitude  toward  the  pub- 
lic is  past  due.  Attitude  means  everything 
in  the  life  of  an  individual  or  an  organiza- 
tion. The  proper  attitude  on  the  part  of  a 
physician  will  cover  a  multitude  of  short- 
comings. If  we  are  to  sell  our  services  to  a 
public  that  is  confused,  skeptical  and  resent- 
ful, we  must  improve  our  public  relations 
through  a  change  in  attitude  uoir.  We  can 
no  longer  brush  off  abruptly  night  calls  from, 
anxious  parents  and  families  without  even 
a  suggestion  as  to  temporary  measures  di- 
rected to  the  relief  of  the  patient,  reassur- 
ance, or  offers  to  help  in  some  way.  It  is  a 
very  real  emergency  to  most  of  those  who 
call,  and  excuses,  in  general,  are  resented. 
There  are  many  things  a  doctor  can  do  to 
show  his  concern  even  though  he  cannot 
answer  a  call.  He  can  make  suggestions  as 
to  measures  that  might  give  temporary  re- 
lief. He  may  be  able  to  direct  the  patient 
to  the  outpatient  department  of  the  hospital 
for  a  hypodermic  which  might  give  relief 
until  morning.  He  could  even  have  certain 
patients  admitted  to  the  hospital,  and  give 
orders  to  the  nursing  staff  as  to  what  meas- 
ures to  adopt  in  the  treatment  of  the  case 
temporarily.  No  number  of  excuses,  how- 
ever logical  they  may  seem  to  the  doctor,  will 
suffice  to  appease  the  anxiety  of  the  patient 
and  his  family. 

The  doctor  has  a  very  definite  moral  re- 
sponsibility to  his  patient,  and  there  is  no 
substitute  for  this.  His  education  along  this 
line  should  begin  while  he  is  still  in  medical 
school,  and  should  be  stressed  above  all  else. 
He  should  adopt  the  principles  embodied  in 
the  golden  rule  early  in  his  career  and  keep 
them  ever  in  mind  in  all  his  dealings,  pro- 
fessional and  otherwise,  with  his  fellow  men. 
With  such  a  philosophy  as  that  in  practice, 
we  would  need  no  improvement  in  public 
relations. 

The  American  Medical  Association  has 
done  much  in  an  effort  to  improve  public 
relations  by  outlawing  and  bringing  to  light 
certain  pernicious  practices  on  the  part  of 
certain  members  of  the  profession  in  accept- 
ing rebates  from  optical  houses.  The  Ameri- 
can College  of  Surgeons  does  the  same  thing 
in  regard  to  fee-splitting.  Methods  directed 
toward  a  house  cleaning,  in  general,  will  be 
bound  to  react  favorably  in  the  eyes  of  the 
public,  as  well  as  stimulate  our  own  self- 


respect. 

Too  much  specializing  in  medical  prac- 
tice, I  am  sure,  has  added  somewhat  to  our 
present  predicament.  The  movement  which 
is  now  under  way  to  make  possible  post- 
graduate study  for  the  general  practitioner, 
in  order  that  he  may  be  better  qualified  for 
his  work,  is  of  great  importance,  and  will 
give  him  the  recognition  in  the  eyes  of  the 
public  which  he  deserves.  Everything  and 
anything  done  to  promote  the  interest  of  the 
general  practitioner  will  go  far  in  solving 
our  problem.  He  is  really  the  backbone  of 
the  profession.  He  is  the  one  who  has  more 
direct  contact  with  the  public  than  any  other 
group. 

The  Public  Relations  Committee  of  the 
North  Carolina  Medical  Society,  under  the 
able  leadership  of  Dr.  Donald  Koonce,  is 
doing  a  splendid  job  in  trying  to  effect  a 
better  understanding  and  better  relations 
between  organized  medicine  and  the  public. 
This  effort  should  extend  right  on  down  to 
the  local  or  county  level,  with  the  county 
societies  making  a  determined  effort  to  get 
the  movement  on  an  individual  basis,  because 
it  is  at  this  point  that  the  battle  will  be  won 
or  lost.  In  this  way  each  individual  physi- 
cian would  be  playing  his  important  part 
in  showing  by  a  proper  attitude  that  he  is 
sincere  in  his  efforts  to  give  the  public  the 
service  which  it  deserves. 

Fred  C.  Hubbard,  M.D. 

North  Wilkesboro 


Longevity  in  United  States  Sets  New  Mark  in  1946 

The  average  leng'th  of  life  of  the  people  of  the 
United  States  based  on  1946  death  rates  reached 
a  new  high  of  nearly  67  years,  according  to  Federal 
Security  Administrator  Oscar  R.  Ewing.  He  based 
his  statement  on  life  tables  for  1946  compiled  by 
FSA's  National  Office  of  Vital  Statistics,  Public 
Health  Service.  This  represents  an  increase  of  al- 
most a  full  year  over  the  corresponding  figure  for 
1945,  and  an  increase  of  nearly  two  years  over  the 
level  prevailing  in  the  immediate  prewar  period 
1939-1941. 

The  1946  life  tables  have  been  prepared  separately 
for  white  and  non-white  males  and  females,  and 
show  that  the  expectation  of  life  at  birth  for  white 
females  is  now  70.3  years,  exceeding  the  biblical 
"three  score  and  ten"  for  the  first  time  in  the  his- 
tory of  the  nation.  On  the  average,  white  men  do 
not  live  as  long,  their  average  length  of  life  being 
65.1  years. 

The  expectation  of  life  at  birth  has  steadily  in- 
creased since  the  turn  of  the  century,  largely  as  a 
result  of  the  control  of  infectious  diseases,  which 
formerly  took  a  heavy  toll  of  lives  among  infants, 
children,   and   young   adults. 


466 


NORTH   CAROLINA   MEDICAL  JOURNAL 


September,  1948 


CORRESPONDENCE 


"IT  IS  LATER  THAN  YOU  THINK" 

Burlington,   North   Carolina 
September  9,  1948 
To  the  Editor: 

"It  is  later  than  you  think." 

When  we  set  out  for  the  Chicago  Confer- 
ence of  the  Professions,  September  6  and  7, 
sponsored  by  the  National  Physicians  Com- 
mittee, I  was  still  feeling  rather  pleased  with 
our  victory  over  the  proponents  of  socialized 
medicine  in  Congress  earlier  this  summer. 

1  had  not  read  Swing's  report  of  September 

2  initiating  the  new  drive  of  the  proponents. 
President  Truman  had  not  made  his  Labor 
Day  pronouncement  either.  I  knew  that 
Dewey  had  placed  himself  against  it,  but  I 
had  rather  overlooked  Dewey's  running- 
mate's  (Warren)  long  record  as  an  aggres- 
sive proponent  of  the  socialization  of  medi- 
cine. All  these  things  came  into  focus  at  the 
Chicago  meeting  and  took  their  place  in  the 
pattern  of  ideological  warfare  that  has 
spread  from  Asia  and  Europe  to  us.  The 
Communist  danger  here  is  real.  It  can  be 
defeated,  but  to  do  so  will  require  the  sacri- 
fice of  time,  money,  thought,  and  energy  by 
all  of  us — not  just  a  few. 

I  do  not  recall  ever  having  been  shocked 
by  any  speech  as  I  was  by  that  of  Dr.  Lex- 
ington Jones,  a  dentist  from  Christ  Church, 
New  Zealand.  He  was  going  along  as  we, 
only  moderately  concerned  about  the  situa- 
tion in  1938,  when  their  Prime  Minister  an- 
nounced for  socialized  medicine.  At  that 
point  in  his  speech  he  held  up  a  Chicago 
newspaper  with  big  headlines  showing  Tru- 
man's Labor  Day  announcement — just  made 
on  the  day  of  his  speech.  Then  he  said, 
"Three  months  after  I  saw  an  announcement 
like  that  in  our  paper  we  had  socialized 
medicine." 

After  that  he  went  on  to  describe  the  de- 
terioration of  medicine,  dentistry,  and  the 
general  moral  fiber  of  the  people  under  the 
socialistic  regime,  and  told  of  the  mounting 
and  bankrupting  expense  of  the  whole  thing. 

He  concluded  with  breath-taking  earnest- 
ness an  appeal  that  was  evidently  from  the 
heart  and  from  bitter  experience : 

"Gentlemen,  I  implore  you  to  be  up  and  doing. 
In  the  unchangeable  pattern  of  Socialism  you  are 
to  be  the  next  victim.  Should  you  submit — then  you 
permit    the    laying   of   the    foundation    for    a    totali- 


tarian structure  to  be  built.  If  you  allow  totalitar- 
ianism to  exist  here  on  any  scale,  then  you  expect 
it  to  be  maintained  by  Gestapo  police  methods,  dic- 
tatorship, loss  of  liberty,  and  opportunity,  and  re- 
sultant degradation  of  the  mass  of  people. 

"In  conclusion,  gentlemen,  I  hope  nobody  says 
'I  have  enjoyed  your  speech.'  I  have  not  given  it  for 
your  enjoyment.  I  hope  it  worries  you  excessively. 
I  hope  it  causes  you  sleepless  nights  until  you  have 
done  something  about  it.  I  hope  your  action  will  be 
adirmative  and  effective  so  that  you  will  safeguard 
your  rights  of  democracy — your  way  of  life — the 
American  way  of  life." 

Sincerely, 

George  L.  Carrington,  M.D. 

STATEMENT  ON  POLIOMYELITIS 

■To  the  Editor: 

At  its  meeting  on  August  31,  the  State 
Board  of  Health  reviewed  the  poliomyelitis 
situation  in  North  Carolina  and  requested 
that  the  following  statement  be  prepared  by 
the  State  Health  Officer  for  general  release. 
J.  W.  R.  Norton,  M.D. 
State  Health  Officer 

As  of  September  4,  the  North  Carolina  poliomye- 
litis attack  rate  stood  at  50.8  cases  per  100,000  pop- 
ulation. This  is  the  highest  rate  we  have  experi- 
enced, the  two  highest  previous  years  being  in  1935 
and  1944  with  rates  of  20  and  23,  respectively. 

North  Carolina  has  had  a  much  lower  poliomye- 
litis rate  over  a  period  of  years  than  the  nation  as 
a  whole.  For  the  period  1916-1925  this  state  ranked 
41st  among  all  of  the  states  with  an  average  of  1.4 
cases  per  100,000  population  as  compared  to  7.5  for 
the  nation  as  a  whole.  For  the  period  1926-1935, 
North  Carolina  was  31st,  the  average  rate  being  4.? 
for  the  state  and  6.4  for  the  nation.  Between  1936 
and  1945  we  were  38th  with  an  average  rate  of  4.8 
as  compared  to  6.9  for  the  nation.  In  1946,  there 
occurred  the  nation's  second  highest  total  number 
of  cases  ever  recorded.  The  average  I'ate  for  the 
nation  was  19.1  cases  per  100,000  or  only  slightly 
below  North  Carolina's  two  previous  epidemic  vears. 
This  state  ranked  46th  in  1946  with  a  rate  of  only 
4.6.  In  1947  we  had  our  third  highest  year  up  to  that 
time,  with  8.1  cases  per  100.000  population  as  com- 
pared to  the  nation's  7.4.  During  that  year  twelve 
other  states  ranked  higher. 

Since  1916,  California,  New  York,  Connecticut, 
and  Minnesota  have  averaged  more  cases  than  most 
other  states.  New  York  had  the  most  severe  state- 
wide epidemic  ever  recorded  in  this  country  in  1916 
with  128.7  cases  per  100,000  population.  Connecticut 
has  had  two  epidemics  with  rates  of  over  60.  Minne- 
sota has  had  five  epidemics  of  over  30  cases  per 
100.000  population. 

The  age  of  the  cases  in  the  current  outbreak  is 
approximately  the  same  as  in  previous  years.  In 
some  states  tire  tendency  has  been  observed  for  more 
older  persons  to  be  involved  in  recent  years  than 
formerly.  It  is  possible  that  a  decline  in  the  per- 
centage of  children  in  the  population  in  those  states 
has  been  the  cause  for  such  a  change.  In  North 
Carolina  the  percentage  of  children  in  the  popula- 
tion has  not  declined  to  a  comparable  extent.  This 
would  have  the  result  that  the  age  distribution  of 
our  cases  would  also  show  little  change.  The  percent- 
ages of  the  cases  in  the  various  age  groups  in  1935 
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were:  1-4  years,  50^;;  5-9,  28^;;  10-14,  9^;  ;  and  15 
and  over,  13^1^-  In  1948,  on  the  basis  of  the  first 
1,810  cases  reported,  the  comparable  percentages 
were:  1-4  years,  46';'< ;  5-9,  2n';'(\  10-14,  13'v;  and  15 
and  over,  IS*;;. 

There  has  been  a  consistently  higher  poliomyeli- 
tis rate  in  whites  than  in  Negroes  in  North  Caro- 
lina. In  1935,  the  white  morbidity  rate  was  23.2 
cases  per  100,000  white  population  while  the  Negro 
rate  was  14.7  per  100,000  colored  population.  In 
1944,  these  rates  were  29.0  for  whites  and  7.1  for 
Negroes.  In  1948,  on  the  basis  of  the  first  1,200  cases 
reported,  the  rates  were  40  for  whites  and  12  for 
Negroes. 

The  ease  fatality  rate  in  our  present  epidemic  has 
remained  at  approximately  5'^,  there  havinq;  been 
95  deaths  up  to  the  present  time.  The  1935  deaths 
totaled  42,  giving  a  rate  of  G.2'~; .  In  1944,  there  were 
36  deaths  and  a  rate  of  AA'~'r .  These  rates  comnare 
favorablv  with  those  of  the  great  New  York  en'- 
deniic  of  1916  with  a  case  fatality  rate  of  25'"'''^  and 
the  California  epidemic  of  1943  with  6.3^''r  of  the 
cases  reaching  a  fatal  termination. 

During  our  previous  two  highest  years,  snread  of 
the  cases  took  place  outward  in  all  directions  from 
a  sinp'le  focus.  This  was  the  case  in  1935  when 
Franklin  County  had  the  highest  attack  rato  and 
other  counties  were  involved  less  extensivelv  the 
further  away  they  were  from  that  point.  The  ma- 
.ioritv  of  the  cases  were  limited  to  a  circular  area 
within  apnroximately  75  miles  of  Louisburff.  In  1944, 
Catawba  Countv  was  the  center  of  the  outbreak  with 
other  counties  beinsr  involved  less  extensivelv  away 
from  the  center.  The  maior  portion  of  the  cases 
were  again  within  a  radius  of  about  75  miles  of 
Hickory. 

In  1948.  four  separate  epidemic  centers  developed 
almost  simultaneously  with  still  two  more  annear- 
ing  a  month  later.  Burke.  Guilford,  Moore,  and  Cum- 
berland counlies  began  havinc  a  definite  increase 
in  cases  in  June.  Buncombe  County  bad  an  acute 
outbreak  in  Julv.  At  the  same  time.  New  Hanover 
Countv  had  a  less  extensive  outbreak.  There  was 
considerable  spread  fairlv  uniformly  in  all  dire-'tions 
from  the  Guilford  County  focus.  In  the  Burke 
Countv  re,gion,  cases  appeared  in  large  numbers  to 
the  southeast  and  east  only.  No  very  ex+ensive 
=pread  has  occurred  so  far  from  the  Buncombe  and 
New  Hanover  areas,  although  there  has  been  a  mod- 
erate generalized  involvement  of  many  of  the  south- 
eastern counties  in  the  state. 

The  increase  in  the  numbers  of  cases  for  the  state 
as  a  whole  has  been  irregular  as  the  disease  pro- 
gressed or  declined  in  the  different  areas,  the  de- 
cline or  fall  in  one  area  overlappiup-  that  in  one  or 
more  of  the  other  areas.  During  the  week  end'ne 
July  23.  a  total  of  215  cases  became  ill.  Since  that 
date,  there  has  been  an  irre.gular  decline.  The  Inter 
weeklv  totals  are  as  follows:  For  the  week  ending: 
-Tnly  30,  157;  Ausrust  6.  152;  August  13,  167:  Aup-ust 
20,  146.  In  previous  years,  cases  have  continued  to 
appear  in  steadilv  decreasing  numbers  throuP'hout 
the  fall  and  on  into  the  first  two  months  of  the 
following  year. 

The  fact  that  cases  can  be  expected  to  continue 
in  certain  areas  for  such  a  long  period  makes  it 
necessary  that  such  problems  as  the  opening  of 
schools  be  handled  by  the  local  health  and  school 
authorities  after  careful  evaluation  of  the  local 
situation.  Each  decision  has  to  be  a  compromise  be- 
tween waiting  several  months  for  all  cases  to  stop 
occurring  and  the  first  stages  of  definite  decline. 
Fortunately,  experience  in  other  places  in  different 
years  has  shown  that  the  opening  of  schools  is  not 


followed  by  an  increase  in  cases,  even  though  the 
general  incidence  has  not  returned  entirely  to  nor- 
mal. 

This  does  not  mean  that  personal  precautions 
should  be  relaxed  with  the  opening  of  schools. 
While  bans  on  public  gatherings  are  usually  no 
longer  indicated,  after  the  opening  of  schools  pa- 
rents should  continue  to  have  their  children  refrain 
from  becoming  overtired.  Nutrition  should  be  prop- 
erly maintained.  Full  sanitary  precautions  must  also 
lie  continued.  The  family  physician  should  be  con- 
sulted at  the  first  signs  of  illness.  These  are  pre- 
cautions that  wise  parents  should  observe  all  year 
and  not  just  during  times  of  increased  incidence  of 
poliomyelitis. 


LETTER  FROM  DR.  ALEXANDER 
To  the  Editor: 

The  following  lettei*  from  Dr.  Janet  Alex- 
ander, who  was  elected  an  honorar.v  ^nember 
of  the  Medical  Society  of  the  State  of  North 
Carolina   at   the   meeting   of  the   House   of 
Delegates  in  May,  should  be  of  interest  to 
the  members  of  the  Society. 
Sincerely  yours, 
RoscoE  D.  McMillan,  M.D. 
Secretary,  Medical  Society  of 
the  State  of  North  Carolina 

Dear  Dr.  McMillan: 

This  morning  at  three  o'clock  I  was  called 
for  an  Ob  case  in  the  city — When  I  got  there 
I  found  a  slow,  tedious,  normal  case — the 
logical  thing  would  have  been  to  say  it  would 
come  off  normally  several  hours  hence  and 
I  would  come  back  and  finish  my  sleep — but 
I  have  learned  by  experience  I  would  no 
more  than  have  gotten  home  till  they  would 
send  again — I  just  settled  down  to  await 
events.  There  were  two  midwives  they  had 
called,  two  servants  and  a  relative  who 
stayed  in  the  room.  As  the  pains  and  groans 
increased  these  all  got  more  and  more  ex- 
cited and  wanted  me  to  rub  the  vagina  with 
hot  olive  oil,  to  give  morphine,  to  do  this  or 
that — while  one  brought  in  a  pan  filled  with 
wheat.  This  was  waved  over  the  abdomen 
and  then  set  under  the  bed  to  be  given  to  the 
poor — the  husband  came  to  the  door  and 
announced  that  the  goat  had  arrived.  One 
relative  rubbed  her  hands  over  the  abdomen 
then  went  out  and  put  her  hands  on  the  head 
of  the  goat — it,  was  to  be  offered  in  sacrifice 
to  appease  the  Lord  and  invoke  a  blessing 
on  the  patient.  Someone  else  came  with  the 
butcher  knife  which  was  to  be  used  in  the 
butchering— this  was  waved  over  the  patient 
and  she  had  to  touch  the  blade,  then  sent 
the  poor  goat  out  for  sacrifice. 
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Yesterday  morning  a  ■woman  was  brought 
in  from  a  distance  of  60  miles^ — she  was 
carried  to  the  Bus  by  two  men  who  had  a 
cradle  on  two  bamboo  poles — then  later  car- 
ried to  our  hospital.  Her  history  was  labor 
pains  two  days  before — the  arm  prolapsed. 
The  midwife  pulled  and  pulled  and  at  last 
the  arm  came  off  but  the  baby  did  not  come. 
She  had  a  temperature  of  101%  three  fingers 
dilated. 

During  the  night  before  a  refugee  gave 
birth  to  a  four  pound  baby.  It  surely  is  a 
midget  comjiared  to  the  8' -2  pounder  of  this 
morning. 

I  have  just  been  over  to  make  rounds. 
AVe  witnessed  an  interesting  sight.  We  just 
had  some  new  kitchens  built  for  the  patients 
as  each  is  responsible  for  her  own  food.  A 
mother  dog  brought  her  brood  of  seven 
]5uppies  into  one  of  them  to  get  them  out  of 
the  rain.  I  did  not  have  the  heart  to  send 
her  out  again  with  them.  Just  now  there  was 
a  great  downpour  and  the  kitchen  floor  got 
flooded.  She  began  to  pick  them  up  and  car- 
ried them  into  the  ward  one  by  one.  She 
could  not  find  the  7th  as  he  had  crawled 
under  the  stove  and  was  very  quiet.  She  went 
again  and  again  till  she  found  him.  I  was 
interested  to  know  how  she  could  count 
them ! 

We  have  our  hands  full  trying  to  do  for 
the  refugees.  It  is  said  there  are  150.000  here 
in  the  camp.  The  camp  authorities  have  not 
been  able  to  get  a  census  for  they  will  not 
allow  anyone  to  see  their  women  to  count 
them !  They  say  they  have  counted  and  know 
how  many  there  are — their  object  is  to  draw 
free  rations  then  sell  the  surplus  for  other 
things.  Two  women  were  talking  in  the 
clinic  yesterday — one  said  "The  people  there 
in  our  camp  are  very  deceitful.  In  one  family 
there  are  only  two  members  and  they  are 
drawing  rations  for  20  people.  Now  in  my 
family  we  are  three  and  we  are  drawing 
for  only  15."  She  had  plenty  to  say  about 
those  getting  more  than  her  own  family. 

Each  morning  at  the  clinic  we  give  out 
powdered  milk  to  around  300  women  and 
children  from  the  refugee  camp — we  treat 
around  200  and  we  have  two  wards  full  of 
them.  Our  work  is  very  heavy  because  of 
the  large  number  who  look  to  us  for  help. 
And  we  have  plenty  of  outcalls  and  other 
work. 

Your  letter  which  reached  me  this  morn- 
ing brought  a  great  warmth  to  my  heart — 
You  have  given  me  great  honor  w'hich  I  did 


not  deserve.  I  feel  I  have  done  very  little 
which  is  an  honor  or  credit  to  anyone — but 
all  the  same  your  interest  and  support  en- 
courages me  to  keep  trying.  We  do  see  re- 
sults which  make  us  glad  we  have  the  oppor- 
tunity to  serve. 

A  car  has  come  to  take  me  to  the  city  to 
see  a  patient.  My  own  car  which  was  prom- 
ised three  years  ago  has  never  arrived.  I 
am  periodically  told  by  the  Company  that 
they  have  been  requisitioned  by  Government 
"But  we  hope  to  reserve  one  for  you  in  the 
next  shipment."  We  are  unable  to  reach  the 
thousands  in  the  villages  who  look  to  us  for 
help. 

Kindly  thank  the  Society  for  this  kind- 
ness shown  to  me. 

Sincerely, 

Janet  Alexander 
Montgomery,  W.  Punjab,  Pakistan 
August  tenth. 

SCHOLARS  IN  MEDICAL  SCIENCE 
To  the  Editor: 

Enclosed  is  an  announcement  inviting 
medical  schools  to  make  nominations  for  the 
1949  group  of  Scholars  in  Medical  Science. 
Dr.  Ivan  W.  Brown  of  Duke  University 
School  of  Medicine  and  Dr.  Manson  Meads 
of  The  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College  were  appointed  from 
North  Carolina  in  the  1948  group. 

The  purpose  of  the  program  is  to  relieve 
in  some  measure  the  teacher-investigator 
shortage.  Youi'  help  in  making  it  known  will 
be  appreciated. 

Sincerely  yours, 
Dorothy  Rowden 

Medical  schools  in  the  United  States  and  Canada 
are  invited  by  the  John  and  Mary  R.  Markle  Foun- 
dation to  make  nominations  for  the  second  group 
of  Scholars  in  Medical  Science  on  or  before  Decem- 
ber 1.  1948.  Each  school,  through  the  dean,  may 
nominate  one  candidate.  No  nominations  from  indi- 
viduals will  be  considered. 

The  program  is  designed  to  aid  promising  young 
men  and  women  planning  careers  in  academic  medi- 
cine, who  have  not  yet  made  their  reputations.  They 
should  have  completed  the  usual  fellowship  training 
in  some  area  of  science  related  to  medicine  and 
should  hold,  or  expect  to  hold,  in  the  academic  year 
1949-50  a  full-time  faculty  appointment  on  the  staff 
of  a  medical  school. 

Grants  of  $2.5,000,  payable  at  the  rate  of  $5,000 
annually,  will  be  made  to  the  schools  over  a  five- 
yeai-  period  for  the  support  of  each  Scholar  finally 
selected,  his  research,  or  both. 

The  number  of  Scholars  to  be  appointed  in  1949 
has  not  yet  been  determined.  Sixteen  were  chosen 
in  194S.  A  new  booklet  describing  the  plan  is  avail- 
able on  request  from  the  Foundation,  14  Wall  Street, 
New  York  5,  N.  Y. 
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SPECIALTY  BOARDS 

Asheville,-N.  C. 
To  the  Editor: 

Your  editorial  on  specialists  and  general 
practice'"  recalls  the  beginning  of  the  certi- 
fying boards. 

Professor  Hamilton  of  the  University  of 
Minnesota  wrote  neurologists  for  their 
recommendations  anent  the  best  mode  of 
training  for  their  specialty.  He  later  told 
me  that  I  was  one  of  only  three  who  urged 
that  at  least  three  years  should  be  spent  in 
general  practice  before  beginning  special 
preparation.  The  other  eighty  advised  three 
years  in  special  clinics  immediately  upon 
graduation. 

Previous  to  that — in  1909 — I  had  pub- 
lished in  Was]u)igto]i  Medical  A)niah  a  pa- 
per on  "The  Need  of  Medical  and  Neurolog- 
ical Training  in  Practicing  Psychotherapy." 
This  was  inspired  by  the  shortcomings  of 
the  "Worcester  faith-healing"  practices,  and 
by  the  many  patients  referred  for  psycho- 
therapy who  were  really  in  need  solely  of 
neurological  or  medical  or  even  surgical 
treatment. 

Consultants  who  know  only  a  specialty 
are  unsafe,  being  short  of  general  medical 
sense. 

Tom  a.  Williams,  31. D. 

1.    General    Pi'actiee    as    I' reparation    for    Spei-ialization.    Edi- 
torial.  Nortli   Carulina   M.   J.    9::i\'.i    (June)    liilK. 
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ADDITIONS    AND    CORRECTIONS    FOR 
THE  DIRECTORY 

The  following-  comniittee  was  appointed  too  late 
to  be  included  in  the  list  of  committees  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  which 
appeared  in  the  supplement  to  the  August  issue. 

Committee  on  Centennial  Celebration 

William  deB.  MacNider,  M.D.,  Chairman__Chapel  Hill 

Donnell   B.   Cobb,   M.D Goldsboro 

Paul   H.    Ringer,   M.D Asheville 


The  following  corrections  for  the  roster  have  been 
received.  Any  additional  corrections  should  be  sent 
at  once  to  Dr.  Roscoe  D.  McMillan.  Red  Springs. 
N.  C. 

Dr.  .J.  W.  Jolley  of  Elkin— Specialty  should  be   I 
lather  than  O.A.LR 

Dr.  J.   T.   Sullivan  of  Asheville— Specialtv  should 

be  Or  rather  than  GP 
Dr.   T.   D.    Tyson,   .Jr.   of   High   Point  —  Specialty 

should  be  ObG  rather  than   Pd 
Dr.  B.  W.  Whitfield  of  Murphv— Specialtv  should 

be  GP  &  S  rather  than  GP 


Matheson  Foundation  Medical  Lectures 

The  Matheson  Foundation  and  the  Mecklenburg 
County  Medical  Society  will  again  sponsor  a  series 
of  medical  lectures  this  fall.  The  program  will  cover 
the  afternoons  and  evenings  of  October  21  and  Oc- 
tober 22.  All  phases  of  the  program  will  be  held  in 
the  ballroom  of  the  Hotel  Charlotte,  Charlotte, 
North   Carolina. 

A  symposium  on  congenital  heart  disease  has  been 
arranged,  at  which  time  the  clinical  aspects  of  the 
problem  will  be  presented  by  Dr.  Harry  Gold  of 
Cornell  University.  The  radiological  aids  in  the  diag- 
nosis of  congenital  heart  disease  will  be  presented 
by  Dr.  Eugene  Pendergrass  of  the  University  of 
Pennsylvania,  and  the  surgical  possibilities  will  be 
discussed  by  Dr.  Julian  Johnson  of  the  Department 
of  Surgery  at  the  University  of  Pennsylvania. 

Dr.  J.  B.  Amberson  of  New  York  will  speak  on 
the  experimental  and  clinical  aspects  of  the  treat- 
ment of  tuberculosis  with  streptomycin.  One  after- 
noon will  be  devoted  to  a  clinicopathologic  confer-, 
ence  which  will  be  put  on  by  Dr.  Balduin  Lucke,  Pro- 
fessor of  Pathology  at  the  University  of  Pennsyl- 
vania 

All  doctors  in  the  state  are  cordially  invited  to 
attend  the  Matheson  Lectures. 


Duke  Symposium 


The  eleventh  annual  Duke  Symposium,  to  be  en- 
titled "Symposium  on  Therapy,"  will  be  held  Thurs- 
day, Friday,  and  Saturday,  November  4,  5,  and  6,  in 
the  Page  Auditorium  on  the  West  Campus  of  Duke 
University.  A  program  presenting  papers  by  na- 
tionally recognized  authorities  in  their  respective 
fields  has  been  arranged.  Two  buffet  dinners  will  be 
held  on  Thursday  and  Friday  evenings  in  order  to 
give  an  opportunity  for  the  visiting  physicians  to 
meet  the  speakers  and  to  have  a  social  evening  to- 
gether. 

A  number  of  rooms  have  been  set  aside  at  the 
Washington  Duke  Hotel  and  the  Malbourne  Hotel 
to  accommodate  visiting  doctors.  These  rooms  will 
be  held  until  October  1. 

Seats  for  the  Duke  -  Wake  Forest  football  game 
on  Saturday  afternoon  may  be  obtained  in  a  special 
section  reserved  for  the  doctors  registering  for  the 
Symposium.  Application  should  be  made  directly  to 
the  Duke  LTniversity  Athletic  Association  prior  to 
October  1. 

Every  doctor  is  invited  to  attend  this  meeting. 
PROGRAM 
Thursday,  November  4 
2:00  p.m.     1.    Dr.   Harry   Gold,   New   York 

Newer  Trends  in  the  Management  of 
Congestive  Failure 

2.  Dr.  Carl  V.  Moore,  St.  Louis 
Recent    Advances    in    the    Treatment 
of  Anemia 

3.  Dr.  Harry  L.  Rogers,  Philadelphia 
Recent  Therapeutic  Trends  in  Aller- 
gic Diseases 

(;;00p.m.     Dinner  at   Hope  Valley  Country   Club 
8:00  p.m.     1.    Dr.  C.  P.   Rhoads,  New  York 

Recent  Advances  in  the  Treatment  of 
Malignant  Neoplastic  Disease 
2.  Dr.  William  L.  Bradford,  Rochester, 
New  York 
Recent  Developments  in  the  Preven- 
tion and  Treatment  of  Certain  Com- 
municable Diseases 
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Friday,  November  5 

10:00  a.m.     1.    Dr.    Wallace    E.    Herrell,    Rochester, 
Minnesota 
The     Present     Status     of    Antibiotic 
Therapy 
2.    Dr.   Stewart   H.   Clifford,  Boston 
The    Prevention    of    Neonatal    Mor- 
tality 
2:00  p.m.     1.    Dr.   Carl  F.   Schmidt,  Philadelphia 

Newer    Trends    and    Methods    in    the 
Development  of  Therapeutic  Agents 

2.  Dr.   Willard   O.   Thompson,   Chicago 
Therapeutic    Advances    in    Endocrin- 
ology 

3.  Dr.  Richard  H.  Freyberg,  New  York 
The  Treatment  of  Rheumatism  and 
Allied  Disorders 

6:00  p.m.     Barbecue   Supper 

8:00-0:00  p.m.     Round  Table  Discussion — 

A   question   and   answer   program 
Moderator — Dr.   O.   H.  Perry  Pepper 
Philadelphia 
Saturday,  November  6 

10:00  a.m.     1.    Dr.  J.  E.  Moore,  Baltimore 
The  Treatment  of  Svphilis 
2.    Dr.  Willis  J.  Potts,  Chicago 

Special    Surgical    Problems    of    Chil- 
dren 
2:00  p.m.     Football    Game  —  Duke    LTniversity    vs. 
Wake  Forest  College 


State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  meet  at  the  Cherry  Hotel,  Wilson,  Monday, 
October  25,  at  10  a.m.,  for  the  purpose  of  inter- 
viewing  candidates   for   licensure   by   endorsement. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.  Stuart  Willis  of  McCain  was  re-elected  secre- 
tary of  the  National  Tuberculosis  Association  at  its 
annual  meeting  held  in  New  York,  June  15-18.  Dr. 
David  T.  Smith  of  Durham  was  appointed  as  repre- 
sentative director,  and  Dr.  Kemp  D.  Battle  of  Rocky 
Mount  as  director-at-large.  Mr.  Frank  W.  Webster, 
executive  secretary  of  the  North  Carolina  Tuber- 
culosis Association,  was  elected  to  the  executive 
committee  of  the  National  Conference  of  Tuber- 
culosis Secretaries. 

Dr.  Herbert  L.  Mantz  of  Kansas  City,  Missouri,  is 
president  of  the  National  Tuberculosis  Association; 
Dr.  H.  Corwin  Hinshaw  of  Rochester,  Minnesota, 
of  the  American   Trudeau   Society. 

Dr.  William  A.  Smith  assumed  his  duties  as  di- 
rector of  the  Division  of  Tuberculosis  Control  of  the 
North  Carolina  State  Board  of  Health  on  June  1. 

Dr.  Smith,  a  native  North  Carolinian,  succeeds 
Dr.  T.  F.  Vestal,  who  resigned  to  accept  a  position 
as  director  of  the   Forsyth   County  Hospital. 

The  new  Director  attended  the  University  of  Penn- 
sylvania Medical  School  and  entered  the"  Army  in 
1917.  He  has  had  experience  in  the  field  of  tuber- 
culosis control,  having  served  at  the  Children's  Sea- 
shore House,  Atlantic  City,  New  Jersey,  and  at  the 
United  States  Army  Tuberculosis  Center,  Fitzsim- 
mons   General  Hospital   at   Denver,   Colorado. 

Prior  to  his  appointment  as  Director  of  the  Divi- 
sion of  Tuberculosis  Control,  Dr.  Smith  was  Post 
Surgeon  at  Fort  Jackson,  South  Carolina,  with  the 
rank  of  Colonel. 


The  Southern  Tuberculosis  Conference  will  hold 
its  annual  meeting  at  the  DeSoto  Hotel,  Savannah, 
Georgia,  from  September  30  through  October  2. 
Speakers  will  include  Dr.  J.  D.  Murphy  of  Oteen 
and  Dr.  H.  S.  Willis  of  McCain.  Dr.  M.  D.  Bonner 
of  Jamestown  will  preside  over  a  luncheon  session 
and  Dr.  David  T.  Smith  of  Durham  will  be  modera- 
tor for  a  panel  discussion. 

Mr.  Frank  W.  Webster  is  secretary-treasurer  of 
the  Conference. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

The  following  new  staff  members  have  been  added 
to  the  medical  faculty: 

Dr.  William  Charles  Doust  as  instructor  in  anat- 
omy. Dr.  Doust,  who  has  recently  completed  a  tour 
of  duty  as  Flight  Surgeon  with  the  U.  S.  Army 
Medical  Corps,  received  his  A.B.  and  M.D.  degrees 
from  Syracuse  University.  He  is  replacing  Dr.  De- 
Armond  Moore,  who  resigned  in  June  to  continue 
his  training  at  the  Montreal  General  Hospital  in 
Montreal. 

Dr.  Weldon  Huske  Jordan  as  fellow  in  pathology. 
Dr.  Jordan,  an  alumnus  of  the  Medical  School,  grad- 
uated at  Harvard  Medical  School  in  1947  and  in- 
terned at  the  Geisinger  Memorial  Hospital,  in  Dan- 
ville, Pennsylvania. 

Dr.  Gilbert  F.  Young  as  instructor  in  pharma- 
cology. Dr.  Young  received  his  M.D.  degree  from 
the  Medical  College  of  Virginia. 

Dr.  Margaret  C.  Swanton,  who  was  a  fellow  in 
pathology  during  the  past  year,  has  been  appointed 
instructor  in  pathology.  Dr.  Swanton  is  a  graduate 
of  Johns  Hopkins  University  School  of  Medicine. 

Dr.  C.  D.  Van  Cleave,  associate  professor  of  anat- 
omy, is  working  this  summer  in  the  Radiation  Lab- 
oratory of  Dr.  Joseph  G.  Hamilton,  University  of 
California,  on  techniques  of  radioautographs. 


News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  Thomas  Lide  of  Anderson,  South  Carolina,  has 
joined  the  staff  of  the  Bowman  Gray  School  of  Med- 
icine as  instructor  in  pathology.  He  is  a  graduate 
of  the  Duke  LTniversity  School  of  Medicine,  and 
served  as  pathologist  for  the  Moore  County  Hospital 
and  the  North  Carolina  Sanatorium  at  JlcCain  prior 
to  coming  to  Winston-Salem.  He  was  in  service  with 
the  U.   S.  Army  Medical   Corps  from   1940  to   1945. 

Dr.  Frank  R.  Lock,  professor  of  obstetrics  and 
gynecology,  presented  a  paper  at  the  fifty-ninth  an- 
nual meeting  of  the  American  Association  of  Ob- 
stetricians, Gynecologists,  and  Abdominal  Surgeons, 
held  in  Hot  Springs,  Virginia,  September  8  to  12. 
His  subject  was  "Early  Diagnosis  of  Carcinoma  of 
the  Cervix." 

Dr.  James  A.  Harrill,  assistant  professor  of  sur- 
gery in  charge  of  otorhinolaryngology  and  broncho- 
scopy, was  one  of  the  lecturers  for  the  postgraduate 
course  in  ophthalmology  and  otolaryngology  held  in 
Charleston,  South  Carolina,  September  13  to  16.  His 
subject  was  "Bronchography."  The  course  was  spon- 
sored by  the  North  Carolina  Eye,  Ear,  Nose  and 
Throat  Society  and  the  South  Carolina  Society  of 
Ophthalmology  and  Otolaryngology.  Dr.  Harrill  is 
secretary-treasurer  of  the  North  Carolina  Society. 
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Fourth   District  Medical  Society 

The  Fourth  District  Medical  Society  met  in  Wilson 

on  August  10.  Drs.   Roy  Norton  and  C.   P.   Steviclv 

'  of  the  State  Board  of  Health  spoke  on  poliomyelitis. 

Edgecombe-Nash  Counties  Medical 
Society 

Dr.  E.  S.  Ray,  assistant  professor  of  internal 
medicine  at  the  Medical  College  of  Virginia  in  Rich- 
mond, spoke  at  the  August  meeting  of  the  Edge- 
combe-Nash Counties  Medical  Society,  held  in  Rocky 
Mount  on  August  11.  His  subject  was  "Sarcoidosis." 


News  Notes 

Dr.  W.  J.  Vestal  of  Lexington,  who  recently  com- 
pleted si.xty-five  years  of  practice,  was  honored  by 
the  Davidson  County  Medical  Society  at  a  banquet 
held  at  Lexington  Memorial  Hospital  on  September 
1.  The  society  presented  him  with  a  physician's  bag 
equipped  with  an  emergency  medicine  case  and  a 
stethoscope.  Dr.  J.  ileigs  Flippin  of  Pilot  Mountain, 
who  studied  with  Dr.  Vestal  at  the  College  of  Physi- 
cians and  .Surgeons  at  Baltimore  and  who  has  com- 
pleted sixty-four  years  of  practice,  was  a  guest  at 
the  banquet. 

Dr.  James  M.  McAnally  of  Reidsville  died  on 
September  7,  after  a  six  weeks  illness  which  fol- 
lowed a  heart  attack. 

Dr.  Ross  S.  McElwee  died  at  his  home  in  States- 
ville  on  September  8.  He  had  been  ill  for  several 
months. 

Dr.  C.  W.  Bailey  of  Rocky  Mount  has  two  new 
associates.  Dr.  W.  H.  Mills  and  Dr.  G.  W.  Phipps. 

Dr.  James  E.  Best  has  announced  the  opening  of 
offices  for  the  practice  of  pediatrics  in  Greensboro. 

Dr.  Walter  Brodie  Burwell  has  recently  opened 
offices  in  Henderson  for  the  practice  of  internal 
medicine. 

Dr.  Rachel  Davis  of  Kinston  has  announced  that 
she  is  restricting  her  practice  to  gynecology,  in- 
cluding sterility,  endocrinology,  proctology,  and 
urology. 

Dr.  Allen  Whitaker  of  Rocky  Mount  is  limiting 
his  practice  to  urology  and  genitourinary  surgery. 


Interim  Session  of  the  American 
Medical  Association 

Registrations  and  hotel  reservations  are  now  be- 
ing accepted  for  the  second  annual  Interim  Meeting 
of  the  American  Medical  Association  at  St.  Louis, 
November  .30  to  noon,  December  3,  1948. 

Planned  to  be  especially  valuable  to  the  general 
practitioner,  the  Interim  Session  will  offer  lecture 
meetings,  conducted  by  medical  leaders  on  condi- 
tions most  often  seen  in  daily  practice.  Subjects  to 
be  discussed  include  diabetes,  heart  disease,  cancer, 
poliomyelitis,  obstetrics,  pediatrics,  dermatology, 
genitourinary  conditions,  hypertension,  anesthesia, 
tuberculosis,  jaundice,  laboratory  diagnosis,  x-ray 
diagnosis,  and  physical  medicine  as  applied  to  the 
treatment  of  arthritis. 

Diagnosis  and  treatment  will  be  stressed  in  a 
wide  variety  of  clinical  conferences,  which  will   be 


correlated  with  the  lecture  meetings.  Leading  prac- 
titioners from  all  sections  of  the  nation  will  conduct 
these  conferences. 

Evening  programs  will  feature  distinguished 
speakers,  the  award  of  the  general  practitioner 
medal,  and  fun. 

A  scientific  exhibit  with  nearly  100  displays  will 
show  clinical  and  pathological  material  on  subjects 
dealt  with  in  the  clniical  conferences. 

A  registration  form  which  enables  the  physician 
to  save  time  by  securing  a  registration  card  in  ad- 
vance is  appearing  in  The  Journal  of  the  American 
Medical  -Association  every  other  week  until  the  In- 
terim ^Meeting.  A  convenient  blank  for  making  reser- 
vations at  a  number  of  St.  Louis'  best  hotels,  which 
are  within  easy  walking  distance  of  the  St.  Louis 
Auditorium,  is  also  printed  in  The  Journal. 

All  reservations  must  be  cleared  through  the 
Chairman,  Subcommittee  on  Hotels,  American  Med- 
ical Association,  Hotel  Reservation  Bureau.  1420 
Syndicate  Trust  Building,  St.  Louis  1,  Missouri,  and 
must  be  received  before  November  9,  1948. 


Cancer  Seminar 

The  Cancer  Seminar  of  the  Southeastern  States 
will  be  held  on  November  8,  9,  and  10,  1948,  at  the 
Tampa  Terrace  Hotel,  Tampa,  Florida.  The  Seminar 
is  under  the  direction  of  the  Tumor  Clinic,  Tampa 
ilunicipal  Hospital,  Tampa,  Florida,  and  is  spon- 
sored by  the  American  Cancer  Society,  Florida  Di- 
vision, and  the  Florida  State  Board  of  Health. 

The  Cancer  Seminar  will  consist  of  morning  and 
afternoon  panel  discussions  on  carcinoma  of  the 
breast,  lung,  uterus,  ovary,  and  stomach,  and  lym- 
phoblastoma-leukemia.  Each  subject  will  be  dis- 
cussed by  a  surgeon  or  internist,  a  pathologist,  and 
a  roentgenologist.  At  the  end  of  each  panel  discus- 
sion, thirty  minutes  will  be  allowed  for  questions 
submitted  by  the  audience. 

This  Seminar  is  conducted  for  the  doctors  of  the 
Southeastern  states  and  is  primarily  intended  for 
the  benefit  of  physicians  in  the  general  practice  of 
medicine;  however,  specialists  in  any  field  of  medi- 
cine are  urged  to  attend. 

Requests  for  hotel  accommodations  should  be  sent 
to  ilr.  A.  K.  Dickinson,  c/o  Tampa  Chamber  of  Com- 
merce, Tampa,  Florida,  stating  in  your  communica- 
tion that  you  are  attending  the  Cancer  Seminar. 


Postgraduate  Course  in  Ophthalmology 
AND  Otolaryngology 

The  annual  Postgraduate  Course  in  Ophthalmol- 
ogy and  Otolaryngology  will  be  held  at  the  Uni- 
versity of  Virginia  iledical  School,  Chailottesville, 
Virginia,  November  .30  and  December  1  for  ear.  nose 
and  throat,  and  December  2  and  3  for  the  eye. 

The  following  speakers  will  participate  in  the 
program. 

Otolaryngology 

Dr.  LeRoy  A.  Schall,  Boston,' Mass.;  Dr.  Gilbert 
E.  Fisher,  Birmingham,  Ala.;  Dr.  Russell  A.  Sage, 
Indianapolis,  Ind.;  Dr.  J.  Brown  Farrior,  Tampa, 
Fla.;  Dr.  Stacy  R.  Guild,  Baltimore,  i\Id.;  Dr.  Samuel 
Fomon.  New  York,  N.  Y.;  Dr.  Chalmers  L.  Gemmill, 
Charlottesville,  Va. 

Ophthalmologv 

Dr.  Arthur  J.  Bedell.  Albany. 'n.  Y.;  Dr.  Alan  C. 
Woods,  Baltimore,  Md.;  Dr.  Shaler  A.  Richardson, 
Jacksonville,  Fla.;  Dr.  R.  Townilev  Paton,  New  Y'ork, 
N.  Y.:  Dr.  William  C.  Owens,  Baltimore.   Md. 

The  fee  for  the  course  is  $25.00  for  the  four  days 
and  $1.5.00  for  either  part.  Accommodations  may  be 
secured  at  the  Monticello  Hotel  or  the  Albemarle 
Hotel,  in  Charlottesville. 
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Nashville  Postgraduate  Medical 
Assembly 

The  Nashville  Postgraduate  Medical  Assembly, 
sponsored  by  the  Nashville  Academy  of  Medicine, 
will  be  held  at  the  Hermitage  Hotel  in  Nashville, 
Tennessee,  October  6  and   7. 


National  Society  for  Crippled  Children 
AND  Adults,  Inc. 

The  twenty-eighth  annual  convention  of  the  Na- 
tional Society  for  Crippled  Children  and  Adults,  Inc., 
will  be  held"  at  the  La  Salle  Hotel,  Chicago,  No- 
vember 15-17. 

Many  outstanding  speakers  in  the  fields  of  medi- 
cine, health  and  education  will  be  on  hand  to  present 
facts  on  progress  in  work  with  the  handicapped 
during  the  past  year,  according  to  Lawrence  J. 
Linck,  executive  director. 

The  convention  will  be  attended  by  physicians, 
therapists,  educators,  workers  with  the  handicapped, 
and  representatives  of  National  Society's  more  than 
2,0C0  state  and  local  units  throughout  the  United 
States,  Canada,  Alaska  and  Hawaii. 


South  Atlantic  Association  of 
Obstetricians  and  Gynecologists 

The  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  announces  the  establishment  of 
"The  Foundation  Prize."  Authors  of  papers  on  ob- 
stetrics or  gynecologic  subjects  desiring  to  compete 
for  the  prize  may  obtain  information  from  Dr.  E.  D. 
Colvin,  secretary-treasurer.  12.59  Clifton  Road,  N.E., 
Atlanta,  Georgia. 


American  Urological  Association 

Urology  Award 

The  American  Urological  Association  offers  an 
annual  award  of  $1000^00  (first  prize  of  $500.00, 
second  prize  $.300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory 
research  in  urology.  Competition  shall  be  limited  to 
urologists  who  have  been  in  such  specific  practice 
for  not  more  than  five  years  and  to  residents  in 
urology  in  recognized  hospitals. 

For  full  particulars  write  the  secretary,  Dr. 
Thomas  D.  Moore.  899  Madison  Avenue,  Memphis  .". 
Tennessee.  Essays  must  be  in  his  hands  before  Feb- 
ruary 15,  1949.  " 


Institute  of  General  Semantics 

The  fifty-ninth  Seminar-Workshop  of  the  Institute 
of  General  Semantics  was  held  this  summer  at  the 
Millbrook  School,  Millbrook,  N.  Y.  Teachers  and  stu- 
dents, piofessionals  and  business  men  and  women 
from  more  than  twenty  states  and  from  Canada  are 
spending  four  weeks  learning  how  to  apply  the  meth- 
ods of  general  semantics  to  personal,  professional, 
and  world  problems  to  achieve  agreement  and  ad- 
justment instead  of  confusion  and  conflict. 

In  addition  to  lectures  by  Alfred  Korzybski.  auth- 
or of  Science  and  Sanity  and  founder  of  the  Insti- 
tute, t^he  group  will  hear  from  Dr.  Douglas  McG. 
Kelley,  Chief  Psychiatrist  at  the  Nuremberg  .Jail 
and  now  at  the  Bowman  Gray  School  of  Medicine  in 
North  Carolina.  He  will  tell  the  group  of  his  experi- 
ence with  "group  therapy"  based  on  General  Seman- 
tics methods  and  involving  over  7000  combat  fatigue 
cases  in  Europe.  Other  visiting  consultants  will  rep- 
resent the  fields  of  medicine,  education,  and  busi- 
ness. 


The  Arthritis  and  Rheumatism 
Foundation 

A  new  organization.  The  Arthritis  and  Rheuma- 
tism Foundation,  has  been  organized  to  promote  a 
united  nation-wide  attack  on  arthritis  and  other 
rheumatic  diseases,  W.  Paul  Holbrook,  M.D.,  Tucson, 
Arizona,  president  of  the  Foundation,  has  announced. 

The  new  Foundation  is  sponsored  by  the  Ameri- 
can Rheumatism  Association  in  cooperation  with 
the  National  Arthritis  Research  Foundation,  The 
Detroit  Fund  for  Crippling  Diseases,  and  others  in- 
terested in  liringing  about  a  unity  of  effort  in  com- 
liatting  one  of  the  biggest  problems  confronting  the 
medical  profession — the  seven  and  one-half  million 
persons  in  the  United  States  afflicted  with  arthitis 
or  related  disorders.  Representatives  of  the  three 
organizations  are  included  in  the  seventeen  promi- 
nent physicians  and  business  men  on  the  board  of 
directors  of  the  new  Foundation,  which  has  been 
incorporated  in  the  state  of  New  York. 

The  medical  policies  and  activities  of  the  new 
Foundation  will  be  under  the  direction  of  a  Medical 
and   Scientific   Committee  now  being  organized. 


American  Heart  Association 

The  appointment  of  E.  J.  Ade  as  the  first  fund- 
raising  director  of  the  American  Heart  Association 
was  announced  recently  by  Dr.  Tinsley  R.  Harrison, 
president  of  the  Association. 

Earlier  this  year,  the  American  Heart  Association 
and  its  local  afl^liates  conducted  their  first  nation- 
wide public  appeal  for  funds  to  combat  heart  dis- 
ease, raising  a  total  of  nearly  $3,000,000. 


The  Research  Council  on  Problems 
OF  Alcohol 

The  third  grant  made  this  year  for  research  on 
the  problems  of  alcoholism  by  The  Research  Council 
on  Problems  of  Alcohol  was  made  public  recently  by 
Joseph  Hirsh.  ;\lr.  Hirsh,  acting  director  of  The  Re- 
search Council  on  Problems  of  Alcohol,  announced 
that  the  grant  of  almost  $5,000  was  being  made 
available  to  the  Chicago  Committee  on  Alcoholism 
for  the  conduct  of  research  work  in  one  of  the  lead- 
ing institutions  in  that  city. 


American  Board  of  Ophthalmology 

Candidates  for  the  certificate  of  the  American 
Board  of  Ophthalmology  are  accepted  for  examina- 
tion on  the  evidence  of  a  written  qualifying  test. 
These  tests  are  held  annually  in  various  parts  of  the 
United  States.  Registration  is  already  closed  for  the 
next  test,  to  be  given  in  January,  1949.  Applications 
are  now  being  accepted  for  the  1950  written  test. 
They  will  be  considered  in  order  of  receipt  until  the 
quota  is  filled. 

Practical    Examinations    for    Acceptable 
Candidates  1949 

San   Francisco   March   21-24 

New  York   June    11-15 

St.  Louis  ...., October  15-19 

Boston  December 

A  supplementary  list  of  diplomates  from  January 
1948-January  1949  will  be  sent  without  charge  to 
all  purchasers  of  the  Board's  Directory.  This  sup- 
plementary material  is  arranged  alphabetically  and 
geographically.  No  biographical  material  is  included. 

Diplomates  are  urged  to  keep  the  Board  oflSce 
informed  of  all  changes  of  address. 

Executive   Office,   Cape   Cottage,   Maine. 
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National  Security  Resources  Board 

staffing  of  the  Medical  Division  of  the  National 
Security  Resources  Board  was  virtually  completed 
recently  with  the  appointment  of  chiefs  of  four  key 
sections. 

Board  Chairman  Arthur  M.  Hill  has  assigned  the 

new  appointees  to  work  under  the  direction  of  Dr. 

James   A.    Crabtree,    Division   Director.    They   are: 

Rear    Admiral    Thomas    Carlyle    Anderson,    MC, 

USN,  in  charge  of  a  unit  dealing  with  medical 

and  related  manpower; 

Lt.  Col.  Howard  B.  Nelson,  in  charge  of  planning 

for  health  supplies; 
Vincent  B.  Lamoreux,  in  charge  of  sanitary  engi- 
neering  aspects   of  national   security; 
Ruth  Freeman,  in  charge  of  the  Division's  section 
on  public  health  nursing. 

(BCLLETIX    HOARD    CONTINrED    OX    PAOE    Kl+l 


FOR   SALE 

New  American  Autoclave,  14  by  20  inches. 
Call   or   write 

F.  V.  Taylor,  M.D. 
Murphy,   N.  C. 


BOOK  REVIEWS 


Diseases  of  the  Nose,  Throat,  and  Ear.  By 

William  Lincoln  Ballenger,  M.D.,  F.A.C.S., 
late  Professor,  School  of  Medicine,  Univers- 
ity    of     Illinois,     Chicago;     and     Howard 
Charles    Ballenger,     M.D.,    F.A.C.S.,     Asso- 
ciate Professor  and  Acting  Chairman  of  the 
Department  of  Otolaryngology,  Northwest- 
ern University  School  of  Medicine,  Chicago; 
Surgeon,     Department     of    Otolaryngology, 
Evanston   Hospital,   Evanston,   Illinois;    as- 
sisted by  John  Jacob  Ballenger,  B.S.,  M.D., 
Research  Fellow  in  Otolaryngology,  North- 
western    University     School     of     Medicine, 
Chicago.    Ed.    9,    thoroughly    revised.    993 
pages,  with  597  illustrations  and  16  plates. 
Price,  $12.50.  Philadelphia:  Lea  &  Febiger, 
1947. 
This  textbook  remains  one  of  the  most  useful  in 
print  to  the  student  as  well  as  to  the  practitioner. 
Its  fundamental  information  and  its  complete  out- 
line-form construction  make  it  a  ready  reference. 

The  five  main  parts  are  entitled:  "Nose  and  Acces- 
sory Sinuses";  "Pharynx  and  Fauces";  "Disorders 
of  the  Larynx";  "The  Ear";  and  "Bronchology, 
Esophagology  and  Gastroscopy." 

In  Part  I  a  new  section  on  rhinoplastic  reconstruc- 
tion briefly  gives  the  fundamental  steps  in  correct- 
ing nasal  deformities.  The  section  on  headache  out- 
lines the  causes  of  headache  on  an  anatomic  basis. 
A  brief  classification  of  the  facial  neuralgias  in  re- 
lation to  the  ear,  nose,  sinus,  and  pharynx  is  given. 
Part  III  contains  Dr.  Kelly's  revised  technique  for 
arytenoidectomy  in  the  treatment  of  bilateral  vocal 
cord  paralysis  of  the  abductor  type.  The  operation 
leaves  much  to  be  desired  in  the  management  of  this 
condition.  The  Woodman  operation  is  not  mentioned. 
In  Part  IV  a  section  on  physiology  and  functional 
tests  for  the  labyrinth  only  touches  upon  these  sub- 
jects lightly.  Very  little  of  practical  value  to  the 
clinician  is  given  concerning  the  technique  and  in- 
terpretation of  the  caloric  test. 

Bibliographic  references  are  numerous  and  can 
be  used  to  supplement  sections  where  subjects  are 
not  taken  up  in  great  detail. 


Clinical  Laboratorv  Methods  and  Diagnosis. 
By  R.  B.  H.  Gradwohl,  M.D.,  D.Sc,  F.R.S.T. 
M  &  H.  (London),  Director  of  the  Gradwohl 
Laboratories  and  Gradwohl  School  of  Lab- 
oratory Technique;  Pathologist  to  Chris- 
tian Hospital:  Director,  Research  Labora- 
tory, St.  Louis  Metropolitan  Police  Depart- 
ment, St.  Louis,  Mo.;  Commander,  Medical 
Corps,  Ignited  States  Naval  Reserve,  Ret. 
.3  volumes,  illustrated.  Price,  $40.00.  St. 
Louis:  The  C.  V.  Mosby  Company,  1948. 

This  work  has  been  expanded  now  to  a  three- 
volume  compendium  of  a  mass  of  material.  The  em- 
phasis has  been  on  quantity  of  information  rather 
than  on  the  quality  of  it  or  on  the  selection  of  use- 
ful and  important  material.  The  work  has  become 
unwieldy.  It  is  difficult  to  tell  how  the  author  in- 
tended for  this  work  to  be  used.  Much  seems  to  be 
directed  toward  instruction  of  a  complete  novice, 
whereas  other  sections  discuss  at  length  and  in  de- 
tail highly  specialized  techniques  such  as  the  Papan- 
icolaou examination  of  smears  for  malignant  cells. 
The  sections  on  autopsy  technique  and  crime  detec- 
tion may  be  useful  in  highly  isolated  communities. 
The  clinical  interpretation  of  most  of  the  tests  is 
not  attempted,  yet  a  considerable  discussion  of  in- 
terpretation of  electrocardiograms — a  highly  tech- 
nical subject — is  included. 

The  color  plates  are  of  poor  quality  and  often 
misleading  in  color  value.  The  book  is  profusely 
padded  with  illustrations  of  equipment  taken  from 
nianufaeturers'  catalogues.  On  the  other  hand,  the 
illustrations  in  the  section  on  parasitology  are  ex- 
cellent and  many  are  amazingly  clear  in  detail.  The 
cost  of  this  work  has  risen  with  the  size. 


Fundamentals  of  Immunology.  By  William 
C.  Boyd,  Ph.D.,  Associate  Professor  of  Bio- 
chemistry, Boston  University  School  of 
Medicine.  Ed.  2,  completely  revised  and  re- 
wi-itten.  503  pages.  Price,  $6.00.  New  York 
and  London:  Interscience  Publishers,  Inc., 
1947. 

This  hook  is  intended  to  serve  as  an  introduction 
to  immunology.  It  is  written  from  the  viewpoint  of 
a  chemist  rather  than  that  of  a  biologist,  though 
the  chief  emphasis  is  on  serologic  reactions.  A  tre- 
mendous number  of  isolated  facts  have  been  accum- 
ulated. After  a  discussion  of  antibodies  and  antigens 
as  such,  the  antigen-antibody  reactions  are  dis- 
cussed. There  are  summaries  at  the  end  of  each 
chapter  which  attempt  to  tie  together  the  major 
facts  discussed.  It  is  surprising  how  incomplete  our 
knowledge  is,  in  spite  of  the  tremendous  amount  of 
effort  which  has  been  expended  in  the  study  of  this 
subject. 

Scattered  throughout  the  text  are  schematic  dia- 
grams which  illustrate  the  principles  involved  and 
the  possible  mechanism  of  action.  The  application 
of  these  facts  and  principles  to  legal  medicine  is 
pointed  out  as  occasion  arises  throughout  the  book. 
There  is  a  chapter  on  practical  use  of  immune  meth- 
ods, and  another  on  the  techniques  necessary  in  the 
laboratory  and  clinic. 

The  book  is  too  detailed  for  the  average  course 
in  immunology,  but  would  serve  as  a  reference  book 
in  serologic  laboratories  or  in  the  oflices  of  physi- 
cians concerned  with  infectious  diseases  and  allergy. 
The  point  of  view  that  immunity  is  a  result  of  com- 
petition in  the  struggle  for  existence  is  an  interest- 
ing concept. 
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Diseases  of  the  Warm  Climates.  By  Albert 
Dubois,   M.D..   Director  of  the   Institute   of 
Tropical   Medicine,  Antwerp,   Belgium;   and 
Louis  van  den  Berghe,  M.D..  D.Sc,  Director 
of  the    Institute   for   Scientific   Research   in 
Central    Africa,     Belgian     Congo;     Visiting 
Professor  of  Tropical  Medicine,  Tulane  Uni- 
versity,  and   Professor   at   the   Institute   of 
Tropical   Medicine,   Antwerp,   Belgium.   445 
pages,  illustrated.  Price,  $6.00.  New  York: 
Grune  &   Stratton,  1948. 
This  handy-sized  volume  is  wiitten  for  practicing 
physicians.  The  conclusions  are  based  on  the  auth- 
ors' long  experience  in  the  Belgian  Congo.  The  dis- 
eases, however,  are  much  the  same  the  world  over. 
The    authors    have    avoided    discussion    of    diseases 
which  are  readily  recognized  as  occurring  in  temp- 
erate   zones.    There    is    a    short    section    of    general 
comments   on   diseases   as   they   occur   in   warm   cli- 
mates. The  emphasis  on  tuberculosis  is  well  placed; 
its    importance    has    often    been    overlooked    in    dis- 
cussions of  tropical  diseases.  There  is  a  section  on 
specific  general  infections,  followed  by  a  section  on 
diseases    which    present    symptoms    referable    to    a 
particular  system  of  the  body.  Such  a  classification 
will   inevitably   lead   to   the   inclusion   of   some   gen- 
eralized diseases  with  those  of  a  specific  system.  For 
instance,  under  skin  diseases,  leprosy,  coccidioidomy- 
cosis,   histoplasmosis,    and    yaws    are    included,    al- 
though the  authors  recognize  the  general  chaiactev 
of  these  infections.  The  section  on  trypanosomiasis 
is  long  and  reflects  the  great  experience  of  the  auth- 
ors with  this  disease.  The  section  on  malaria  is  com- 
plete. 

More  emphasis  might  have  been  given  to  prophy- 
laxis and  immunization.  There  are  charts  listing  the 
diseases  which  occur  in  various  geographical  areas. 
A  list  of  drugs,  with  synonyms  used  in  various 
countries  and  the  dosage,  is  appended.  There  is  a 
chapter  on  technical  and  staining  methods.  No  bibli- 
ography is  included.  The  illustrations  are  of  good 
quality  and  well  reproduced  on  enameled  paper.  It 
is  of  interest  that  many  of  the  illustrations  of  de- 
ficiency states  were  taken  in  North  Carolina. 

The  book  should  be  very  useful  for  practitioners 
in  the  South  and  for  medical  students. 


Dynamic     Aspects     of     Biochemistry.     By 

Ernest     Baldwin,     B.A.,     Ph.D.,     University 
Lecturer  in   Biochemistry,  formerly  Fellow 
of  St.  John's  College.  Cambridge.  457  pages. 
Price,    $4.00.     New   York:     The    Macmillan 
Company,  1947. 
This  delightful  and  stimulating  book  by  an  Eng- 
lish author  has  an  attractive  and  readable  style.  It 
is  written  as  a  text  for  advanced  medical  students, 
but  should  admirably  serve  for  review  and  brush-up 
by  practitioners.  The  author's  stress  on  the  dynamic 
aspects  of  the  chemical   reactions  is   in   contrast   to 
the  usual  discussions  of  spatial   molecular  configur- 
ation. 

Part  I  is  concerned  with  enzymes  and  their  rela- 
tion to  biochemical  processes.  The  discussion  of 
catalysts  is  unusually  lucid.  There  are  summaries 
at  the  end  of  some  chapters  and  simple  graphs  il- 
lustrating class  experiments.  The  author  has  utilized 
an  unusual  graphic  method  of  writing  equations  to 
illustrate  the  reversible  nature  and  interrelationship 
of  many  chemical  reactions.  Part  II  is  concerned 
with  metabolism  of  proteins  and  amino  acids,  carbo- 
hydrates, and  fats.  The  bibliography  at  the  end  of 
the  book  contains  only  a  small  number  of  selected 
general  references. 


Tuberculosis.  By  Francis  Marion  Pottenger, 
M.D..   LL.D.,   F.A.C.P.,   Emeritus   Professor 
of   Medicine,   University   of   Southern   Cali- 
fornia, the  School  of  Medicine;  Medical  Di- 
rector, the  Pottenger  Sanatorium  and  Clinic 
for  Diseases  of  the  Chest,  Monrovia,  Cali- 
fornia. 597  pages,  illustrated.  Price,  $12.00. 
St.  Louis:  The  C.  V.  Mosby  Company,  1948. 
This  volume  is  concerned  almost  exclusively  with 
a  clinical  discussion  of  pulmonary  tuberculosis.  The 
author   has    drawn   from   his   long    experience   with 
the  disease  and  has  illustrated  his  points  with  many 
case  reports.  He  stresses  the  curable  nature  of  the 
disease   and   its    mild   infectivity.   He    contrasts   the 
metastasizing,  destructive  character  of  some  lesions 
with  the  localizing  and  healing  tendency  of  others. 
Repi'oductions    of    chest    films     (both    negative    and 
positive    prints),    diagrams,    and    photographs    are 
used.  The  reproduction  on  enameled  paper  is  good, 
but  the  objective  of  the   illustration   is   not   always 
clear. 

The  concept  of  a  primary  infection  serving  as  a 
prophylactic  immunization  is  interesting,  as  is  the 
discussion  correlating  the  physical  findings — usually 
atrophy — with  the  viscera  and  automonic  nervous 
system.  The  author  sees  the  changes  as  resulting 
from  reflex  action. 

The  discussions  on  the  pathogenesis  of  the  tu- 
bercle and  on  the  specific  components  in  immunity 
are  not  as  detailed  as  the  clinical  discussion.  The 
section  on  the  hematologic  response,  a  very  pi-ac- 
tical  point  for  practicing  physicians,  is  somewhat 
inadequate  and  omits  some  of  the  best  references. 
A  bibliography  is  included  at  the  end  of  each  chap- 
ter. 

The  book  should  serve  as  an  interesting  source  of 
clinical  facts  that  are  frequently  overlooked  for 
people  especially  interested  in  the  disease.  It  could 
hardly  serve  as  a  textbook  for  students.  It  is  un- 
fortunate that  more  of  the  knowledge  of  the  chemo- 
therapy of  tuberculosis  has  not  been  included,  for 
the  book  would  then  be  of  greater  value  to  general 
practitioners  and  internists. 


Modern  Clinical   Psychiatry.  By  Arthur  P. 
Noyes,    M.D.,    Superintendent,    Norristown 
State    Hospital,    Norristown.    Pennsylvania. 
Ed.  3.  525  pages.  Price,  $6.00.  Philadelphia 
and    London:     W.    B.    Saunders    Company, 
1948. 
The    new    edition    of    this    standard    textbook    is 
definitely  superior  to  previous  editions,  which  were 
good  in  their  own  right.  For  some  time  Dr.  Noyes 
has  been  one  of  the  leaders  in  American  psychiatry. 
His  writings  reflect  his  soundness  and  thoroughness 
in    clinical    psychiatry.    New    chapters    have    been 
added,  and  other  subject  matter  brought  up  to  date 
in  most  respects. 

It  is  interesting  that  Dr.  Noyes  clings  to  the 
time-honored  classification  of  mental  disorders  and 
has  not  adopted  the  newer  and  more  dynamically 
oriented  groupings  that  came  out  of  our  war  ex- 
perience. This  newer  classification,  which  is  more 
difficult  for  the  student  to  grasp,  has  been  accepted 
by  the  Army  and  the  Veterans  Administration.  In 
the  discussion  of  treatment  Dr.  Noyes  has  very  little 
concerning  pentothal  abreaction  or  insulin  subshock 
therapy,  which  are  valuable  adjuncts  in  the  treat- 
ment of  many  of  the  milder  psychiatric  conditions. 
Regardless  of  the  above  criticisms,  this  third  edi- 
tion of  Noyes'  textbook  is  recommended  to  students 
as  a  clear,  sound,  and  readable  book  on  clinical  psy- 
chiatry. 
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Failures  in  Psychiatric  Treatment.  Edited 
by  Paul  H.  Hoch,  M.D.  241  pages.  Price, 
$4.50.  New  York:  Grune  and  Strattoii,  1948. 

Under  a  most  intriguing  title,  the  editor  has 
gathered  together  a  number  of  essays  presented 
at  the  thirty-seventh  annual  meeting  of  the  Ameri- 
can Psychopathological  Association  dealing  with  an 
ordinarily  unwritten  phase  of  psychiatry.  One  of 
the  most  difficult  problems  in  dealing  with  mental 
disorders  is  that  of  following  patients  accurately 
for  long  periods  of  time.  Surgical  and  medical  pa- 
tients usually  select,  and  in  most  instances  stay  with 
one  physician.  Failures  in  treatment  frequently  re- 
sult in  autopsies  where  causes  for  failure  can  be 
better  understood.  Psychiatric  patients,  on  the  other 
hand,  tend  to  drift  from  doctor  to  doctor,  and  since 
failures  in  treatment  usually  do  not  result  fatally, 
live  out  their  lifetimes  in  search  of  a  cure.  Physical 
diseases  may  develop  in  these  individuals,  as  in  any- 
one, and  further  occlude  final  evaluation.  Finally, 
there  is  the  whole  unsolved  problem  of  deciding 
when  the  treatment  is  a  failure.  The  solution  to  this 
question  hinges  on  what  is  desired  in  treatment. 
Does  the  patient  merely  want  amelioration  of  his 
symptoms,  or  is  he  willing  to  accept  certain  com- 
plaints in  exchange  for  return  to  adequate  social 
function  ? 

In  fifteen  papers  these  various  problems  are  dis- 
cussed, emphasis  primarily  being  focused  on  specific 
types  of  treatment  and  the  failure  of  each  type  of 
treatment  in  certain  cases.  Some  of  the  essays  are 
excellent,  and  the  attempt  to  explain  failures  pro- 
duces an  excellent  discussion  of  the  original  method. 
This  is  particularly  true  in  the  chapter  dealing  with 
psychobiology.  Other  fine  discussions  are  those  on 
hypnosis,  psychotherapy  with  children,  psychoso- 
matic treatment,  and  physical  therapies. 

In  general,  these  discussions  are  straightforward 
and  reasonably  complete.  Occasionally  the  experts 
hedge,  attempting  to  prove  the  value  of  their  par- 
ticular method  of  treatment,  even  in  the  face  of 
failure.  Probably  the  major  fault  of  the  volume  lies 
in  its  failure  to  express  more  specifically  the  lack 
of  knowledge  possessed  by  psychiatry  to  date.  There 
is  no  doubt  but  that  most  psychiatric  methods  are 
empirical,  and  consequently  the  application  of  a 
certain  type  of  treatment  to  the  wrong  type  of  case 
is  bound  to  produce  a  poor  result.  An  honest  ap- 
praisal of  methods  and  techniques  is  essential  if 
psychiatry  is  to  develop  progress  in  treatment. 
Bias  for  one  method  oi'  another  has  no  place  in 
such  an  estimate.  This  volume  is  a  good  step  in  this 
direction.  It  is  a  book  which  must  be  read  by  all 
psychiatrists  and  neurologists,  who  should  bear  in 
mind  that  it  is  still  just  a  beginning. 


In  ilrmnriam 


Doctors   Like  Things  They   Can   Count   On 

Whether  it's  medicine,  instruments,  or  profes- 
sional literature,  the  up-and-coming  doctor  wants 
quality.  In  giving  the  best  of  his  professional  skill, 
he  expects  the  best  of  those  agencies  and  materials 
assisting  him  with  his  work. 

The  North  Carolina  Jledical  .lournal's  advertising 
policy  of  granting  space  only  to  those  products 
which  are  A.  M.  A.  Council-accepted  gives  North 
Carolina  physicians  the  assurance  that  they  can 
rely  upon  the  advertisements  which  appear  in  their 
official  house  organ. 

Those  advertisers  who  help  bear  the  cost  of  pub- 
lishing the  .Journal  gauge  the  value  of  their  adver- 
tising by  "reader  response."  A  penny  postal  from 
you,  requesting  free  samples  or  literature,  will  as- 
sist us  to  retain  the  patronage  of  concerns  which 
offer  the  type  of  quality  products  we  feel  free  to 
recommend  to  you,  as  a  reader. 


W.  HOUSTON  MOORE,  M.D. 

Dr.  W.  Houston  jVIoore  was  born  in  Warsaw, 
North  Carolina,  in  1880.  He  was  educated  in  medi- 
cine at  the  University  of  North  Carolina  and  at 
Jefferson  Medical  College,  from  which  institution 
he  received  his  M.D.  in  1910.  Dr.  Moore  died  sud- 
denly on  July  2.3,  1948,  of  heart  disease. 

For  thirty-seven  years  he  has  been  an  honored 
and  faithful  member  of  the  New  Hanover  County 
Medical  Society,  of  the  Third  District  Medical  So- 
ciety, of  the  State  Medical  Society,  and  of  the 
American  Medical  Association,  and  in  each  of  them 
he  has  made  a  record  of  good  and  faithful  service. 
He  was  twice  president  of  the  local  society,  and 
for  six  years  he  was  a  member  of  the  twelfth  board 
of  State  Medical  Examiners.  At  his  death  he  was 
on  the  staff  of  the  James  Walker  Memorial  Hos- 
pital and  a  member  of  the  New  Hanover  County 
Board  of  Health. 

Dr.  Moore  was  a  good  doctor,  respected  by  the 
general  public,  admired  and  trusted  by  his  large 
clientele,  honored  by  his  associates,  and  beloved  by 
his  family.  Not  only  was  he  interested  in  his  chosen 
profession,  but  he  also  gave  largely  of  his  time  and 
talents  to  civic  affairs,  and  his  wise  counsel  and 
efficient  leadership  will  be  greatly  missed  by  all  of 
those  with  whom  he  worked  so  faithfully  toward  the 
betterment  and  the  beautification  of  the  city  he  loved 
so  well. 

•'Father  in  Thy  Gracious  keeping- 
Leave  we  now  Thy  Servant  sleeping." 

At  a  meeting  of  the  New  Hanover  County  Society 
on  Tuesday,  August  10,  1948,  the  following  resolu- 
tions of  respect  were  adopted: 

WHERE.A.S  it  has  pleased  Almighty  God  in  His 
infinite  wisdom  to  call  from  the  sphere  of  his  earthly 
activities  Dr.  W.  Houston  Moore,  and 

WHERE.4.S  The  New  Hanover  County  Medical 
Society  is  deeply  conscious  of  the  loss  to  them  as 
iiidividuals,  and  as  a  body  in  the  passing  of  this 
valued  member 

BE  IT  RESOLVED:  That  high  tribute  be  paid  to 
him  by  the  Society  as  a  beloved  physician,  as  a 
loyal  co-worker,  and  as  a  faithful  citizen  whose 
death  has  saddened  his  associates  and  his  many 
friends,  and 

BE  IT  FURTHER  RESOLVED:  That  a  copy  of 
these  resolutions  be  inscribed  upon  the  permanent 
records  of  the  Society^  and  a  copy  be  sent  to  his 
family  and  to  the  press. 

Committee  on  Resolutions, 
John  B.  Cranmer,  M.D. 
J.  Buren  Sidbury,  M.D. 
David  R.  Murchison,  M.D. 


Doctor  Cronin  .loins  Schering's  Medical   Staff 

Mr.  Francis  C.  Brown,  president  of  Schering  Cor- 
poration, Bloomfield  and  Union,  New  Jersey,  an- 
nounces the  appointment  of  Dr.  David  L.  Cronin  to 
the  staff  of  the  Division  of  Clinical  Research  as 
assistant  to  its  director.  Dr.  Edward  Henderson.  Dr. 
Cronin,  prior  to  receiving  his  degree  of  Doctor  of 
Medicine  from  Georgetown  LTniversity  Medical 
School,  obtained  a  B.S.  degree  from  The  City  Col- 
lege of  New  York  and  an  M.S.  degree  from  the 
University  of  North  Dakota. 
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42  nd. 

ANNUAL  M[cri«c 

OF  THE 
SOUTHERN 


A6S?S;.9t« 


at 

AN  INSPIRING  MEDICAL  MEETING— 
the  Annual  Meeting  of  the  Southern 
Medical  Association  in  Miami,  Florida,  Oc- 
tober 25-28.  In  the  general  clinical  sessions 
by  Miami  physicians  and  surgeons,  the 
twenty-one  sections  and  the  scientific  and 
technical  exhibits,  every  phase  of  medicine 
and  surgery  will  be  covered — the  last  word 
in  modern,  practical,  scientific  medicine  and 
surgery.  Addresses  and  papers  by  distin- 
guished clinicians  not  only  from  the  South, 
but  from  many  parts  of  the  United  States. 

DEGARDLESS  of  what  any  physician  may 
be  interested  in,  regardless  of  how  gen- 
eral or  how  limited  his  interest,  there  will 
be  at  Miami  a  scientific  program  and 
recreational  facilities  to  challenge  his  every 
interest  and  make  it  worth-while  for  him 
to  attend. 

ALL  MEMBERS  of  state  and  county 
medical  societies  in  the  South  are  cor- 
dially invited  to  attend.  And  all  members 
of  state  and  county  medical  societies  in  the 
South  should  be  and  can  be  members  of  the 
Southern  Medical  Association.  The  annual 
dues  of  $5.00  include  the  Southern  Medical 
Journal,  a  journal  valuable  to  physicians  of 
the  South,  one  that  each  should  have  on  his 
reading  table. 

SOUTHERN   MEDICAL   ASSOCIATION 

Empire   Building 
BIRMINGHAM    3.   ALABAMA 


Cook  CoQoty  Graduate  School  of  Medicine 

ANNOUNCES   CONTINUOUS   COURSES 

SUKtiEU^' — Intensive     Course     in     Surjrical     Technique, 
two    weeks,   starting   Sept.    ilT,    Oct.    -15,    Nov.    29. 
Surgical    Teclini(|ue.    Surfjical    Anatomy    and    Clinical 

Surgery,    four    weeks,    start i tie    Oct.    11.    Nov.    8. 
Surprical    Anatomy    and    Clinical    Surgery,    two   weeks, 

s'tarting  September  27,    October   25,    November   22. 
Surgery    of    Colon    and    Rectum,    one    week,    starting 

October  1^,  Novemljer  15. 
Surgical  Patliology  everj'  two  weeks. 
KUACTUKES    AND    TRAUMATIC    SURGERY— Intensive 

Course,    two    weeks,    starting    October    25. 
(iVNECOLOGV — Intensive    Course,    two    weeks,    starting 
October  11. 
\'aginal  Approach  to  Pelvic  Surgery,  one  week,  start- 
ing October  25. 
OHSTETIUCS— Intensive    Course,     two    weeks,    starting 

Octolier  25. 
rKOI,()r;V^Intensive   Course,   two  weeks,   starting  Sep- 

temljor   27. 
MEDICINE— Intensive   Course,    two   weeks,    starting   Oc- 
tulter    11. 
reisonal    Course   in    Gastroscopy,    two   weeks,    starting 

September  27.   November  8. 
Gjistroeiiterology,    two    weeks,    starting    October    2.1. 
Hematology,  one  week,  starting  October  4. 
1>KKMAT0L0GV— Formal    Course,    two   weeks',    starting 
October   4. 
Clinii-al  Course  every  two  weeks. 
(H'H  THAEMOLOGV  —  Intensive     Course,     two     weeks, 
starting'    Scptemljer   20. 
Refraction    Methods,    four  weeks,   starting   October   11. 
Ocular    Fundus   Diseases,   one   week  starting  Nov.    15. 
or()|..\RVN(;ol.oGV  —  Intensive     Course,     two    weeks, 
starting  October  IS. 

GENERAL.     INTENSIVE    AND    SPECIAL    COURSES     IN     ALL 
BRANCHES     OF     MEDICINE.     SURGERY    AND    THE     SPECIALTIES 

TEACHING    FACULTY— ATTENDING    STAFF    OF 
COOK    COUNTY    HOSPITAL 

Address:    Registrar. 
427  South  Honore  Street,  Chicago   12,  Illinois 


FOR    PATIENTS   WITH 

ALCOHOLIC 
PROBLEMS 

.  .  .  "The  Farm 

A  non-institutional  arrange- 
ment in  Howard  County, 
Maryland,  for  the  individual 
psychological  rehabilitation  of 
a  limited  number  of  selected 
voluntary  patients  with  AL- 
COHOL problems — both  male 
and  female — under  the  psychi- 
atric direction  of  Robert  V. 
Seliger,  M.D. 

City  office: 

2030  Park  Ave.  Baltimore,  Md. 
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TRANSACTIONS    OF    THE 

AUXILIARY 

to  the  Medical  Society  of  the  State  of  North  CaroUna 

TWENTY-FIFTH    ANNUAL   SESSION 

Held  at  Pinehurst,  May  4,  1948 


OFFICERS.  1947-1948 

President Mrs.  W.  Reece  Berryhill,  Chapel  Hill 

President-Elect..JVIrs.  Raymond  Thompson,  Charlotte 
Chairman  of  Past  Presidents 

—Mrs.  P.  P.  McCain,  Southern  Pines 
First  Vice  President  and  Chairman  of 

Organization. ..Mrs.  Frederick  Taylor,  High  Point 
Second  Vice  President  and  Chairman  of 

Activities Mrs.   Watson   Roberts,   Durham 

Corresponding  Secretary 

—Mrs.  Fred  Patterson,  Chapel  Hill 

Treasurer Mrs.  E.  C.  Judd,  Raleigh 

Recording   Secretary 

— Mrs.  David  Cayer,  Winston-Salem 

STANDING  COMMITTEES   1947-1948 

Program Mrs.    Harry   Johnson,   Elkin 

Public  Relations Mrs.  Milton  Clark,  Goldsboro 

Legislative Mrs.  C.  P.  Eldridge,  Raleigh 

Press  and  Publicity 

— Mrs.  Coy  Carpenter,  Winston-Salem 

Bulletin Mrs.   Wingate   Johnson,   Winston-Salem 

Hygeia Mrs.  Taylor  Vernon,  Morganton 

Memorial Mrs.  H.  H.  Foster,  Norlina 

Historian Mrs.  Herbert  Ogburn,  Greensboro 

Scrapbook Mrs.   R.   A.    Moore,   Winston-Salem 

Jane  Todd  Crawford   Memorial 

—Mrs.  C.  S.  Barker,  New  Bern 
Doctors'  Day.. -Mrs.  Walter   Summerville,  Charlotte 

Revisions JMrs.  J.   Buren   Sidbury,  Wilmington 

Nominations.  ..Mrs.    George    Carrington,    Burlington 
Student   Loan   Fund 

— Mrs.  F.  Norman  Bowles,  Durham 
McCain  Bed. ..Mrs.  Wm.  P.  Richardson,  Chapel  Hill 

Stevens  Bed Mrs.  G.  M.  Billings,  Morganton 

Cooper  Bed Mrs.  M.  I.  Fleming,  Rocky  Mount 


ADVISORY   BOARD 

Rachel   D.    Davis,   M.D.,   Chairman Kinston 

Annie  Louise  Wilkerson,  M.D Raleigh 

Annie   T.    Smith,   M.D Durham 

Lois  Foote  Stanford,  M.D Durham 

Olivia    Abernethy,    M.D Elkin 

PAST  PRESIDENTS 

1923   (Organizing  Chairman) 

Mrs.  P.  P.  McCain,  Sanatorium 

1924 Mrs.  P.  P.  McCain,  Sanatorium 

1925 Mrs.   I.  W.   Faison,   Charlotte 

1926 Mrs.   J.   Howell   Way,   Wavnesville 

1927 Mrs.   R.   S.   McGeachy,  "Kinston 

1928 Mrs.   B.   J.   Lawrence,   Raleigh 

1929 Mrs.  A.   B.   Holmes.   Fairmont 

1930 Mrs.  J.  H.   Macon,  Warrenton 

1931 Mrs.  W.  B.  Murphy,  Snow  Hill 

1932 Mrs.    R.    S.    McGeaehv,    Greenville 

1933 Mrs.   W.   P.   Knight,   Greensboro 

1934 Mrs.   J.   W.   Huston,   Asheville 

1935 Mrs.  J.   Buren   Sidbury,   Raleigh 

1936 Mrs.   C.  P.   Eldridge,  Raleigh 

1937 Mrs.  J.  R.  Terry,  Lexington 

1938 Mrs.  W.  T.  Rainev,  Favetteville 

1939 Mrs.  .Joseph  A.  Elliott,  Charlotte 

1940 Mrs.   C.   F.   Strosnider,   Goldsboro 

1941 Mrs.  Clyde  R.  Hedrick,  Lenoir 

1942 Mrs.   Sidney  Smith,  Raleigh 

1943 Mrs.  R.  A.  Moore,  Winston-Salem 

1944 Mrs.  K.   B.  Pace,  Greenville 

1945 Mrs.   J.   T.   Saunders,   Asheville 

1946 Mrs.  Erick  Bell.  Wilson 

1947 Mrs.   Frederick   Taylor,   High  Point 

CONVENTION  PROGRAM 

MONDAY,  May  3 

8:30  p.m. — Bingo    Party,    Mrs.    George    Heinitsh, 
Chairman 


COUNCILORS 

First    District Unorganized 

Second  District Mrs.  Thomas  L.  Lee,  Kinston 

Third  District Mrs.  C.  B.  Davis,  Wilmington 

Fourth  District Mrs.  J.  W.  Rose,  Pikeville 

Fifth  District Mrs.  A.  L.  O'Briant,  Raeford 

Si.xth  District Mrs.  W.   T.  Ward,   Raleigh 

Seventh   District Mrs.   Charles   Nance,   Charlotte 

Eighth  District Mrs.  C.  V.  Tyner,  Leaksville 

Ninth  District Mrs.  Alfred  Kent,  Granite  Falls 

Tenth  District 

— Mrs.  Charles  D.  Thomas,  Black  Mountain 
North  Carolina  Councilor  to  Southern 

Medical  Auxiliary Mrs.  Clyde  Hedrick,  Lenoir 


TUESDAY,  May  4 

9:00  a.m. — Executive   Board   Meeting 
10:30  a.m. — Annual   Meeting 
1:00  p.m. — Silver    Anniversary    Luncheon  —  Mrs. 

W.   F.  Hollister,  Chairman 
4:00  p.  m. — Tea  honoring  Mrs.  W.  Reece  Berryhill, 

Mrs.    Raymond    Thompson,    Mrs.   J.   F. 

Robertson,    and    past    presidents — Mrs. 

Thomas   N.   Lide,  Chairman 
7:00  p.m. — Medical  Society  Banquet 
10:00  p.  m.— Medical  Society  Ball 

WEDNESDAY,   May  5 

10:00  a.m.— Bridge    Party— Mrs.    R.    M.    McMillan, 
Chairman 
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PRE-CONVENTION    MEETING    OF    THE 

EXECUTIVE   BOARD 

Tuesday,   May   4 

Minutes 

The  Executive  Board  of  tlie  Auxiliary  to  the 
Medical  Society  of  the  State  of  North  Carolina  met 
in  the  Pine  Room  of  the  Carolina  Hotel,  Pinehurst, 
on  May  4,  1948,  at  9  a.m.  with  Mrs.  W.  Reece  Berry- 
hill,  the  president,  presiding. 

Mrs.  Berryhill  gave  the  invocation,  followed  by 
the  greeting  and  welcome  to  the  Board  members, 
and  expressed  gratitude  for  the  cooperation  shown 
by  the  members  during  the  year. 

The  minutes  of  the  fall  Board  meeting  were  read 
and  approved.  The  following  reports  of  the  officers 
were  accepted  and  filed: 

Mrs.   P.  P.   McCain,   chairman   of  past   presidents 
(verbal  report) 

Mrs.  Raymond  Thompson,  president-elect 

Mrs.  Frederick  R.  Taylor,  first  vice  president 

Mrs.  B.  Watson  Roberts,  second  vice  president 

Reports  from  the  following  district  councilors 
were  read,  accepted  and  incorporated  in  the  trans- 
actions: 

First  District — (Unorganized) 

Second  District,  Mrs.  T.  Leslie  Lee 

Third  District,  Mrs.  C.  B.  Davis 

Fourth  District,  Mrs.  J.  W.  Rose   (absent) 

Fifth  District,  Mrs.  A.  L.  O'Briant 

Sixth  District,  Mrs.  W.  T.  Ward   (absent) 

Seventh  District,  Mrs.  Charles  L.  Nance 

Eighth  District,  Mrs.  C.  V.  Tyner  (absent) 

Ninth  District,  Mrs.  A.  A.  Kent,  Jr. 

Tenth  District,  Mrs.  C.  D.  Thomas 

Other  reports  that  were  read  and  filed  were  as 
follows: 

Student  Loan  Fund,  Mrs.  F.  Norman  Bowles 
(absent) 

McCain  Bed,  Mrs.  W.  P.  Richardson 

Stevens  Bed,  Mrs.  G.  M.  Billings 

Cooper  Bed,  Mrs.  M.  I.  Fleming.  A  letter  of  ap- 
preciation from  H.  0.  Pearson,  M.D.,  occupant  of 
the  Cooper  Bed,  was  read.  In  response  to  the  recom- 
mendation in  the  letter  from  Dr.  H.  F.  Easom,  med- 
ical director  of  the  Eastern  N.  C.  Sanatorium  at 
Wilson,  it  was  moved,  seconded  and  carried  that 
Mrs.  Eunice  Lipham.  20-year-old  widow,  be  accepted 
for  the  Cooper  Bed. 

Program,  Mrs.  Harry  Johnson 

Scrapbook,  Mrs.  R.  A.  Moore 

Press  and  Publicity,  Mrs.  C.  C.  Carpenter 

jMemorials,  Mrs.  H.  H.  Foster 

Jane  Todd  Crawford  Memorial,  Mrs.  C.  S.  Barker 

Legislative,  Mrs.  C.  P.  Eldridge 

Bulletin,  Mrs.  Wingate  Johnson 

Research,  Mrs.  Joseph  Elliott  (absent  because  of 
illness).  A  motion  was  made  and  passed  that  a 
letter  of  regret  for  her  absence  be  sent. 

Doctors'  Day,  Mrs.  Walter   Summerville 

Councilor    to    Southern    Medical    Auxiliarv,    Mrs. 
Clyde  Hedrick. 

The  liistorian.  ilrs.  Herbert  Ogburn,  was  absent 
and  no  report  was  given. 

Dr.  Rachel  Davis,  Advisory  Board  Chairman,  com- 
mended the  Auxiliary  for  its  help  in  the  program 
for  the  recruitment  of  nurses,  and  encouraged 
greater  promotion  of  the  Auxiliary's  work. 

The  Board  then  adjourned  to  meet  with  the  Gen- 
eral Session. 

Respectfully  submitted. 
MRS.  DAVID  CAYER, 
Recording   Secretai'y 


GENERAL  SESSION 

Tuesday,   jMay   4 

Minutes 

The  Auxiliary  to  the  Medical  Society  of  the  State 
of  North  Carolina  held  its  twenty-fifth  annual  meet- 
ing Tuesday,  May  4,  1948,  at  11:00  o'clock  in  the 
Pine  Room  of  the  Carolina  Hotel,  with  Mrs.  W. 
Reece   Berryhill,  president,   presiding. 

The  meeting  was  opened  with  an  invocation  led 
by  Mrs.  P.  P.  McCain,  the  organizing  chairman. 
Mrs.  H.  E.  Bowman;  president  of  the  JNIoore  County 
Auxiliary,  gave  the  address  of  welcome,  and  Mrs. 
Harry  Johnson  responded  for  the  State  Society. 
The  memorial  service  was  conducted  by  Mrs.  H.  H. 
Foster  in  memory  of  the  members  who  had  died  dur- 
ing- the  year. 

Dr.  Annie  Louise  Wilkerson,  member  of  the  Ad- 
visory Board,  was  introduced  by  jMrs.  Berryhill. 
The  district  councilors  were  introduced  by  Mrs. 
Taylor,  first  vice  president  and  chairman  of  organi- 
zation, and  the  councilors,  in  turn,  introduced  their 
county  presidents,  then  gave  their  reports.  As 
second  vice  i^resident  and  chairman  of  activities, 
Mrs.  Watson  Roberts  gave  her  report  and  called 
for  the  reports  of  the  Bed  Fund  chairmen. 

Mrs.  Berryhill  expressed  appreciation  for  the  ex- 
cellent work  of  the  corresponding  secretary,  Mrs. 
Fred  Patterson.  The  president  then  asked  for  a 
motion  from  the  floor  to  dispense  with  the  read- 
ing of  the  minutes,  since  they  appeared  in  the 
September,  1947,  issue  of  the  North  Carolina  Medi- 
cal Journal.  The  motion  was  made,  seconded,  and 
carried. 

Following  the  acceptailce  of  the  report  of  Mrs. 
E.  C.  Judd,  tlie  treasurer,  the  president  called  for  a 
rising  vote  of  thanks  for  Mrs.  Judd's  untiring 
efforts. 

Mrs.  Taylor  took  the  chair  while  the  president, 
Mrs.  Berryhill,  gave  her  report,  which  was  accepted. 
Committee  chairmen  received  recognition  from  the 
president,  and  reports  were  given  by  Mrs.  Taylor 
Vernon,  Hygeia,  and  Mrs.  Milton  Clark,  Public  Re- 
lations. 

.A  memorial  tribute  for  Dr.  Frank  Sharpe  was 
read  by  Mrs.  Berryhill. 

Dr.  J.  F.  Robertson  brought  greetings  from  the 
Medical  Society  of  the  State  of  North  Carolina 
and  commended  the  Auxiliary  for  its  support  and 
cooperation.  He  outlined  the  plan  of  the  Medical 
Care  Commission  in  securing  funds  for  a  hospital 
and  medical  school  at  Chapel  Hill,  and  for  hospitals 
and  diagnostic  clinics  throughout  the  state  where 
people  can  support  them.  Dr.  Robertson  stressed 
the  need  for  the  training  of  practical  nurses  and 
urged  the  Auxiliary  to  continue  to  exert  its  influ- 
ence in  the  recruitment  of  nurses. 

The  chairman  of  the  Advisory  Board,  Dr.  Rachel 
Davis,  reported  that  the  House  of  Delegates  of  the 
Medical  Society  had  applauded  her  presentation  of 
the  activities  and  accomplishments  of  the  Auxiliary. 
Dr.  Davis  included  in  her  earnest  appeal  for  in- 
creased interest  in  the  nurse  recruitment  program 
the  suggestion  that  the  Atixiliary  make  a  study  of 
the  possibilities  for  aiding  young  girls  who  are  un- 
able to  pay  for  nursing  training.  Following  Dr. 
Davis'  address,  Mrs.  A.  C.  Bulla  announced  that  a 
three-vear  scholarship  is  offered  at  Rex  Hospital, 
Raleigh. 

Mrs.  J.  Buren  Sidbury,  cliairman  of  Revisions, 
reported  that  a  copy  of  the  revisions  will  be  sent 
to  each  county  president.  The  following  motions 
were  made,  seconded,  and  carried:  (1)  that  doctors' 
widows  be  made  full  members  of  the  Auxiliary;  (2) 
that  past  presidents  be  members  of  the  Board  of 
Directors;    (3)    that    all    mention    of    the    Southern 
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Medical    Auxiliary    be    omitted;    and    (4)    that    the 
books  of  the  Auxiliary  be  closed  each  June  30. 

The  Davis  Cup  and  $25.00  (donated  by  Dr.  Rachel 
Davis)  was  awarded  by  j\Irs.  A.  C.  Bulla  to  the 
Eighth  District  for  outstanding  improvement  and 
achievement.  In  the  absence  of  Mrs.  C.  V.  Tyner, 
councilor  for  the  district,  Mrs.  Harry  Johnson  ac- 
cepted the  award. 

In  the  discussion  of  the  annual  meeting  of  the 
American  Medical  Association  to  be  held  in  June, 
at  Chicago,  a  motion  was  made  and  carried  that  the 
appointment  of  the  delegates  and  alternates  be 
placed  in  the  hands  of  the  president. 

Mrs.  George  Carrington,  chairman  of  the  nomi- 
nating committee,  presented  the  slate  of  officers, 
and  acceptance  was  unanimous.  To  a  recommenda- 
tion that  the  nominating  committee  commence  its 
worlc  at  the  fall  Board  meeting,  since  most  of  the 
committee  work  is  carried  on  by  correspondence, 
Mrs.  Sidbury  reminded  tlie  group  that  said  com- 
mittee cannot  be  appointed  until  the  fall  meeting. 

Mrs.  P.  P.  McCain  conducted  an  impressive  in- 
stallation service  for  the  new  officers,  while  the 
members  of  the  session  stood  in  recognition. 

Mrs.  Berryhill  presented  the  gavel  to  Mrs.  Ray- 
mond Thompson,  who  emphasized  in  her  inaugural 
remarks  that  education  along  medical  lines  is  the 
task  of  the  organization.  Mrs.  Thompson  announced 
her  donation  of  an  award  for  the  largest  increase 
in  membership,  following  which  two  other  donations 
were  pledged:  Mrs.  P.  P.  McCain  for  the  first  full 
membership  and  !Mrs.  Charles  E.  Flowers  for  the 
largest  contribution  in  the   Cancer  Drive. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Respectfully  submitted, 
MRS.  DAVID  CAYER, 
Recording   Secretary 

Report   of   the   President 

As  president  of  your  Auxiliary,  I  am  happy  to 
submit  the  following  report. 

Last  September,  when  your  Board  of  Directors 
met  in  Southern  Pines  at  the  home  of  Mrs.  P.  P. 
McCain  to  formulate  plans  for  the  year's  work, 
the  late  Dr.  Frank  Sharpe  of  Greensboro,  president 
of  the  Medical  Society,  asked  us  to  help  with  the 
Recruiting  Campaign  for  Student  Nurses.  Mr.  Louis 
Connor,  the  Public  Relations  Director  of  the  Hos- 
pital Saving  Association,  talked  about  the  tour  that 
"Miss  North  Carolina  Student  Nurse"  was  going  to 
make  to  high  schools  in  the  larger  towns  in  the 
state.  Mr.  Connor  also  talked  about  the  Blue  Cross 
Plan  and  offered  suggestions  for  programs  in  county 
groups. 

Mrs.  Harry  Johnson,  our  able  chairman  of  the 
Program  Committee,  in  her  program  suggestions 
emphasized  nurse  recruitment  and  the  Blue  Cross 
Plan. 

As  I  have  gone  over  the  reports  of  each  county 
organization  it  has  been  thrilling  to  see  how  you 
have  carried  out  the  plans  and  suggestions  that 
were  presented  in  our  fall  Board  meeting.  In  many 
cases  your  accomplishments  have  been  even  greater 
than  the  goal  set  up  for  you. 

Our  main  project  has  been  the  support  of  a  bed 
in  each  of  the  three  sanatoria:  the  Stevens  Bed  in 
the  Western  Sanatorium,  the  McCain  Bed  in  the 
central  section  of  the  state  at  McCain,  the  Cooper 
Bed  in  the  eastern  section  at  Wilson.  These  beds 
have  been  occupied  by  different  imrses,  a  doctor, 
and  a  practical  nurse.  You  have  heard  a  detailed 
report  of  this  from  Mrs.  Roberts. 

As  your  president,  I  have  attended  five  auxiliary 
meetings  as  guest  speaker.  I  have  been  to  a  district 
meeting  as  guest  speaker.  I  have  participated  in  a 


district  nurses'  meeting  and  two  of  the  counciling 
sessions  in  the  Nurse  Recruiting  Campaign.  I  at- 
tended a  Doctors'  Day  dinner  in  a  neighboring  state. 
I  regret  not  being  able  to  accept  invitations  to  visit 
five  other  auxiliaries. 

You  have  heard  from  Mrs.  Taylor  about  the  new 
auxiliaries  formed.  We  welcome  the  new  organiza- 
tions and  look  forward  to  the  day  when  each  medi- 
cal society  has  its  own  active  auxiliary.  Our  paid 
memberships  to  date  are  1,168. 

This  has  been  a  year  of  rich  and  warm  experi- 
ences for  me.  I  value  the  opportunity  I  have  had  to 
know  other  medical  families  in  North  Carolina.  As 
I  said  to  you  last  year,  I  say  again:  if  I  have  even 
in  a  small  way  been  able  to  cause  the  wheels  of 
this  organization  to  go  around  in  such  a  manner 
as  to  give  others  the  fellowship  and  inspiration  I 
have  gained,  I  will  feel  gratified  with  my  efforts 
during  the  year. 

May  I  at  this  time  pledge  my  loyal  support  to 
Mrs.  Raymond  Thompson,  the  incoming  president, 
and  to  her  Board,  and  wish  for  all  of  us  a  year  of 
happy  endeavor  working  for  the  good  of  the  pro- 
fession we  honor  and  cherish. 

Respectfully   submitted, 

MRS.  W.  REECE   BERRYHILL 

Report  of  the  President -Elect 

I  attended  the  Board  meeting  September  30  at  the 
home  of  Mrs.  P.  P.  iMcCain  in  Southern  Pines.  This 
was  a  very  inspirational  meeting. 

I  have  tried  to  prepare  myself  in  Auxiliary  work 
by  reading  and  attending  meetings. 

I  attended  the  Ninth  District  meeting  in  Moores- 
ville,  and  at  the  request  of  Mrs.  Alfred"  Kent,  coun- 
cilor, made  a  short  talk.  I  also  attended  the  organ- 
izational meeting  of  the  Gaston  County  Medical 
Auxiliary  and  spoke  to  them.  I  attended'  Mecklen- 
bu)g  County  Auxiliary  meeting. 

JIRS.   RAYMOND    THOMPSON 

Report   of   the   First    Vice   President    and 
Chairman   of    Organization 

As  Organization  Chairman  of  the  Auxiliary,  I 
wish  to  submit  the  following  report  for  1947-48. 

All  councilors  have  been  contacted,  each  supplied 
with  form  letters  and  instruction  sheets  to  be  used 
in  soliciting  the  cooperation  of  medical  societies. 
All  letters  and  questions  have  been  answered 
promptly.  In  February  letters  and  questionnaires 
were  sent  to  each  councilor  for  instruction  and  to 
aid  in  making  her  year's  report. 

District  2 — Mrs.  Leslie  Lee,  councilor,  reports  one 
new  auxiliary,  combining  Martin,  Washington  and 
Tyrrell  counties. 

District  4 — Mrs.  J.  W.  Rose,  councilor,  reports  a 
splendid  year  of  Auxiliary  work,  with  only  one 
county  unorganized.  She  is  hopeful  of  bringing'  Hali- 
fax into  the  fold  very  soon. 

District  6 — Mrs.  W.  T.  Ward,  councilor,  gave  a 
splendid  report  of  work  accomplished.  I  am  sorry 
to  report  the  inactivity  of  Person  County.  There 
are  only  two  doctors  in  the  county. 

District  7 — Mrs.  C.  L.  Nance,  councilor,  organized 
Gaston   County. 

District  8 — Mrs.  C.  V.  Tyner,  councilor,  has  two 
unorganized  counties,  Wilkes  and  Alleghany,  in  the 
process  of  being  organized.  Mrs.  Harry  Johnson 
organized  Surry- Yadkin  too  late  to  be  included  in 
the  1947  report.  However,  we  are  delighted  to  give 
credit  where  credit  is  due. 

District  9 — Mrs.  Alfred  A.  Kent,  Jr..  councilor, 
is  hopeful  of  organizing  Watauga-Ashe  counties. 

District  10 — Mrs.  Charles  D.  Thomas,  councilor, 
organized  Mitchell  and  Yancev  into  one  auxiliarv. 
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Districts  3  and  5  have  not  submitted  their  re- 
ports. 

It  is  very  gratifying  to  report  nine  new  counties 
with  only  one  discontinued.  We  now  have  thirty- 
eight  organized  counties. 

May  I  take  this  opportunity  to  thanlv  each  coun- 
cilor for  her  splendid  cooperation.  It  has  been  a  joy 
to  work  with  you. 

Respectfully   submitted, 
MRS.   F.   R.  TAYLOR 

Report   of   the    Second   Vice   President   and 
Chairman  of  Activities 

For  the  new  people  in  the  audience  who  do  not 
know  that  we  keep  up  three  Sanatorium  beds  for 
doctors,  nurses  or  their  families,  I  want  to  say  that 
the  good  our  projects  do  was  brought  home  to  us 
in  Durham  this  spring  when  the  McCain  Bed  guest. 
Miss  Lena  Aman,  was  a  patient  at  Duke  Hospital 
on  April  12  for  a  pneumonectomy,  having  her  right 
lung  removed.  She  had  a  very  ditticult  time,  for  her 
good  lung  almost  collapsed  during  the  operation. 
Members  of  the  Durham-Orange  Auxiliary  saw  Miss 
Aman  before  she  underwent  her  operation  and  when 
she  could  have  visitors.  Having  a  hand  in  helping 
a  person  regain  her  health  is  now  more  of  a  reality 
to  us  than  ever  before.  While  Miss  Aman  was  at 
Duke,  Miss  Billie  Scull,  a  nurse  from  Fayetteville, 
occupied  the  bed. 

The  occupants  of  the  Stevens  Bed  at  Black  Moun- 
tain were  Miss  Liselotte  Schumann  and  Miss  Flor- 
ence Matthews,  whom  many  of  us  know  because  she 
occupied  the  McCain  Bed  for  several  years.  She 
was  doing  part-time  nursing  at  the  Western  N.  C. 
Sanatorium  when  she  began  running  fever  and  was 
put  to  bed  again.  She  expects  to  go  home  soon  now. 

The  Cooper  Bed  has  been  occupied  during  the  past 
year  by  Mrs.  Elenna  Sutton  of  Rocky  Mount  and 
Dr.  H.  O.  Pearson  of  Pinetops.  During  the  past  two 
weeks  Mrs.  Fleming  has  received  funds  to  the 
amount  of  $300.00  for  the  Cooper  Bed. 

Mrs.  Bowles  reports  that  there  have  been  no  calls 
upon  the  Student  Loan  Fund  this  year,  so  the  Fund 
is  intaci.  There  has  been  very  little  donated  to  the 
Student  Loan  Fund  because  our  emphasis  has  been 
on  completing  the  McCain  Endowment  Fund,  but 
even  small  donations  help.  Scotland  County  and 
Durham-Orange  are  two  that  made  small  donations 
that  I  happen  to  know  about. 

This  year  we  divided  the  state  into  three  districts 
to  serve  each  of  the  Sanatoria  beds,  so  that  the 
McCain  Bed  Chairman,  for  example,  writes  to  only 
one  third  of  the  counties  in  the  soliciting  of  dona- 
tions or  remembrances  at  Christmas  for  that  bed 
patient  or  for  anything  needed  as  to  gifts.  The 
money  is  handled  as  always — with  money  to  run 
them  in  a  central  fund  and  each  endowment  fund 
separate.  Mrs.  Judd  will  give  the  financial  report. 

Being  second  vice  president  has  been  as  easy  as 
the  name  implies.  I  have  thoroughly  enjoyed  work- 
ing with  my   splendid  chairmen   and   president. 

MRS.   B.   WATSON   ROBERTS 

McCain  Bed  Chairman 

Miss  Lena  Aman,  our  guest  in  the  McCain  Bed 
since  December,  1946,  was  taken  on  April  12  to 
Duke  Hospital  for  a  pneumonectomy,  having  the 
right  lung  removed.  During  her  six-week  absence 
Miss  Billie  Scull,  a  nurse  from  Fayetteville,  occupied 
the  bed. 

Miss  Aman  has  had  a  difficult  time,  but  we  all 
hope  that  she  will  have  a  rapid  recovery.  She  is 
extremely  grateful  for  the  many  tokens  of  affection 
from  the  niembeis  of  the  Auxiliary  throughout  the 
year,  and  particularly  during  her  stay  at  Duke. 


Letters  were  sent  to  my  third  of  the  state  during 
the  year  reminding  auxiliaries  of  our  earnest  desire 
to  complete  the  McCain  Endowment  Fund,  and  of 
our  guest  in  the  McCain  Bed. 

The  financial  report  will  be  given  by  the  treasurer. 
Respectfully  submitted, 
MRS.  W.  P.  RICHARDSON 

Stevens  Bed  Chairman 

As  chairman  of  the  Stevens  Bed,  I  wish  to  sub- 
mit the  following  leport: 

The  occupant  of  the  bed  was  Miss  Liselotte  Schu- 
mann. When  she  left  the  hospital  in  .July,  she  stayed 
in  Black  Mountain  several  months  so  that  she  could 
continue  treatment  at  the  sanatorium.  During  a 
visit  to  Neponsit,  New  York,  she  became  ill,  and 
the  last  word  received  from  her  was  that  she  was 
awaiting  transportation  to  her  family  in  Gei'many. 

The  piesent  occupant  is  Miss  Florence  Matthews, 
who  had  occupied  the  McCain  Bed  for  several  years. 
While  doing  part-time  nursing  at  the  Western  North 
Carolina  Sanatorium,  she  became  ill.  The  recent  re- 
port is  that  she  will  return  to  her  home  soon. 

We  followed  the  same  program  as  last  year:  gifts 
and  cards  were  sent  to  Miss  Matthews  on  holidays. 
The  Burke  County  Auxiliary  sent  a  check  for  thirty- 
five  dollars  with  their  Christmas  box.  All  the  coun- 
ties responded  well. 

During  the  fall,  I  made  talks  before  the  Caldwell 
County  Auxiliary  and  the  Buncombe  County  Auxil- 
iary telling  about  the  Stevens  Bed.  At  the  Buncombe 
County  meeting,  a  silver  offering  was  taken  for  the 
Stevens  Bed  Endowment  Fund. 

The  financial  report  will  lie  presented  by  Mrs. 
Judd,  treasurer. 

Respectfully   submitted, 
MRS.  G.  M.  BILLINGS 

Cooper  Bed  Chairman 

The  Cooper  Bed  has  been  occupied  the  past  year 
by  Mrs.  Elenna  Sutton  of  Rocky  Mount  and  Dr.  H. 
O.  Pearson  of  Pinetops.  ^Irs.  Sutton  was  discharged 
around  the  middle  of  November,  and  is  at  present 
doing  part-time  work  at  Pai'k  View  Hospital,  ap- 
parently recovered.  She  is  most  grateful  for  the  as- 
sistance extended  to  her  by  the  use  of  the  Cooper 
Bed.  Dr.  Pearson  became  our  guest  immediately 
after  Mrs.  Sutton's  release  from  the  Sanatorium  and 
has  occupied  the  bed  until  about  two  weeks  ago, 
when  he  was  allowed  to  go  home  with  the  under- 
standing that  he  work  only  a  few  hours  during  the 
day  in  the  capacity  of  office  consultant.  He  is  being 
checked  by  the  doctors  in  the  Sanatorium  period- 
ically to  be  sure  that  he  does  not  have  a  recurrence. 
He  came  to  call  on  me  a  few  days  ago  and  expressed 
his  gratitude  for  the  kindness  and  attention  shown 
him  while  a  patient  at  the  Sanatorium. 

During  the  year  our  guests  have  been  visited 
monthly  by  several  of  the  doctors'  wives.  Useful 
remembrances  were  taken  to  the  patients  on  these 
visits.  Several  yearly  magazine  subscriptions  have 
been  sent  by  different  auxiliaries.  At  Christmas  our 
guest  was  remembered  by  many  individuals  and  by 
the  Auxiliary  as  a  whole.  Altogether  we  have  had  a 
most  successful  year.  During  the  past  two  weeks 
I  have  received,  as  gifts  from  various  friends  of 
mine,  funds  to  the  amount  of  $350.00,  for  which  I 
am  most  grateful. 

Respectfully  submitted, 
MRS.  M.  I."  FLEMING 

.Student   Loan  Fund   Chairman 

No  requests  for  loans  have  been  made  since  1946. 
All  former  loans  have  been  paid. 

Respectfully   submitted, 
MRS.  F.  NORMAN  BOWLES 
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EXHIBIT  B 
Schedule  B-1 
Schedule  B-2 


Report    of   the   Treasurer 

The  report  of  the  treasurer's  records  for  the  year 
11(47-1948  is  herewith  submitted.  All  accounts  have 
been  recorded  and  disbursed  according  to  the  By- 
Laws. 

It  was  a  pleasure  to  serve  with  our  most  efficient 
liresident,  Mrs.  W.  Reece  Berryhill,  who  steered  the 
Auxiliary  to  greater  accomplishments.  My  sincere 
thanks  to  Mrs.  Berryhill,  each  member  of  the  Exec- 
utive Board,  and  all  county  auxiliary  presidents  and 
Ueasurers  for  their  wonderful  cooperation. 

Herewith  is  appended  the  auditor's  report  cover- 
ing- in  detail  the  activities  of  the  treasurer's  office 
for  the  past  year. 

Respectfully   submitted, 
MRS.  E.  C."  JUDD 

Auditor's  Report 

July  28,  1948 
Mrs.  E.  C.  Judd,  Treasurer 

The  Auxiliary  to  the  Medical  Society  of  the 
State  of  North  Carolina 
2108  Woodland  Avenue 
Raleigh,  North  Carolina 
Dear  Madam: 

In    accordance    with    your   request,    we    have    ex- 
amined the  books  and  records  of  your  Auxiliary  for 
the  period  from  July  1st  1947  to  June  30th  1948  and 
submit  herewith  the  following  statements: 
EXHIBIT  A     Balance  Sheet 

Summary  of  Receipts  and  Disburse- 
ments 
Receipts  and  Disbursements — 

General  Expense  Fund 
Receipts    and    Disbursements — 

District  Achievement  Prize  Fund 
Receipts    and    Disbursements — 

Sanatoria  Bed  Fund 
Receipts    and    Disbursements — 
Martin    L.    Stevens    Endowment 
Fund 
Receipts  and  Disbursements — 

McCain  Endowment  Fund 
Receipts  and  Disbursements — 

Student  Loan  Fund 
Receipts  and  Disbursements — 
George   M.   Cooper   Endowment 
Fund 
We  inspected  securities  on  hand  and  obtained  con- 
firmation from  the  depository  in  verification  of  bank 
balances.  Your  records  were  found  to   be  in  excel- 
lent condition. 

Certificate 
We  certify  that,   in   our  opinion,   the   accompany- 
ing statements  fairly  reflect  the  financial  condition 
of  the  Auxiliary  at  June  30th  1948  and  the  results 
from  operations  for  the  year  then  ended  upon   the 
basis  of  accounting  records  consistently  maintained. 
Respectfully  submitted, 
R.  L.  STEELE  &  COMPANY 
By:  R.  L.  Steele,  C.P.A. 

(Exhibits  A  and  B  are  to  be  found  on  the  next  page) 

Schedule  B-1 

Receipts  and  Disbursements 

General  Expense   Fund 

Year  Ended  June  30th  1948 

Balance  on  Deposit — July  1st  1947 

Receipts: 

Dues  1947-48  (1,168  members  @ 
$1.00)   (1/2  to  Sanatoria  Bed 
Fund)     


Schedule 
Schedule 


B-3 


B-4 


Schedule  B-5 
Schedule  B-6 
Schedule  B-7 


242.04 


584.00 


$  826.04 


Disbursements: 

Auditing   Fee   $  50.00 

Stationery,  Postage,  Printing 

and  other  Office  Expense 258.09 

Flowers    15.45 

Safety  Deposit  Box  Rent 3.60 

Mrs.   Arthur   Herold,   National 

Treasurer    (Dues   1,168  @  .25)   292.00  619.14 

Balance  on  Deposit  June  30th  1948 $  206.90 

(To  Exhibit  B)         . 

Schedule  B-2 

Receipts  and  Disbursements 

District   Achievement    Prize   Fund 

Year  Ended  June  30th  1948 

Balance  on  Deposit  July  1st  1947 $  25.00 

Disbursements: 

District  Achievement  Prize  to  8th  District.-     25.00 

Balance  on   Deposit  June   30th   1948 •$     — 

Schedule  B-3 
Receipts  and  Disbursements 

Sanatoria  Bed  Fund  ■ 

Year  Ended  June  30th  1948 

Balance  on  Deposit  July  1st  1947 $  409.55 

Receipts: 

Contributions    $  209.25 

Dues  1947-48   (1,168  members 

@    $1.00)     . - 584.00  793.25 

(Vi  to  General  Fund) ..$1,202.80 

Disbursements: 

N.  C.  Sanatorium  $  152.50 

W.   N.    C.    Sanatorium 185.74 

E.    N.    C.    Sanatorium 168.13  506.37 

Balance  on  Deposit  June  30th  1948 $    696.43 

Schedule  B-4 

Receipts  and   Disbursements 

Martin  L.  Stevens  Endowment  Fund 

Year  Ended  June  30th   1948, 
Balance  in  Savings  Account— July  1st  1947..$    814.38 
Receipts: 

Contributions $1,205.45 

Government  Bond  Interest  50.00 

Savings  Account  Interest  15.57       1,271.02 

Balance  in  Savings  Account 

June  30th  1948 $2,085.40 

Schedule  B-5 
Receipts  and   Disbursements  ^ 

McCain  Endowment  Fund 

Year  Ended  June  30th  1948 
Balance  in  Savings  Account  July  1st  1947....$    695,77 
Receipts: 

Contributions    $  682.25 

8th  District  Achievement  Prize       25.00 

Savings  Account  Interest 13.80  721.05 

Balance  in  Savings  Account 
June  30th  1948 $1,416.82 

Schedule  B-6 

Receipts  and  Disbursements 

Student  Loan  Fund 

Year  Ended  June  30th  1948 
Balance  in  Savings  Account  July  1st  1947....$  673.83 
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Exhibit  A 

Balance   Sheet 

As  of  .June  30th  1948 


B 


e-o  ,•     i  i  ~  -;     5 


Assets  (~  CiCa*.  z:c  ^5i-i^  ^^l!  ?.-i  ^iC^i 

Cash  in  Bank   (Exhibit  B) $6,088.88     $206.90     $696.43     $2,085.40     $1,416.82     $    741.62      $    941.71 

Investments: 

U.S.  Defense  Savings  Bonds  of 

10-1-41— Series  F.  Mature  12 

years    from    date.    Maturity 

value  $2,800.00  2,072.00  —  _  _  2,072.00  —  — 

U.  S.  War  Savings  Bonds  of  6- 

1-43— Series    F.     Mature    12 

years    from    date.     Maturity 

value  $1,500.00  ..- -  1,110.00  —  _  _  1,110.00  —  — 

U.  S.  War  Savings  Bonds  of  6- 

l-44_Series    F.     Mature    12 

years    fi'om    date.     Maturity 

value   $500.00 370.00  —  —  —  370.00  —  — 

U.  S.  War  Savings  Bonds  of  9- 

1-43— Series    F.     Mature    12 

years    fiom    date.     Maturity 

value   $325.00   .- 240.50  —  —  240.50  —  _  _ 

U.  S.  War  Savings  Bonds  of  4- 

1-45— Series    G.     21/2%     in- 
terest payable  semi-annually  1,000.00  —  —  1,000.00  —  —  — 
U.  S.  War  Savings  Bonds  of  6- 

1-4.5— Series    F.     Mature    12 

years    from    date.     Maturity 

value   $500.00   - 370.00  —  —  —  370.00  —  — 

U.  S.  War  Savings  Bonds  of  6- 

30-45— Series    F.    Mature    12 

years    from    date.     Maturity 

value  $1,000.00  740.00  —  _  _  _  740.00  — 

U.  S.  War  Savings  Bonds  of  6- 

1-47— Series     G.     2y2%     in- 
terest payable  semi-annually  1,000.00  —  —  1,000.00  —  —  — 
U.  S.  War  Savings  Bonds  of  6- 

1-47— Series    F.     Mature    12 

years    from    date.    Maturity 

value  $3,500.00  _ 2,590.00  —  —  —  1,850.00  —  740.00 


!lri 


TOTAL   ASSETS $15,581.38     $206.90     $696.43     .$4,325.90     $7,188.82     $1,481.62      $1,681.71 


TOTAL    SURPLUS $15,581.38     $206.90     $696.43     $4,325.90     $7,188.82     $1,481.62      $1,681.71 


Exhibit   B 

Summary  of  Receipts  and  Disbursements 

Year  Ended  .lune  30th   1948 

Co.s7i, 
Balance 
0  7-1-^7  Fi'reipts 

General  Expense  Fund   (Schedule  B-1) $    242.04  $    584.00 

District  Achievement  Prize  Fund   (Schedule  B-2) 25.00  — 

Sanatoria  Bed  Fund    (Schedule   B-3) 409.55  793.25 

Total  Wachovia  General   Checking  Account $    676.59  $1,377.25 

Martin  L.  Stevens  Endowment  Fund   (Schedule  B-4)       814.38  1,271.02 

(Wachovia  Savings  Account) 
McCain   Endowment   Fund    (Schedule   B-5) 695.77  721.05 

(Wachovia  Savings  Account)    ' 
Student  Loan  Fund  (Schedule  B-6) 673.83  67.79 

(Wachovia  Savings  Account) 
George  M.  Cooper  Endowment  Fund  (Schedule  B-7)       367.54  574.17 

(Wachovia  Savings  Account) 

TOTAL  ALL  FUNDS   (to  Exhibit  A) $3,228.11  $4,011.28 


fishin'scmentf; 

Cash 
Balance 

6-3(1-1,8 

$    619.14 

25.00 

506.37 

$    206.90 
696.43 

$1,150.51 

$    903.33 
2,085.40 

— 

1,416.82 

— 

741.62 

— 

941.71 

$1,150.51 

$6,088.88 
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Receipts: 

Contributions $  54.30 

Savings  Account  Interest 13.49  67.79 

Balance  in  Savings  Account 
June   30th   1948   - $  741.62 

Schedule  B-7 

Receipts  and  Disbursements 

George  M.  Cooper  Endowment  Fund 

Year  Ended  June  SOtli  1948 
Balance  in  Savings  Account  July  1st  1947....$  367.54 
Receipts: 

Contributions    $  568.65 

Savings    Account    Interest 5.52  574.17 

Balance  in  Savings  Account 
June   30th    1948 $  941.71 

iVIemorial  Service 

Mrs.   H.   H.   Foster 

"I  will  not  leave  you  comfortless:  I  will  come  to  you. 
Yet  a  little  while  and  the  world  seeth  me  no  more: 
but  ve  see  me:  because  I  live,  ye  shall  live  also." 
—John  14:18-20. 

Will  you  please  stand  while  I  read  the  names  of 
our  members  who,  since  last  year,  have  been  called 
to  their  eternal  rest. 

Mrs.  Henry  Sloan,   Charlotte — August,   1947 

Mrs.  J.  T.  Burrus,  High  Point 

Mrs.  John  Symington,  Carthage — May  24,  1947 

Mrs.  Edward  R.  Hines,  Rocky  Mount — April  28, 
1948 

Mrs.  R.  B.  Whitaker,  Whiteville— October  5,  1947 

Mrs.  W.  K.  McCain,  High  Point— September  10, 
1947 

Mrs.  G.   M.  Cooper,   Raleigh 

Mrs.  H.  C.  Shirley,  Charlotte 

Let  us  pray: 

O  Lord,  we  thank  Thee  for  the  lives  of  these 
good  women,  who  since  our  last  meeting,  have 
answered  Thy  call.  Be  very  near  to  their  loved  ones 
and  comfort  them  in  their  loss.  May  we  who  are 
here  today  give  our  lives  to  Thy  service  and  in  so 
doing,  be  ready  when  thou  shalt  see  fit  to  call  us 
home;  "for  the  Son  of  Man  cometh  at  an  hour  when 
ye  think  not."     Amen. 

Please  be  seated. 

There  Is  No  Death 
I  tell  you  they  have  not  died, 
They  live  and  breathe  with  you; 
They  walk  here  at  your  side 
They  tell  you  things  are  true. 
Why  dream  of  poppied  sod 
When  you  can  feel  their  breath 
When  flow'r  and  soul  and  God 
.Knows  there  is  no  death! 

Death's  but  an  open  door 
We  move  from  room  to  room 
There  is  one  life,  no  more 
No  dying  and  no  tomb. 
Why  seek  ye  them  above 
Those  that  ve  love  dear? 
The  all  of  God  is  love, 
The  all  of  God  is  here. 

I  tell  you  they  have  not  died 
Their  hands  clasp  yours  and  mine, 
They  are  but  glorified 
They  have  become  divine. 


They  live!  they  know!  they  see! 
They  shout  with  every  breath: 
Life  is  eternity 
There  is  no  death. 

— Gordon  Johnston 

Report  of  the  Second   District  Councilor 

As  retiring  councilor  of  the  Second  District,  I 
wish  to  submit  the  following  report. 

This  district  is  composed  of  eleven  countie.s — Pitt, 
Jones,  Beaufort,  Carteret,  Craven,  Lenoir,  Martin- 
Washington-Tyrrell,  Hyde,  and  Pamlico — with  seven 
county  medical  societies  and  four  medical  auxili- 
aries. The  organized  counties  are  Pitt,  Craven,  Le- 
noir, and  Martin-Washington-Tyrrell.  The  last 
named  is  a  new  Auxiliary.  It  shall  be  known  as  the 
Auxiliary  to  the  Tri-County  Medical  Society.  This 
gives  us  three  more  counties  to  add  to  our  list  of 
organized  counties.  This  auxiliary  was  organized  on 
April  1  of  this  year.  I  had  the  pleasure  of  attend- 
ing their  second  meeting  in  Williamston  on  April 
20,  which  was  very  inspiring.  There  was  quite  a  bit 
of  enthusiasm  noted  among  this  group  and  I  feel 
confident  that  we  can  expect  great  things  from  this 
auxiliary.  This  leaves  only  five  unorganized  counties 
in  this  District.  Of  these  five,  only  three  have  a 
medical  society,  and  one  of  these  has  only  four 
members — all  honorary. 

My  year's  work  began  with  my  attending  the 
fall  meeting  of  the  Executive  Board  in  Southern 
Pines.  I  came  home  filled  with  enthusiasm  and  a 
determination  to  do  "big  things."  I  am  afraid  I  did 
not  quite  accomplish  my  aim,  though  we  did  in- 
crease our  membership,  our  Bulletin  subscrintions, 
and  our  Hygeia  subscriptions,  and  two  counties  re- 
ported more  meetings  held  this  year. 

Letters  were  written  to  Beaufort  and  Carteret 
County  Medical  Societies  for  permission  to  organize 
an  auxiliary,  but  failed  to  get  a  reply.  There  is 
definitely  some  interest  among  the  women  in  Car- 
teret County.  I  feel  that  this  county  can  eventually 
be  or.ganized  if  we  keen  trying.  I  have,  by  personal 
contact,  tried  to  get  this  county  organized.  I  was 
told  by  one  of  the  doctors  that  they  were  planning 
to  have  "ladies  night"  soon. 

In  November  a  luncheon  meeting  of  the  Second 
District  was  held  in  Kinston,  at  Hotel  Kinston,  with 
thirty-eight  attending.  We  had  expected  more,  but 
it  turned  out  to  be  a  very  rainy  day.  However,  we 
had  representatives  from  Craven.  Pitt,  Lenoir,  and 
Carteret  Counties.  As  guest  speakers  w->  were  very 
fortunate  in  having  both  our  president.  Mrs.  Berry- 
hill,  and  our  dear  friend,  Mrs.  P.  P.  McCain.  I  feel 
sure  that  their  presence  and  their  messages  did 
more  to  stimulate  interest  in  Auxiliary  work  in  the 
Second  District  than  anything  that  could  have  been 
done. 

I  contacted  all  wives  in  the  counties  that  had 
medical  societies  and  invited  them  to  pay  their  dues 
and  become  "membei's-at-Iarge."  $9.00  was  received 
in  resDonse  to  this.  From  the  three  counties  alreadv 
org-anized  we  received  dues  from  seventy  members, 
and  from  our  newly  organized  auxiliary  we  received 
dues  from  nine.  This  makes  a  total  of  88  members 
and  "members-at-laree"  in  the  Second  District.  This 
is  an  increase  of  fifteen  over  last  year.  There  are 
123  eligible  memb-^rs  (based  on  the  membership  of 
the  medical   societies). 

I  attended  a  meeting  of  the  Pitt  County  Auxiliarv 
in  December.  This  auxiliary  is  on  the  road  toward 
becoming  one  of  our  most  active  auxiliaries.  I  en- 
joyed my  visit  with  this  auxiliary  very  much. 

Lenoir  County  Auxiliary  has  created  a  Student 
Nurse  Loan  Fund  and  has  already  raised  a  little 
more  than  $250.00  toward  this.  Pitt   County  has   a 
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committee  for  the  recruitment  of  student  nurses, 
with  plans  to  contact  high-school  seniors  in  each 
town.  They  also  plan  a  visitation  clay  at  the  hos- 
pital for  seniors  interested  in  nurses'  training. 

All  three  auxiliaries  observed  Doctors'  Day. 
Flowers  were  sent,  dinners  were  held,  editorials 
were  written,  and  one  county  had  a  five-minute  radio 
talk  given  by  one  of  their  members. 

;\lembers  of  the  different  auxiliaries  report  manv 
hours  spent  helping  with  their  local  tuberculosis 
seal  sale.  Red  Cross  drive,  cancer  control,  and  in- 
fantile paralysis  drives. 

Our  guests  in  the  Sanatoria  beds  were  remem- 
bered a  number  of  times  during  the  year  by  all 
three  auxiliaries. 

Pitt  County  has  a  representative  woi'king  with 
the  Greenville  Recreation  Commission. 

$2.5.50  has  been  reported  sent  in  for  the  Cooper 
Bed  Fund  from  this  District,  $15.00  for  the  Endow- 
ment Fund,  and  $10.00  for  the  Jane  Todd  Crawford 
Memorial  Fund. 

Respectfully  submitted, 
MRS.   T.  L.  LEE 

Report    of   the   Third    District    Councilor 

The  Third  District  is  composed  of  eight  counties: 
New  Hanover.  Pender,  Brunswick,  Onslow,  Colum- 
bus, Duplin.  Bladen,  and  Sampson.  Of  these.  New 
Hanover,  Brunswick,  and  Pender  combined  to  form 
the  one  organized  auxiliary  which  has  been  very 
progressive  during  the  year  1947-48. 

In  August  a  symposium  was  held  by  the  New 
Hanover  County  Medical  Society,  and  the  auxiliary 
entertained  the  visiting  doctors'  wives  at  Wrights- 
ville  Beach. 

It  was  decided  at  the  March  meeting  to  join  the 
Health  Division  of  the  Community  Council  of  New 
Hanover  County,  sending  two  delegates  to  each 
meeting. 

We  have  tried  to  stimulate  an  interest  in  nursing 
among  the  high  school  girls,  and  entertained  them 
at  a  tea  for  Miss  North  Carolina   Student  Nurse. 

At  the  April  meeting  the  auxiliary  elected  the 
new  officers  and  ratified  a  set  of  by-laws  calling  for 
monthly  meetings. 

We  contributed  $164.60  to  the  McCain  Bed  at  the 
Sanatorium. 

It  has  been  a  year  of  enthusiasm  and  advance- 
ment which  we  hope  to  maintain. 

Respectfully   submitted. 
MRS.  C.  B.  DAVIS,  JR. 

Report  of  the  Fourth   District   Councilor 

The  Fourth  District,  composed  of  four  units  or 
five  counties  organized,  has  done  outstanding  woi-k. 

I  attended  all  four  meetings  held  in  Wayne,  spoke 
in  Johnson  County  on  the  Blue  Cross  nrogram.  and 
attended  a  luncheon  meeting  in  Wilson  County, 
outlining  the  work  for  the  year. 

Hospital  insurance  in  connection  with  th-^  health 
program,  and  the  nurses'  recruiting  campaign  have 
been  stressed,  and  all  auxiliaries  have  had  special 
programs  on  these  subjects. 

Respectfullv  submitted. 
MRS.  J.  W.  ROSE 

Report    of   the    Fifth    District    Councilor 

As  councilor  of  the  Fifth  District  I  beg  leave  to 
submit  the  following  report: 

Of  the  nine  counties  in  my  district,  eight  are  or- 
ganized, the  three  new  ones  being  Moore,  Lee.  and 
Cumberland. 

I  have  visited  all  the  old  auxiliaries  except  one. 
and  served  as  guest  speaker  at  these  meetings. 

A  District  meeting  was  held  in  May  at  the'home 


of  I\Irs.  P.  P.  iNIcCain  in  Southern  Pines.  Mrs.  Reece 
Berryhill,  State  Auxiliary  president,  was  the  speak- 
er for  the  afternoon. 

All  of  the  counties  have  contributed  to  the  bed 
funds,  and  all  celebrated  Doctors'  Day.  The  'bed 
patients  have  been  remembered  by  the  auxiliaries 
at  the  holidays.  The  Robeson  County  Auxiliary 
under  the  presidency  of  Mrs.  D.  S.  Currie,  Sr.,  has 
been  most  active,  having  sponsored  the  cancer  drive 
in  Robeson  County  in  addition  to  the  auxiliary  proj- 
ects. One  of  their  members  has  written  a  song 
about  "The  Life  of  a  Doctor's  Wife,"  which  I  think 
is  to  be  sung  during  this  meeting. 

All  the  auxiliaries  have  sponsoied  "The  Student 
Nurse  Recruitment  Program"  by  going  into  the 
county  and  city  high  schools  and  speaking  to  junior 
and  senior  girls  about  the  advantages  of  a  career 
in  nursing.  Miss  Geraldine  Maxwell,  Miss  Student 
Nurse  of  1947,  spoke  to  the  girls  in  Hoke  County, 
since  she  is  an  alumnus  of  that  school. 

The  incoming  councilor  for  the  next  three  years 
is  Mrs.  H.  S.  Willis  of  McCain. 

Respectfullv  submitted, 
MRS.  A.  L.  O'BRIANT 

Report    of   the   Sixth    District    Councilor 

As  Sixth  District  Councilor,  I  wish  to  submit  the 
following  i-eport: 

Mrs.  O.  C.  Hansen-Pruss,  president  of  the  Dur- 
ham-Orange Auxiliary,  conducted  two  meetings  and 
one  board  meeting.  In  October,  the  Auxiliary  and 
the  Nurses  Association  held  a  tea  for  "Miss  North 
Carolina  Student  Nurse"  at  the  home  of  Dr.  and 
Mrs.  R.  G.  Blackwelder.  Seven  new  members  were 
added  to  the  group,  making  a  total  of  105  paid 
members  and  15  honoi'ary  members  from  a  total 
possible  membership  of  121. 

At  the  September  luncheon  meeting  of  the  Wake 
County  Auxiliary  Mrs.  W.  Reece  Berryhill  presented 
the  plans  and  objectives  of  the  Auxiliary,  and  each 
member  received  a  year  book.  "Juvenile  Delin- 
quency'' was  the  subject  of  the  address  by  Mr. 
Blaine  ;\Iadison  at  the  November  meeting.  A  Christ- 
mas party  was  held  at  the  home  of  Dr.  and  Mrs. 
M.  D.  Hill.  At  the  January  meeting,  Mrs.  R.  L.  Mc- 
Millan, chairman  of  Women's  Activities  in  North 
Carolina  for  the  National  Foundation  for  Infantile 
Paralysis,  spoke  about  her  recent  visit  to  Warm 
Springs,  where  she  attended  the  regional  meeting 
of  the  Foundation.  In  February,  Dr.  and  Mrs.  C.  P. 
Eldridge  entertained,  at  tea,  the  wives  of  new 
doctors.  In  March  the  auxiliary  voted  $120  toward 
a  scholarship  for  a  nurse's  training  at  Rex  Hospital, 
and  contributed  $8-3  to  the  Sanatoria  Fund,  $5  to  the 
Student  Loan  Fund,  and  $10  each  to  the  McCain, 
Cooper  and  Stevens  Endowments.  In  April,  dele- 
gates were  elected  to  the  state  convention  and 
officers  were  elected  for  the  coming  year. 

The  Wake  County  Auxiliary  assisted  in  the  Can- 
cer, Red  Cross  and  Infantile  Paralysis  Drives.  Five 
members  subscribed  to  Hygeia  and  two  to  the  Bulle-' 
tin.  Three  members  died  during  the  year. 
Respectfullv  submitted, 
MRS.  W.  f.  WARD 

Report  of  the  Seventh  District  Councilor 

As  councilor  of  the  Seventh  District  I  wish  to 
submit  the  following  report: 

I  am  very  happy  to  report  two  active  auxiliaries 
in  the  Seventh  District — Mecklenburg  and  the  newly 
organized   Gaston. 

The  Gaston  County  Auxiliary  held  its  first  meet- 
ing in  November,  1947,  with  Mrs.  Raymond  Thomp- 
son presenting  the  work  of  the  Auxiliary.  The  Dis- 
trict councilor  attended  this  meeting.  They  organ- 
ized formally  in  December,  with  seven  officers  and 
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eight  committee  chairmen  to  correspond  to  the  state 
oi-g-anization.  They  held  Open  House  for  the  doc- 
tors on  New  Year's  Day,  and  gave  a  buffet  supper 
and  had  editorials  in  the  local  papers  honoring  them 
on  Doctors'  Day.  They  have  had  three  other  lunch- 
eon meetings  with  programs  on  cancer,  the  Medical 
Care  Commission,  and  a  talk  by  the  wife  of  a  medi- 
cal missionary. 

Their  projects  are: 

1.  Collecting  samples  of  vitamins  and  drugs  for 
shipment  to  doctors  in  China. 

2.  Serving  as  district  captains  of  the  county-wide 
rat  eradication  campaign. 

3.  Plans  to  organize  a  hospital  auxiliary  for  the 
Negro  Hospital  and  to  assist  in  raising  funds  and 
in  other  activities  to  raise  the  standard  of  the 
Gaston  County  Negro  Hospital. 

4.  Volunteering  to  serve  as  aides  to  the  mobile 
blood  plasma  unit  of  the  Red  Cross. 

5.  Appointing  a  committee  to  work  with  the 
Junior  Woman's  Club  toward  establishing  a  Cancer 
Information  Center  in  Gastonia. 

With  a  paid  membership  of  38  already,  their  fine 
leadership,  enthusiasm  and  cooperation,  I  ask  you 
to  watch  them  grow. 

Mecklenburg  has  almost  doubled  its  membership 
this  year,  with  134  paid  members.  The  first  meeting 
was  a  tea  in  October  at  the  Mint  Museum  honoring 
the  doctors'  wives  who  have  come  to  Charlotte  since 
the  war.  We  had  our  annual  Christmas  party  for 
the  doctoi's  at  the  home  of  Dr.  and  Jlrs.  Raymond 
Thompson. 

The  monthly  meetings  have  been  held  as  lunch- 
eons with  interesting  speakers,  following  the  pro- 
gram suggestions  of  the  State  Chairman. 

The  Auxiliary  was  hostess  to  the  doctors'  wives 
at  the  District  meeting  in  Charlotte  in  November. 

We  gave  $105.00  to  the  beds  and  $3.5.00  to  the 
Student  Loan  Fund. 

Respectfully  submitted, 
MRS.  C.  L.  NANCE 

Report   of  the   Eighth   District   Councilor 

The  Eighth  District  has  nine  counties  with  four 
organized  auxiliaries.  These  are  Forsyth,  Guilford, 
Rockingham,  and  a  newly  organized  auxiliary  in 
Wilkes- Alleghany. 

Stokes,  a  county  small  in  numbers,  and  very  scat- 
tered, has  no  medical  society  of  its  own,  but  both 
the  doctors  and  their  wives  meet  with  the  Forsyth 
Medical  Society  and  Auxiliary. 

Surry  and  Yadkin  have  worked  toward  an  organ- 
ization but  have  had  to  give  up  the  idea  for  the 
present  because  prospective  members  live  over  a 
scattered  area.  They  do,  however,  have  several  mem- 
bers-at-large. 

Randolph  has  disbanded.  The  doctors  do  not  care 
to  have  the  auxiliary  meet  with  them,  and  very 
frankly  they  are  not  interested  in  an  auxiliary  at 
this  time. 

Guilford,  with  102  members,  is  quite  active.  They 
meet  four  times  a  year,  plan  their  own  programs, 
and  this  year  observed  Doctors'  Day  with  a  dinner 
honoring  their  husbands. 

Forsyth,  with  81  members,  meets  four  times  a 
year,  have  their  own  programs,  observed  Doctors' 
Day  with  flowers  in  hospitals  and  offices.  Their 
Christmas  meeting  was  a  lovely  dinner  with  a  pro- 
gram suited  to  the  occasion. 

Rockingham  is  fairly  active,  has  27  members  and 
meets  four  times  yearly  in  joint  meeting  with  the 
doctors.  Doctors'  Day  was  observed  by  individuals 
with  flowers  in  offices  and  hospitals. 

Recommendation:  Have  county  presidents  contact 
their  councilors. 


This  would  be  particularly  helpful  in  making  re- 
ports. 

Respectfully  submitted, 
MRS.  C.  V.  TY'NER 

Report   of  the   Ninth   District   Councilor 

As  councilor  of  the  Ninth  District,  I  submit  the 
following  report: 

The  Ninth  District  of  the  Auxiliary  to  the  Medi- 
cal Society  held  their  annual  meeting  at  the  Nurses 
Home  of  the  Mooresville  Hospital  at  the  same  time 
the  Ninth  District  Medical  Society  met.  For  the 
program  there  were  some  state  officers,  including 
Mrs.  Raymond  Thompson  of  Charlotte,  president- 
elect. Medical  Auxiliary  work  was  discussed  in 
open-forum  method,  after  which  we  adjourned  and 
the  Mooresville  hostesses  invited  us  for  social  hours 
in  their  homes.  Later  we  joined  our  husbands  for  a 
joint  dinner  meeting  at  6:30. 

Duriiig  the  year  Auxiliary  work  has  been  slow. 
Caldwell  County  leads  the  Ninth  District  with  an 
active  auxiliary,  organized  with  meetings  regularly 
and  enjoying  the  fellowship.  During  the  year  we 
have  remembered  sick  doctors,  observed  Doctors' 
Day,  sent  a  Christmas  cheer  box  to  our  Stevens 
Bed  patient,  collected  Hygeia  subscriptions,  and 
sponsored  a  cancer  drive.  The  Davidson  Auxiliary 
is  also  active.  Other  auxiliaries  of  the  Ninth  District 
may  have  done  likewise,  but  if  so  they  have  failed 
to  send  reports  to  their  councilor,  so  I  can  not  praise 
them. 

However,  I  would  recommend  that  doctors'  wives 
get  together.  There  is  no  end  of  pleasure  in  becom- 
ing better  acquainted.  Always  I  have  been  met  with 
this  reply,  "We  are  over-organized."  The  Auxiliary 
to  the  Medical  Society  of  the  State  of  North  Caro- 
line is  eager  to  establish  a  branch  of  its  organiza- 
tion in  every  county.  We  wives  of  doctors  believe 
that  we  can  materially  assist  in  the  work  of  our 
husbands  by  banding  together  to  be  instructed  in 
medical  matters  of  the  day  in  which  the  general 
public  is  interested,  and  then  disseminate  the  cor- 
rect information  through  the  various  social  or  civic 
groups  with  which  we  are  affiliated. 

Affiliation  with  the  parent  organization  need  not 
be  burdensome.  Dues  as  little  as  one  dollar  per  mem- 
ber per  year  have  met  our  obligations  to  date. 
Monthly  meetings  are  suggested.  Fewer  may  prove 
feasible.  Let  every  doctor's  \viie  resolve  to  do  her 
part  in  helping  to  organize  the  doctors'  wives  in 
her  county. 

I  trust  my  successor  will  be  able  to  report  that 
the  Ninth  District  is  doing  Hs  part,  with  100  per 
cent  county  organization. 

Respectfully  submitted, 

MRS.  ALFRED  A.  KENT,  JR. 

Report   of   the   Tenth    District   Councilor 

As  councilor  for  the  Tenth  District,  I  wish  to 
sulimit   the  following  report: 

The  Tenth  District  is  composed  of  fourteen  coun- 
ties. Only  three  have  organized  auxiliaries.  These 
are   Buncombe  and   Yancey-JIitchell. 

Letters  were  written  to  the  presidents  of  the 
various  county  medical  societies  for  permission  to 
organize  an  auxiliary.  Replies  were  received  from 
three.  Organization  was  completed  in  Yancey-Mit- 
chell Counties.  JMrs.  James  W.  Berry,  of  Bakers- 
ville,  was  elected  president  in  November,  1947. 

The  Buncombe  County  Auxiliary,  under  the  ca- 
pable leadership  of  Mrs.  Julian  A.  Moore,  has  been 
very  active.  Several  meetings  have  been  held  during 
the  year.  On  December  11,  1947,  a  silver  tea  for  the 
Stevens  Bed  Fund  was  given  at  the  Western  North' 
Carolina  Sanatorium.  Mrs.  G.  M.  Billings,  of  Mor- 
ganton,   chairman    of   the    Stevens    Bed,   was    guest 
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speaker,  the  honor  guest  being  Mrs.  Stevens.  Doc- 
tors' Day  was  observed  by  a  banquet  at  the  Ashe- 
ville  Country  Club.  This  auxiliary  has  raised  $1,200 
for  the  Stevens  Bed. 

As   councilor   of  the   Tenth   District,   I   have   cor- 
responded with  Chairmen  of  Organization,  Program, 
Stevens  Bed,  Hygeia  and  Doctors'  Day  Committees. 
Respectfully   submitted, 
MRS.  C.  D.  THOMAS 

Report  of  the  Councilor  to  the  Southern 
Medical  Auxiliary 

The  twenty-third  annual  meeting  of  the  Woman's 
Auxiliary  to  the  Southern  Medical  Association  was 
held  in  Baltimore,  November  2.5,  1947.  at  the  South- 
ern Hotel,  with  the  president,  Mrs.  Wiley  R.  Butf- 
ingtoii,   presiding. 

Mr.  C.  P.  Loranz,  treasurer  of  the  Jane  Todd 
Crawford  Fund,  gave  a  report  showing  a  total  as 
of  November  15,  1947,  of  $1,856.55,  a  loan  having 
been  made  previous  to  this  date  to  a  physician  for 
$500.00.  Mr.  Loranz  suggested  that  Kentucky  be 
given  back  the  $1000.00  it  contributed  to  the  Jane 
Todd  Crawford  Memorial  Fund,  this  to  be  used  in 
the  rehabilitation  of  the  ^IcDowell  home  at  Danville, 
the  place  where  Jane  Todd  Crawford  was  operated 
upon.  The  Kentucky  State  Medical  Association  is 
lehabilitating  the  McDowell  home.  It  is  to  be  a 
permanent  shrine.  The  Auxiliai'y  met  for  its  annual 
luncheon  at  the  Southern  Hotel  Ballroom.  Dr.  -R.  L. 
Sensenich,  president-elect  of  American  Medical  As- 
sociation, and  Dr.  E.  L.  Hendei'son,  president  of  the 
Southern  Medical  Association,  gave  addresses  on 
subjects  vital  to  medicine,  pointing  out  the  serious 
problems  facing  the  profession.  The  post-convention 
meeting  of  the  Executive  Board  was  held  immedi- 
ately following  the  conclusion  of  the  general  ses- 
sion. Mrs.  Olin  S.  Cofer,  president,  of  Atlanta, 
Georgia,  stressed  the  importance  of  the  Auxiliary 
program,  asking  that  a  chairman  for  "Research  and 
Romance  in  Medicine"  and  one  for  "Doctors'  Day" 
be  appointed  in  each  local  auxiliary. 

As  your  councilor  I   have   sent   in   all   reports   to 
the   Southern  Medical  Auxiliary  as  requested. 
Respectfully  submitted, 
MRS.   CLYDE   R.   HEDRICK 

Report  of  the  Chairman  of  the  Jane  Todd 
Crawford   Memorial   Fund 

On  February  21,  1942,  Governor  Johnson  pro- 
claimed December  13  as  "Jane  Todd  Crawford  Day." 
The  route  of  her  agony  from  Greensburg  to  Dan- 
ville, Kentuckv,  is  now  known  as  the  "Jane  Todd 
Crawford  Trail." 

A  monument  erected  in  McDowell  Park.  Danville, 
to  the  brave  soul  of  sura;ical  historv  reads  in  part: 

"JANE  TODD  CRAWFORD— Mother  of  five  chil- 
dren— settled  south  east  of  Greensburg,  in  Green 
County,  November  1805 — while  suffering  with  a 
tumor  that  caused  her  great  agony,  on  December 
loth,  1809,  her  two  physicians  called  in  consultation 
Dr.  Ephraim  McDowell — He  explained  that  her  only 
hope  was  a  surgical  operation,  frankly  experi- 
mental, cautioning  her  that  such  an  operation,  not 
hitherto  performed,  might  prove  fatal.  This  heroine, 
though  in  great  pain,  rode  60  miles,  horseback,  over 
a  rough  trail  to  Danville,  Ky.,  Dr.  McDowell's  home, 
where  Christmas  Day,  1809,  with  no  Anaesthesia, 
she  submitted  to  the  first  ovariotomy  and  thus  be- 
came the  pioneer  patient  in  abdominal  surgery  .  .  ." 

The  tumor  weighed  22^:2  pounds.  Five  days  after 
the  operation  Dr.  McDowell  found  Mrs.  Cra^^'ford 
making  her  own  bed.  Twenty-five  days  after  the  op- 
eration Mrs.  Crawford  returned  to  her  home.  She 
lived  a  bit  over  thirty-two  years  afterward. 

Craven  County  Medical  Auxiliary  donated  $10.00 


in  memory  of  Mrs.  R.  S.  McGeachy  for  the  Jane 
Todd  Crawford  Memorial  Fund.  Mrs.  McGeachy  was 
the  chairman  of  this  fund  at  her  death. 

A  donation  was  taken  when  the  Auxiliary  met 
at  Virginia  Beach  last  May,  which  amounted  to 
$38.50.  This  was  also  given  in  memory  of  Mrs. 
R.  S.  ^IcGeachy. 

Total  donation  to  Jane  Todd  Crawford  Memorial 
Fund:    $48.50. 

Respectfully   submitted, 
MRS.  C.  S.  BARKER 

Report   of  Program   Chairman 

The  Program  Committee  submits  the  following 
report: 

1.  Program  suggestions  were  sent  out  to  all 
auxiliaries  in  the  fall. 

2.  Blue  Cross  information  was  distributed. 

3.  Reviews  of  recent  non-technical  books  of  in- 
terest to  doctors  and  their  families  were  sent 
out  in  December.  These  were  compiled  by  Mrs. 
N.  B.  Adams,  Library  Extension  Department, 
University  of  North  Cai'olina. 

4.  An  article  was  written  for  the  Auxiliary's  page 
in  the  Journal. 

5.  iMaterial  to  aid  in  nurse  recruitment  and  lists 
of  approved  schools  of  nursing  in  this  state 
and  in  the  entire  United  States  were  furnished 
all  auxiliaries. 

6.  Repoifs  were  sent  to  the  regional  chairman 
on  time. 

The  chairman  regrets  that  only  sixteen  societies 
returned  their  report  blanks  to  her.  Eleven  reported 
a  great  deal  of  activity  in  nurse  recruitment.  Quite 
a  few  programs  on  the  North  Carolina  Health  Plan 
and  Blue  Cross  Plans  were  reported,  as  well  as  some 
on  general  health,  social  and  similar  problems. 

There  was  a  great  deal  of  participation  in  vari- 
ous drives  for  funds  for  cancer  research,  tubercu- 
losis, and  so  forth.  Robeson  County  receives  par- 
ticular mention  because  of  their  very  thorough  cam- 
paign for  education  regarding  cancer.  Their  mem- 
bers also  spoke  to  clubs  and  schools  on  other  health 
topics. 

There  were  numerous  social  meetings  of  the  aux- 
iliaries, as  well  as  joint  meetings  with  the  doctors. 

There  was  very  little  activity  reported  regarding 
programs  on  bills  before  Congress,  which  affect  the 
medical  profession. 

Respectfullv   submitted, 
MRS.  HARRY  L.  JOHNSON 

Report   of   the   Scrapbook   Chairman 

The  response  to  the  request  for  clippings  for  our 
scrapbook  has  been  gratifying.  The  eighteen  entries 
attest  the  interesting  and  diversified  activities  of 
the  past  year  under  the  capable  leadership  of  our 
president,  Mrs.  Reece  Berryhill. 

It  has  been  the  privilege  of  your  scrapbook  chair- 
man to  receive  and  preserve  these  clippings  for  our 
records,  and  we  invite  you  to  look  thi-ough  them 
today. 

Respectfully   submitted, 
MRS.   R.   A.  MOORE 

Report   of  the   Chairman   of   the   Committee   on 
Press    and    Publicity 

Each  month  of  the  1947-1948  year  an  article  has 
appeared  in  the  North  Carolina  Medical  Journal 
concerning  the  activities  of  the  Auxiliary.  The  news 
items  appearing  during  the  year  have  been  clipped 
and  are  available  for  reference. 

Notice  of  the  meeting  at  Pinehurst  was  sent  to 
various  newspapers  in  the  state  for  publicity  on 
Sundav,  May  2,  1948. 

MRS.  C.  C.  CARPENTER 


September,   1948 


TRANSACTIONS   OF   AUXILIARY 


487 


Report    of   the    Bulletin    Chairman 

Thanks  to  the  cooperation  of  the  Bulletin  chair- 
men in  the  county  auxiliaries,  I  have  oljtained 
seventy  subscriptions  to  the  Bulletin  this  year — 
twenty-five  more  than  last  year. 

MRS.   WINGATE    M.   JOHNSON 

Report    of    the    Doctors'    Day    Chairman 

Around    March    1    letters    were    mailed    to    each 
councilor  asking  her  to  remind  her  district  of  Doc- 
tors' Day,  March  30,  and  to  give  me  a  report.  The 
following  councilors  were   heard  from. 
Mrs.  Lee — 

Lenoir — steak  supper  and  editorial   in  paper. 
Craven — dinner  party. 

Pitt — dinner   and   five-minute   talk   on   radio. 
Mrs.   Kent — All  observed  Doctors'  Day. 
Mrs.  Nance — 

Mecklenburg — editorial. 
Gaston — dinner  party. 
Mrs.  Thomas — 

Buncombe — dinner  party. 
Johnston   County — reported   an   editorial,    a 
boutonniere,  and  a  dinner  party. 
I  feel  sure  there  are  others  that  I  did  not  get  a 
report  from. 

Respectfully  submitted, 

MRS.    W.    M.    SUMMERVILLE 

Report  of  the  Hygeia  Chairman 

There  have  been  231  subscriptions  to  Hygeia  sent 
in  through  the  Hygeia  chairmen  this  year.  Two 
county  auxiliaries,  Johnston  and  Wayne,  exceeded 
their  quotas,  Johnston  County  having  a  quota  of  12 
and  sending  in  16  subscriptions,  and  Wayne  having 
a  quota  of  36  and  sending  in  52.  Two  unorganized 
counties,  Burke  and  Carteret,  sent  in  a  substantial 
number  of  subscriptions. 

Mrs.  Ira  Long  of  Goldsboro  led  the  field  with 
her  sale  of  52  subscriptions  for  Wayne  County.  Next 
came  Forsyth  with  49,  and  Guilford  with  45.  Fif- 
teen counties  responded. 

The  commission  money  from  these  subscriptions, 
amouniing  to  $123.75,  has  been  sent  to  Mrs.  Judd 
for  the  Bed  Fund. 

Respectfully   submitted, 
MRS.   TAYLOR   VERNON 

Report    of   the    Public    Relations    Chairman 

The  principal  function  of  the  Public  Relations 
Committee  during  the  past  year  has  been  active 
cooperation  with  the  North  Carolina  Nurse  Recruit- 
ment Campaign,  during  the  speaking  tour  of  Miss 
Geraldine  Maxwell,  "Miss  North  Carolina  Student 
Nurse  of  1947."  Auxiliaries  in  eight  of  the  larger 
cities  of  the  state  entertained  her  at  informal  teas. 
All  girls  in  each  locality  who  were  interested  in 
nursing  as  a  career  were  invited  to  meet  Miss  ;\Iax- 
well  and  other  members  of  the  profession.  These 
teas  contributed  to  the  success  of  the  tour,  a  part 
of  the  long-range  recruitment  campaign. 

This  spring,  from  May  10  through  May  25,  there 
will  be  another  tour,  by  "Miss  North  Carolina  Stu- 
dent Nurse  of  1948,"  and  auxiliaries  in  nine  cities 
to  be  visited  will  likewise  entertain  at  a  tea.  The 
report  from  the  North  Carolina  Nurses  Association 
is  that  enrollment  in  the  nursing  schools  is  improv- 
ing. 

A  Public  Relations  article  was  written  for  the 
North  Carolina   Medical  Journal. 

Respectfully   submitted, 
MRS.  MILTON  S.  CLARK 


Report    of   the   Research    Committee 

In   Memoriam 

Dr.  Paul  Presslv  McCain 

(1884-1946) 

Dr.  Paul  Pressly  McCain  was  born  in  Due  West, 
South  Carolina,  on  June  26,  1884,  a  son  of  J.  I. 
McCain,  Ph.D.,  and  Lula  Todd  McCain.  In  1906,  he 
received  the  A.B.  degree  from  Erskine  College, 
where  his  father  was  professor  of  English.  Five 
years  later,  he  received  his  M.D.  degree  from  the 
Llniversity  of  Maryland  School  of  Jledicine.  A  year 
later,  while  serving  his  internship  at  Bay  View 
Hospital  in  Baltimore,  Dr.  McCain  became  a  victim 
of  tuljerculosis.  It  was  while  a  patient  at  Gaylord 
Farm  Sanatorium  at  Wallingford,  Connecticut,  that 
he  found  his  true  calling — the  treatment  and  pre- 
vention of  tuberculosis.  After  his  dismissal  as  a 
patient,  he  became  resident  physician  of  the  sana- 
torium. 

On  March  1,  1914,  Dr.  JMcCain  became  resident 
physician  of  the  North  Carolina  Sanatorium,  serv- 
ing in  that  capacity  for  ten  years.  In  1924,  he  be- 
came superintendent  and  medical  director  of  the 
North  Carolina  Sanatorium  and  director  of  the  Ex- 
tension Department  of  the  Sanatorium.  The  re- 
mainder of  his  life  was  spent  in  the  service  of  this 
great  institution,  which  expanded  under  his  guid- 
ance until  it  now  comprises  the  Western  unit  at 
Black  Mountain  and  the  Eastern  unit  at  Wilson, 
as  well  as  the  original  unit.  Under  his  administra- 
tion as  General  Superintendent,  the  best  and  most 
modern  in  clinical  management  of  tuberculosis  pre- 
vailed in  all  three  of  these  units. 

In  addition  to  his  duties  as  physician  and  admin- 
istrator. Dr.  McCain  worked  in  numberless  ways 
as  a  leader  in  professional,  civic,  and  religious  life. 
He  served  as  a  member  on  various  committees  of 
the  i\Iedical  Society  of  the  State  of  North  Carolina, 
and  was  elected  its  president  in  1935.  In  1940,  he 
was  made  president  of  the  National  Tuberculosis 
Association.  He  acted  as  a  trustee  of  Flora  Mc- 
Donald College,  as  Elder  in  the  Presbyterian 
Church,  and  as  a  member  of  local  civic  clubs.  He 
frequently  wrote  articles  for  various  medical  ,iour- 
nals.  The  love  that  his  patients  had  for  Dr.  McCain 
is  testimony  to  his  great  love  for  those  who  needed 
him.  His  faith,  courage,  and  cheerfulness  helped 
his  patients  to  forget  their  worries  and  to  face  life 
with  courageous  expectancy. 

In  1917,  Dr.  McCain  was  married  to  Sadie  Lou 
McBrayer,  who  has  worked  faithfully  and  effectively 
l)y  the  side  of  her  eminent  husband.  Mrs.  McCain 
was  the  real  founder  of  the  Auxiliary  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina,  now- 
serving  as  its  Chairman  of  Past  Presidents.  By  the 
inspiration  of  her  accomplishments,  she  still  guides 
the  members  in  this  organization,  just  as  Dr.  Mc- 
Cain inspired  and  guided  other  members  of  his 
profession. 

On  November  25,  1946,  Dr.  McCain  was  killed  in 
an  automobile  accident  as  he  was  on  his  way  to  at- 
tend a  meeting  of  the  North  Carolina  Medical  Care 
Commission.  In  addition  to  his  wife.  Dr.  McCain  is 
survived  by  three  daughters,  Dr.  Irene  McCain  of 
the  University  of  Pennsylvania,  Jane  Todd  McCain 
of  Agnes  Scott  College,  and  Mrs.  Hill  MeCollum  of 
Leaksville;  one  son,  John  McCain  of  the  University 
of  North  Carolina:  one  grandson.  Hill  MeCollum, 
Jr.;  and  two  brothers,  Dr.  James  Ross  McCain, 
president  of  Agnes  Scott  College,  and  Charles  Mc- 
Cain of  Birmingham,  Alabama.  One  son,  Lt.  Paul 
P.  JMcCain,  Jr.,  was  killed  in  action  with  the  Army 
Air  Forces  over  the  English  Channel  in  July,  1944. 

In  the  death  of  Dr.  McCain,  the  state  of  North 
Carolina  has  lost   one   of  its  greatest  citizens;   the 
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medical  profession,  one  of  its  outstanding  members; 
and  humanity,  one  of  its  truest  friends.  Yet,  in  the 
lives  of  his  family,  in  the  hearts  of  his  former  pa- 
tients, and  in  the  progress  of  the  cure  and  pre- 
vention of  tuberculosis,  Di'.  Paul  Pressly  McCain 
lives  on,  eternally  bringing  hope,  courage  and  heal- 
ing to  generations  of  suffering  humanity. 
MRS.  J.  A.   ELLIOTT 

Inaugural   Remarks  of  the  Incoming   President 

I  accept  this  office  with  a  deep  sense  of  the  high 
honor  and  confidence  you  have  bestowed  upon  me, 
for  which  I  thank  you.  I  will  do  my  best  to  be 
worthy   of  your  trust. 

The  great  responsibilities  I  am  assuming,  as  your 
president,  will  be  lightened  by  the  knowledge  that 
each  and  every  one  of  you  can  be  counted  on  to  do 
your  pai't,  to  help  me  keep  this  grand  organization 
a  forward-moving  one. 

During  the  past  year  as  president-elect,  I  have 
tried  to  familiarize  myself  with  the  Auxiliary  work. 


I  cannot  say  that  the  comprehension  was  always 
too  clear,  but  I  feel  that  perhaps  I  have  started 
growing  a  little  in  this  good  and  great  work.  At  this 
time  I  would  like  to  thank  especially  your  capable 
president,  Mrs.  Reece  Berryhill,  and  her  Board  mem- 
bers, for  the  enlightening  help  they  have  given  me. 
I  will  possibly  be  calling  on  them  again  during  the 
year  foi  aid  and  advice.  Since  I  have  been  given  so 
much  help,  I  would  like  to  say  that  if  at  times  I 
can  be  of  assistance  to  a  member  of  this  organiza- 
tion I  would  consider  it  a  privilege. 

I  once  saw  these  words  on  the  cornerstone  of  a 
school  building:  "Education  is  not  a  mere  means  to 
Life.  Education  is  Life."  It  seems  that  these  words 
would  be  good  to  be  written  on  cornerstones  other 
than  a  school  building.  Any  organization  with  edu- 
cated members  is  a  live  organization.  So  today  I 
would  like  to  say  that  education  along  medical  lines 
is  our  task.  I  call  on  all  members  to  be  well  in- 
formed and  keep  this  a  live  organization. 

MRS.    RAYMOND    THOMPSON 
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Abbott,  Robert Goldsboro  Mrs. 

Adair,  W.  E Erwin 

Adams,  C.  N.  Mrs. 

Winston-Salem  ;\Irs. 

Adams,    J.    R Charlotte  Mrs. 

Ader,  0.  L Walkertown  ilrs. 

Adkins,    Trogler Durham  Mrs. 

Albright,  Sam Belmont  Mrs. 

Alexander,  G.  T.  JMrs. 

Thomasville  ^Irs. 

Alexander,   James    M.  Mrs. 

Charlotte  Mrs. 

Allen,  George  C...Lumberton  Mrs. 

Allen,  J.  W..^Black  Mountain  Mrs. 

Alyea,  E.  P Durham  Mrs. 

Anders,   McG Gastonia  Mrs. 

Anderson,  E.  C... Wilmington  ilrs. 

Anderson,  J.   B Biltmore  Mrs. 

Anderson,   W.   Banks  Mrs. 

Durham  Mrs. 

Anderson,   AVade Wilson  ^Irs 

Andrew,  J.  M Lexington  Mrs. 

Andrew,  L.  A.  Mrs. 
Winston- Salem 

Andrews,   G.   A ..Hamlet  Jlrs. 

Anthony,  W.  A Gastonia  Mrs. 

Arena,   Jay   M Durham 

Armentrout,   Charles  Mrs. 

Asheville 

Armistead.  D.  B... Greenville  Mrs. 

Arnold,    Ralph Durham  ;\Irs. 

Ashford,   C.   H New   Bern  Mrs. 

Ashworth,  W.  C... Greensboro 

Atkins,  Stanley- Asheville  ^ii-« 

Austin,  DeWitt  R... Charlotte 

Austin,  F.  D.,  Jr..  Charlotte  Mrs. 
Avery,  E.  S... Winston-Salem 

Aycock,  E.  B Gi'eenville  ;\irs, 

Aycock,  F.  M Princeton 

Bailey,  C.  W Rocky  Mount  :\Irs, 

Baird,  Haynes Charlotte 

Baker,   H.   M Lumberton  Mrs 

Baker,  Lenox  D Durham  Mrs 

Baker,   Tom Charlotte  :\Irs, 

Ballard,  Claude Kinston  Mrs 

Barbee,  G.   S Zebulon 

Barder,    R.    L Lenoir  -Mrs 

Barefoot,  G.  B.. -Wilmington  Mrs 


Baiefoot,   Sherwood 

Greensboro 
Barefoot,  W.  F.-.Wilmington 

Barker,  C.  S New  Bern 

Barnes,  B.  F Stantonsburg 

Barrett,  J.   M Greenville 

Barrier,  H.  W Concord 

Barron,  Archie  A. .-Charlotte 

Baxter,   O.  D Matthews 

Beach,  W.  R Madison 

Beall,   L.   L Greensboro 

Beam,   R.   S Lumberton 

Beard.  G.  C. Atkinson 

Beaver,  C.  L Greensboro 

Beavers,  W.   0. --Greensboro 
Belcher,  C.  Cullen.. Asheville 

Belk,  George  W Gastonia 

Bell,   G.    E Wilson 

Bell,   O.   E Rocky   Mount 

Bell,   Spencer -Hamptonville 

Bellows,  R.  T Charlotte 

Belton,  J.  F...Winston-Salem 
Benbow,  E.  V. 

Winston-Salem 

Bender,  J.  J Red   Springs 

Bender,  J.  R. 

Winston-Salem 
Bennett,   E.   C. 

Elizabethtown 

Bennett,  W.  L Burnsville 

Benson,  N.  0 Lumberton 

Benton,   George   R.,  Jr. 

Goldsboro 
Benton,   George  R.,   Sr. 

Fremont 
Benton,  Wayne  J. 

Greensboro 
Berry,  James  W. 

Bakersville 
Berrvhill,    W.    Reece 

Chapel   Hill 

Bethel,  M.  B ..Charlotte 

Biggs,  J.   I Lumberton 

Bigham,   Roy   S Charlotte 

Bigham,   Rov   S.,   Jr. 

Charlotte 

Billings,  G.   M Morganton 

Bittinger,  C.  L...Mooresville 


:\Irs.  Bittinger,  S.  M, 

Black  Mountain 
Airs.  Bizzell,  Edward-... Goldsboro 
Mrs.   Bizzell,    Malcolm. -Goldsboro 

Mrs.   Black,   Paul Wilmington 

.Airs.   Blackwelder,   R.   G.-Raleigh 
Mrs.  Blackwelder,  Verne  H. 

Lenoir 

Mrs.   Blair,  Andrew Charlotte 

Mrs.   Blair,  J.  L Gastonia 

Airs.   Blair,  J.   S Gastonia 

Airs.  Blalock,  B.  K Charlotte 

Airs.  Bland,  Charles  A...Louisburg 

Airs.  Block,  AI.  E Lexington 

Aliss  Blount,  Agnes Farmville 

Ahs.  Bobb,  J.  R Winston-Salem 

Airs.  Bolus,  Alichael Raleigh 

Airs.   Bond,  J.  P Gastonia 

Airs.   Bonner,   AI.   D Jamestown 

Airs.   Bonner,   O.   B High   Point 

Airs.  Booker,  E.  N Selma 

Airs.  Boone,  Waldo  W Durham 

Airs.   Bost,  T.  C Charlotte 

Airs.  Bowers,  M,  A. 

Winston-Salem 
Mrs.  Bowles,  F.  Norman. .Durham 

Airs.  Bowman,  E.  L Lumberton 

Mrs.  Bowman,  H.  E Aberdeen 

Airs.    Boyce,   Douglas Gastonia 

Airs.  Brabson,  John  A. ..Charlotte 
Airs.   Bradford,   G.   E. 

Winston-Salem 

Airs.  Bradford,  W.  Z Charlotte 

Airs.  Bradford,  Wallace  B. 

Charlotte 
Airs.  Bradshaw,  H.  H. 

Winston-Salem 

Mrs.  Brady,  C.  E Robbins 

Airs.   Branaman,   Guy Raleigh 

Airs.  Brandon,  H.  A Yadkinville 

Airs.  Brandon,  James  R. 

High  Point 
Airs.  Bratten,  P.  D. 

AVinston-Salem 

Airs.   Brian,   Earl   W ...Raleigh 

Airs.  Bridgers,  D.  H Bladenboro 

Airs.  Briggs,  Harry Biltmore 

Mrs.   Brinkhous,  Kenneth  M. 

Chapel  Hill 
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Mrs.   Bristow,   C.   0.  .Rockingham 

Mrs.  Britt,  J.  N ....Lumberton 

Mrs.   Brockmann,   H.   L. 

High   Point 
Mrs.  Brooks,  E.  Bruce 

Winston-Salem 

Mrs.   Brooks,   Fred Greenville 

Mrs.   Brooks,  R.  E._ Burlington 

Mrs.  Brookshire,  Harley,  Jr. 

Asheville 
Mrs.  Brookshire,  Harley,  Sr. 

Asheville 

Mrs.  Brouse,  I.  E Wilmington 

Mrs.   Brown,   Charlie- Hamlet 

Mrs.    Brown,   Frank   R. 

Greensboro 

Mrs.   Brown,   G.   W.._ Raeford 

Mrs.  Brown,  Ivan  W.,  Jr. 

Durham 
Miss  Brown,  Katherine  V. 

Fairmont 

Mrs.  Brown,  Kermit Asheville 

Mrs.    Brown,   L.   G Southport 

Mrs.   Brown,  V.   E Williamston 

Mrs.  Buchanan,  L.  T...Laurinburg 
Mrs.    Buckner,   J.    M...Swannanoa 

Mrs.   Buffalo,  J.  S Garner 

Mrs.  Bugg,  C.  R Raleigh 

Mrs.  Bugg,  E.  I.,  Jr Durham 

Mrs.  Buie,  R.  M..-- Greensboro 

Mrs.   Bulla,   A.    C.     Raleigh 

Mrs.  Bulluck,  Ernest. .Wilmington 

Mrs.  Bundv,  J.  B La  Grange 

Mrs.  Bundy,  W.  L. 

North  Wilkesboro 

Mrs.   Bunn,   J.   P Battleboro 

Mrs.  Burton,  C.  N Asheville 

Mrs.  Burwell,  John  C.  Greensboro 

Mrs.    Byerly,   W.    G Lenoir 

Mrs.  Bynum,  Clifford  C.-Belhaven 

Mrs.    Bvrd,   Charles   W Dunn 

Mrs.    Byrd,   W.   C. McCain 

Mrs.   Byrnes,   Thomas  ...Charlotte 
Mrs.  Caldwell,  Robert   M. 

Mt.  Airy 
Mrs.  Callawav,  J.  Lamar. .Durham 
Mrs.  Cardwell,  Willard 

Greensboro 
Mrs.   Carpenter,   C.   C. 

Winston-Salem 
Mrs.  Carrington,  Geo.  .Burlington 

Mrs.   Carter,   Bavard Durham 

Mrs.  Carter,  Paul  C Madison 

Mrs.  Casstevens,  J.  C.Clemmons 
Mrs.   Casteen.  Kenan. ...Leaksville 

Mrs.  Cathell.  E.  J Lexington 

Mrs.   Cathell,  J.  L... Lexington 

Mrs.  Caveness,  Z.  M Raleigh 

Mrs.  Caviness,  V.  S Raleigh 

Mrs.   Cayer,  David 

Winston-Salem 

Mrs.  Cekada,  Emil  B Durham 

Mrs.   Chandler,   E.   T Richlands 

Mrs.  Chandler,  W.  P...Weaverville 

Mrs.   Chaplin,   S.  C Columbia 

Mrs.  Chapman,  E.  J Asheville 

Mrs.  Cherry,  James  H... Asheville 

Mrs.    Chesson,    A.    L ...Raleigh 

Mrs.   Cheves,   W.    G ...Raleigh 

Mrs.  Choate,  Allyn  B... .Charlotte 

Mrs.    Clapp,    H.    L Swannanoa 

Mrs.  Clark,  Badie.... Wilson 

Mrs.    Clark,   Harold Asheville 

Mrs.    Clark,   Lintner.. ...Raleigh 

Mrs.    Clark,   Milton   S...Goldsboro 


:\rrs.  Clinton,  R.  S Gastonia 

airs.    Cobb,    Donnell Goldsboro 

Mrs.    Codington,   Herbert 

Wilmington 

Mrs.  Coleman,  G.  S ...Raleigh 

Mrs.  Coleman,  H.  R... Wilmington 
Mrs.  Combs,  Fielding 

Winston-Salem 

Mrs.   Combs,  J.  J. Raleigh 

Mrs.   Cook,   H.   L Greensboro 

Mrs.   Cook,   J.   L... Winston-Salem 

Mrs.  Cook,  W.  E Mebane 

Mrs.  Cooke,  G.  C.Winston-Salem 

Mrs.    Cooke,    H.    M. Charlotte 

Mrs.  Cooley,  S.  S. 

Black  Mountain 

Mrs.  Cooper,  Derwin Durham 

Mrs.  Cooper,  G.  M ..Raleigh 

Mrs.  Coppridge,  W.  M.....Durham 

Mrs.  Corbett,  C.  L Dunn 

Mrs.   Cornell,   Wm.   S Charlotte 

Mrs.   Corpening,  O.  J. 

Granite   Falls 
3Irs.   Corpening,  W.  N. 

Granite   Falls 
Mrs.   Covington,   Furman 

Thomasville 
Mrs.  Cox,  Wm.  F... Winston-Salem 

Mrs.   Cozart,   B.   F Reidsville 

Mrs.   Cozart,  W.   S. 

Fuquay  Springs 

Jlrs.    Craig,    Robert    L Durham 

Mrs.  Crane,  George  L.....Carrboro 

Mrs.  Cranmer,  J.  B Wilmington 

Mrs.  Cranz,  Oscar Kinston 

Mrs.   Craven,   Fred  T. Concord 

Mrs.  Crawford,  W.  J Goldsboro 

Mrs.  Creadick,  Robert  N. 

Durham 

Mrs.  Creech,  L.  U High  Point 

Mrs.  Crisp.  S.  M... Greenville 

Mrs.  Croom,  A.  B High  Point 

Mrs.   Croom,   R.  D Maxton 

Mrs.  Cross,  A.  R High  Point 

Mrs.  Crouch,  A.  McR.,  Jr. 

Wilmington 
Mrs.  Crouch,  A.  McR.,  Sr. 

Wilmington 

Mrs.  Crow,  S.  L Asheville 

Mrs.   Crowell,  J.  A... Charlotte 

Mrs.    Crump,    G.    C Asheville 

Mrs.  Grumpier,  A.  G. 

Fuquay  Springs 
Jlrs.  Grumpier,  J.  F. 

Rocky  Mount 

Mrs.  Cubberley,   B.  L Wilson 

Mrs.  Cummings,  M.  P.. .Reidsville 

Mrs.    Currie,   D.   S Parktor 

Mrs.  Cutchin,  J.  H Whitakers 

Mrs.  Daniel,  Walter  E... Charlotte 

Mrs.  Daniels,   R.  E Asheville 

Mrs.  Daniels.  R.  L New  Bern 

Mrs.  Daughtridge,  A.  L. 

Rocky  Mount 

Mrs.  Davant,  Charles Lenoir 

Mrs.  Davis,  C.  B Wrightsville 

Mrs.   Davis,  J.   M ...Wadesboro 

Mrs.  Davis,  J.  P.. .Winston-Salem 
Mrs.  Davis,  J.  T.,  Ji-... Greensboro 
Mrs.  Davis,  Philip  B...High  Point 
Mrs.  Dawson,  J.  N. 

Lake   Waccamaw 

Mrs.   Deans,   A.   W Battleboro 

Mrs.  Deaton,   Paul Statesville 

Mrs.  DeCamp,  Ledyard.. Charlotte 
Mrs.  Dees,  Rigdon  0... Greensboro 
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Mrs.  DeLaney,   C.  O. 

Winston-Salein 

Mrs.  Dewar,  W.  B.... Raleigh 

Mrs.  Dick,   Macdonald Durham 

i\Irs.   Dickie.   James. ...Wilmington 
Mrs.  Dickinson,  Kenneth. .Raleigh 

Mrs.   Dillard,  M.  B Draper 

Mrs.  Dixon,  Grady Ayden 

Mrs.  Doffermvre,  L.  R Dunn 

Mrs.  Donnelly,  G.  L Asheville 

Mrs.  Dorenbusch,  A.  A. ..Charlotte 
Mrs.  Dosher,  William  S. 

Wilmington 

Mrs.  Dowling.  J.  D Mt.  Olive 

Mrs.   Drake,   B.   M Wentworth 

Mrs.  Drummond,  C.  S. 

Winston-Salem 

:\rrs.  Duck,  W.  O Mars  Hill 

I\Iiss  Duffy,  Bertha New  Bern 

Mrs.   Duffy,    Charles.. ..New   Bern 

Mrs.   Duffy,   R.   N New   Bern 

Mrs.   Dunn,  R.   B Greensboro 

Mrs.  Durham,  C.  W Greensboro 

Mrs.  Eagle,  James  C Spencer 

Mrs.  Eagle,  Watt Durham 

Mrs.  Eagles,  Archie .....Wilson 

Mrs.  Eagles,  C.  S ..Saratoga 

Mrs.   Earp,   R.  E Selma 

Mrs.  Easom,  Herman  Wilson 

Mrs.  Eckbert,  W.  E Cramerton 

Mrs.   Edgerton,   Glenn — Charlotte 

Mrs.    Eldridge,    C.    P Raleigh 

Mrs.   Elliott,   A.   H Wilmington 

Mrs.  Elliott,  Joseph  A..  Charlotte 

Mrs.  Elliott,  W.  M Forest  City 

Mrs.   Erb,   N.   S... ..Salisbury 

Mrs.  Erickson.  Cvrus  C... Durham 
Mrs.  Erwin,  E.  A.,  Jr. 

Laurinbure 
Mrs.    Erwin,    E.    A.,    Sr. 

Laurinburg 
airs.  Everington,  G.  D. 

Laurinburg 

Mrs.  Fagan,  P.  G Fairmont 

Mrs.   Faison,  Elias   S Charlotte 

Mrs.   Fales,   R.   M Wilmington 

Mrs.   Farmer,   W.   D...Greensboro 
Mrs.  Farmer,  Woodard  E. 

Asheville 
Mrs.  Farnsworth,  D.  I... Asheville 
Mrs.  Farrington,  R.   K. 

Thomasville 
Mrs.  Farthing,  J.  W...Wilmington 
Mrs.  Fearrington,  J.  C.  P. 

Winston-Salem 

Mrs.  Felton,  R.  L Carthage 

Mrs.    Ferguson,    George    B. 

Durham 
I\Irs.   Ferguson,   Robert  T. 

Charlotte 
;\Irs.  Ferneyhough,  W.  T. 

Reidsville 

Mrs.  Fetner,  L.  M Lenoir 

Mrs.  Fields.  L.  E Chapel  Hill 

Mrs.   Fike,    Ralph ...Wilson 

Mrs.  Finch,   0.  E Raleigh 

Mrs.  Fisher,  George 

Elizabethtown 
Mrs.  Fitzgerald,  C.  E...Farmville 
Mrs.  Fitzgerald.  J.  H...Smithfield 

Mrs.  Fleming,  F.  H Coats 

Jlrs.   Fleming.   L.  E Charlotte 

Mrs.  Fleming,  M.  I.. .Rocky  Mount 

Mrs.  Fleming,  Ralph Durham 

Mrs.  Flowers,  C.  E Zebulon 
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Mrs.  Flvthe,  W.  H High  Point  .Airs. 

Mrs.   Forbes,   T.   E Reidsville 

Mrs.  Forbus,  Wiley  D Durham  Mrs. 

Mrs.  Forsyth,  H.  F.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Foster,  Clarence  B.  Mrs. 
Charlotte 

Mrs.  Foster,  H.  H Norlina  Mrs. 

Mrs.   Foster,   .J.   F... Sanford  Mrs. 

Mrs.   Fowler,   Shelton   F Lenoir  Mrs. 

Mrs.  Fox,  Norman  A.  Mrs. 

Guilford    Colleg-e  Mrs. 

Mrs.    Fox,    P.    G Raleigh  Mrs. 

Mrs.  Fox,  R.  E Raleigh  Mrs. 

Mrs.  Franklin,  Ernest  W.,  .Jr.  Mrs. 

Charlotte 

Mrs.  Frazier,  John  W... Salisbury  Mrs. 

Mrs.    Freedman,    .Arthur  Mrs. 

Greensboro  Mrs. 

Mrs.  Freeman,  J.  D... Wilmington  Mrs. 

Mrs.   Freeman,   P.   L Gastonia  Mrs. 

Mrs.   Freeman,  W.   T...  Asheville  Mrs. 

Mrs.   Fritz,    0.    G Walkertowii  Mrs. 

Mrs.   Frizzelle,  M.   T Ayden 

Mrs.    Fuller,    Fleming Kinston  Mrs. 

Mrs.   Fulp,   J.   F Stoneville  Mrs. 

Mrs.  Furgurson,  E.  W... Plymouth  Mrs. 

Mrs.   Gage,  L.  G Charlotte 

Mrs.  Gallant,  R.  M Charlotte  Mrs. 

Mrs.  Gambrell,  G.  C Lexington  Mrs. 

Mrs.  Gardner,  Clarence  E.,  Jr., 

Durham  Mrs. 

Mrs.  Garrison,  R.  B Hamlet 

Mrs.   Garvey,  Fred  Mrs. 

Winston-Salem  Mrs. 
Mrs.  Garvin,  David..  .Chapel  Hill 

Mrs.   Gay.  Charles  H..  .Charlotte  Mrs. 

Mrs.  Geddie,  K.  B High  Point  Mrs. 

Mrs.  Gibbon,  James  W... Charlotte  Mrs. 

Mrs.  Gibbons,  J.  .1.,  Jr. Lenoir 

Mrs.   Gibbs,   N.   M New  Bern  Mrs. 

Mrs.    Gibson,   F.    D Fairmont 

Mrs.    Gibson,    John Gibson  I\Irs. 

Mrs.  Gibson,  L.  0 Statesville 

Mrs.  Gibson,  M.  R Raleigh  Mrs. 

Mrs.  Gilbert,  E.  L.  Mrs. 

Winston-Salem 

Mrs.  Gilbert.  George  G...Asheville  Mrs. 

Mrs.  Gillespie,  Crawford  Mrs. 

Biltmore  Mrs. 

Mrs.  Gilmore,  C.  M Greensboro  Mrs. 

Mrs.   Gilmour,   Monroe  T.  Mrs. 

Charlotte  Mrs. 

Dr.  Glenn,  Dorothy ...Gastonia  Mrs. 

Mrs.  Goddard,  David ...Durham  jvij-g. 

Mrs.  Godwin,  G.  C Oteen  Mrs. 

Mrs.  Goodman,  E.  G.. -Wilmington  Mrs. 

Mrs.    Goodwin,   C.    W Wilson  Mrs. 

Mrs.    Goodwin,    0.    S Apex  Mrs. 

Mrs.  Gordon,  John   S Charlotte  Mrs. 

Mrs.   Gouge,  A.   E: Bakersville  Mrs 

Mrs.  Goswick,  H.  W.,  Jr. 

Winston-Salem  Mrs. 

Mrs.    Grady,   E.    S Smithfleld 

Mrs.  Grady,  F.  M New  Bern  Mrs. 

Mrs.  Graham,  Charles  Mrs. 

Wilmington  Mrs. 

l\Irs.  Graham,  John   B.  Mrs 
Chapel   Hill 

Mrs.  Graham,  W.  A Durham  Mrs. 

Mrs.  Graves,  Robert  W.. .Durham 

Mrs.  Gray,  C.  L ...High  Point  Mrs 

Mrs.  Grayson,  C.  S...-.High  Point 

Mrs.  Green,  H.  D... Winston-Salem  Mrs. 

Mrs.  Greene,  James  B Biltmore  Mrs. 

Mrs.  Greenhill,  Maurice. ..Durham 


Greenwood,   James   G.,   Jr.  Mrs. 

Charlotte  Mrs. 

Grier,  J.   C West   End  Mrs. 

Griffin,   L.    W Erwin  Mrs. 

Griffin,  Wni.  Ray. -Biltmore  Mrs. 

Griffin,  Wm.  Ray,  Jr.  Mrs. 

Biltmore  Mrs. 

Griffis,  John Denton  Mrs. 

Griffith,  L.  M Asheville  Mrs. 

Grigg,    W.    W Gastonia  Mrs. 

Grimson,   Keith Durham  Mrs. 

Groves,  R.  B Lowell  Mrs. 

Gunter,  June  U Dui-ham  Mrs. 

Haar.  Fred Greenville  Mrs. 

Hackler,  Robert  C.  Mrs. 
Washington 

Hackney,  B.  H Lucama  Mrs. 

Hadley,  Herbert. ...Greenville  Mrs. 

Hamer,    Douglas Lenoir 

Hamer,  Douglas,  Jr..  Lenoir  Mis. 

Hamilton,    Alfred...  Raleigh  Mrs. 

Hamilton.  J.   H Raleigh  Mrs. 

Hammond,   A.    F.,   Jr.  Mrs. 

New  Bern  Mrs. 

Hand,   E.   H Pineville  Mrs. 

Hansen,  Alton  S Charlotte 

Hansen-Pruss,   0.    C.  !Mrs. 

Durham 

Harden,  Graham  Burlington  Mrs. 

Harden,   Norman  Mrs. 

Greensboro  Mrs. 
Hardman,  Edward  F. 

Charlotte  Mrs. 

Hare,  R.  B Wilmington  Mrs. 

Harrell,  George  Mrs. 

Winston-Salem  Mrs. 

Harrell,  Henry. ...Greensboro  Mrs. 

Harrell.   -Jack Goldsboro  Mrs. 

Harrell,  William   F.  Mrs. 

Charlotte  Mrs. 
Harrill,  James 

Winston-Salem  Mrs. 

Harris,   Charles  I..  Jr.  Mrs. 

Williamston  Mrs. 

Harris,   I.   E.,   .Jr Durham 

Harris,   Russell   P.  INIrs. 
Leaksville 

Hart,  Deryl Durham  Mrs. 

Hart,  L.  H Apex  Mrs. 

Hart,   O.   J.. .Winston-Salem  Mrs. 

Hart,  V.   K Charlotte  Mrs. 

Hartman,  B.  H Ashevifle  Mrs. 

Harton,  Roman  A Durham  Mrs. 

Harvey,  W.  W... Greensboro  Mrs. 

Hatcher,  M.  A...... Hamlet  Mrs. 

Hawes,  Aubrey Charlotte 

Hayes,   A.   H Fairmont  Mrs. 

Hayes,   James Fairmont  Mrs. 

Haywood,  H.  B Raleigh  Mrs. 

Hedrick,   Clyde ...Lenoir  Mrs. 

Hedrick,  R.  E.  Mrs. 

Winston-Salem  Mrs. 

Hedgpeth.  E.  McG.              •  Mrs. 

Chapel  Hill  Mrs. 

Hedgpeth,  Carey.  Lumberton  Mrs. 

Hedgpeth,  L.  R... Lumberton  Mrs. 

Hege,  J.  Roy Concord  Mrs. 

Heinitsh,  George  Mrs. 

Southern    Pine?  Mrs. 

Helsabeck,   C.  J.  Mrs. 

Walnut  Cove  Jlrs. 

Hemphill.  James  E. 

Charlotte  Mrs. 

Hendrix,  James  P. ..Durham  Mrs. 

Henley,   T.   F.  Mrs. 

Winston-Salem  Mrs. 


Henry,   H.   H Charlotte 

Henson,   T.   A Greensboro 

Herrin,    H.    K Gastor'a 

Herring,    E.    H Raleigh 

Herring,   R.   A.  High   Point 

Hesser,   Fred Durham 

Hester,  J.  R Wendell 

Hester,  W.  S Reidsville 

Hiatt,  J.   S McCain 

Hickam,  John  B Durham 

Hickman,    Harry Lenoir 

Hicks,  J.  F ..Dunn 

Hicks,  V.  M.  ...Chapel  Hill 
Highsmith,  Charles. ...Dunn 
Hightower,  Felda 

Winston-Salem 

Hill,   M.  D Raleigh 

HimmelwTight,  G.  G. 

Washington 

Hipp,  Edward  R Charlotte 

Hipps,    Allen   T .Asheville 

Hitch,  J.  M Raleigh 

Hodges,  H.  H Charlotte 

Holbrook,  J.  Sam. .Statesville 
Holden,  Howard  T. 

Charlotte 
Hollister,  Wm.  F. 

Southern    Pines 

Holloway,   J.    C Durham 

Holmes,  A.  B Fairmont 

Holmes,  George 

Winston-Salem 

Hooks,   Thel Smithfleld 

Hooper,  J.  W Wilmington 

Hoot,   M.   P Greenville 

Holt.   D.  W Greensboro 

Holt,  W.  P. Erwin 

Horsley,  W.  H Belmont 

Houser.  F.   M Cherryville 

Hovis,  Leighton  W. 

Charlotte 

Howard,   C.   E Goldsboro 

Howard.  J.   C Cherryville 

Hubbard,  F.   C. 

North  Wilkesboro 
Huffines,   Thomas    R. 

Asheville 

Hunt,  Jasper   S Charlotte 

Hunt,  W.  B Lexington 

Hunter,  J.  P Gary 

Hunter,    Myers Charlotte 

Hunter,  N.  "C Rockingham 

Hunter,    Shelton ...Kenly 

Hunter,  W.  C Wilson 

Hurdle,   S.   W. 

Winston-Salem 

Huston,  J.  W. Asheville 

Irmen,   F.    A Raleigh 

Ivey.  H.   B Goldsboro 

Irwin,  Henderson Eureka 

Izlar,  H.  L... Winston-Salem 

Jackson,  M.  V Princeton 

Jackson,  W.  L.  .  High  Point 

Jacobs,  J.  E.  J Charlotte 

Jacobs,    Paul Oteen 

James,   A..  A Sanford 

James,   F.  P Laurinburg 

Jennings,  Ed  C Kinston 

Jennings,  R.  G...Thomasville 
Johnson,  C.  T...Red  Springs 
Johnson,  G.  Frank 

Winston-Salem 
Johnson,  G.  W...Wilmineton 

Johnson,  H.  L Elkin 

Johnson,  H.  W.. -Wilmington 
Johnson,  J.  R-  Dunn 
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Mrs.  Johnson,  W.  M.  Mrs. 

Winston-Salem  Mrs. 

Mrs.    Johnson,    Walter.. ..Biltmore  Mrs. 

Mrs.  Johnston,  Christopher  ^Irs. 

Wilmington 

Mrs.   Johnston,   J.    G... .Charlotte  Mrs. 

Mrs.  Jones,  Beverly  Mrs. 

Winston-Salem  Mrs. 

Mrs.   Jones,   C.   C Apex  Mrs. 

Mrs.  Jones,  C.  M Greenville  Mrs. 

Mrs.  Jones,  C.  S Shelby  Mrs. 

Mrs.  Jones,  D.   H.,  Jr. ..Princeton  Mrs. 

Mrs.   Jones,   Ira Lenoir 

-Mrs.  Jones,  O.  Hunter.. ..Charlotte  Mrs. 

Mrs.   Jones,   R.  J Kinston  Mrs. 

Mrs.  Jones,  T.  T Durham  Mrs. 

Mrs.  Jones,   W.   M Gastonia  Mrs. 

Mrs.   Jordan,   S.   A. 

Carolina  Beach  Mrs. 

Mrs.  Judd,  E.   C... Raleigh  Mrs. 

Mrs.  Judd,  G.  B Varina  Mrs. 

Mrs.  Judd,  J.  M Varina  Mrs. 

Blrs.  Justa,  S.  H Rocky  Mount  Mrs. 

Mrs.  Justice,  Wm.   S Biltmore  Mrs. 

Mrs.  Kafer,  A.  O Edwards 

Mrs.   Kafer,   0.   A New   Bern  Mrs. 

Mrs.  Kapp,  C.  H... Winston-Salem  Mrs. 

Mrs.  Keiter,  W.  E Kinston  Mrs. 

Mrs.    Keith,    Marion. ...Greensboro  Mrs. 

Mrs.   Keithan,   John    F...Asheville  Mrs. 

Mrs.    Kellv,    Luther Charlotte 

Mrs.    Kendell,    Ben Shelby  Mrs. 

Mrs.   Kendrick,   Chas. ...Lenoir  Mrs. 

Mrs.  Kennedy,  John  P. ..Charlotte  Mrs. 

Mrs.  Kennedy,  Leon  T... Charlotte  Mrs. 
Mrs.   Kent,   Alfred,   Jr. 

Granite   Falls  Mrs. 

Mrs.  Kerns,  T.  C Durham  Mrs. 

Mrs.  Kimmelstiel,  Paul.  Charlotte  Mrs. 

Mrs.  King,  E.  S Winston-Salem  Mrs. 

Mrs.    King,    Edward Biltmore 

Mrs.  King,  Parks  M Charlotte  Mrs. 

Mrs.  Kinlaw,  M.  C Lumberton  Mrs. 

Mrs.  Kirby,  W.  L... Winston-Salem 

Mrs.    Kitchin,   Thurman  Mrs. 

Wake   Forest  Mrs. 

i\trs.  Kleiman,  David ...Raleigh 

Mrs.  Kneedler,  W.  H... .Charlotte  Mrs. 

Mrs.   Knight,   W.  P Greensboro 

Mrs.  Knoefel,   A.  Eugene,  Jr.  Mrs. 

Black  Mountain  Mrs. 
Mrs.   Knowles,  D.   L. 

Rocky  Mount  Mrs. 

Mrs.   Knox.  J.   C Wilmington  Mrs. 

I\Irs.   Knox,  John Lumberton  Mrs. 

Mrs.   Kodack,   Albert Asheville  Mrs. 

Mrs.  Kornegay,  R.  D. 

Rocky  Mount  ilrs. 

Mrs.  Koseruba,   George  Mrs. 

Wilmington  Mrs. 

Mrs.  Kutscher,   G.  W Asheville 

Mrs.  Lackey,  M.  A High  Point  Mrs. 

Mrs.  Lafferty,  R.  H Charlotte  Mrs. 

Mrs.   Lake,   Ralph. Greensboro  Mrs. 

Mrs.   Lamm,   I.   W Lucama 

Mrs.  Lane,  J.  L Rocky  Mount  Mrs. 

Mrs.  Lanier,  V.  C Welcome 

Mrs.  Lascara,  V.   E Raleigh  JMrs. 

Mrs.  Lassiter,  Vernon  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Lassiter,  Will  H.,  Jr...Selma  Mrs. 
Jlrs.  Laughren,  W.   Gus 

Burnsville  Mrs. 

Mrs.  La\\Tence,  B.  J Raleigh  Mrs. 

Mrs.  Lawson,  John ilcCain  Mrs. 


Leath,  M.  B High  Point  Mrs. 

LeBauer,  M.  L Greensboro 

LeBauer,  S.  F Greensboro  Mrs. 

Ledbetter,  J.   M. 

Rockingham  Mrs. 

Lee,  C.  M Asheville 

Lee,   Mike Kinston  JMrs. 

Lee,   Leslie Kinston  Mrs. 

Lennon,   H.   C Greensboro  Mrs. 

Leonard,   J.   C Lexington 

Lewis,  C.  W High  Point  Mrs. 

Lewis,  R.  E.  Mrs. 

North  Wilkesboro  Mrs. 

Lide,  T.  N..... Southern  Pines  Mrs. 

Liles,  L.  C Raleigh 

Lindsay,  R.  B Chapel  Hill  Mrs. 

Lineberry,  John  A.  i\trs. 

Mayodan  Mrs. 

Llewellyn,  J.  T...Williamston  Mrs. 

Lohr,    Dermot Lexington  Mrs. 

Lohr,    Ralph Lenoir  Mrs. 

London,  A.  H.,  Jr. ..Durham 

Long,  Ira  C Goldsboro  Mrs. 

Long,   Rowland   V.  Mrs. 

Lexington  Mi's. 

Long,  V.  M... Winston-Salem  Mrs. 

Long,  Zack Rockingham 

Long,   W.   M Mocksville  Mrs. 

Lott,  W.  Clifton Biltmore 

Lounsbury,  J.   B.  Mrs. 

Wilmington  Mrs. 
Lovelace,  Daniel. .Greensboro 

Lovill,    Robt Mt.    Airy  Mrs. 

Lowery,  J.  R Salisbury 

Lubchenko,  N.  E.  Mrs. 

Harrisburg  Mrs. 

Lucas,   Paul Wilson  Mrs. 

Lyda,  E.  W Asheville 

Lyday,  C.  E ...Gastonia  Mrs. 

Lyday,   Russell   0.  Mrs. 

Greensboro  Mrs. 

Lyman,  Richard  S. .Durham  Mrs. 
Lyon,   Brockton  R. 

Greensboro  Mrs. 
Macatee,  George. ...Asheville 

MacBrayer,   Reuben  Mrs. 

Southern   Pines  Mrs. 

MacDonald,  J.   Kingsley  Mi's- 

Charlotte  Mrs. 

Mackie,  G.  C.Wake  Forest 

MacMillan,   E.   A.  Mrs. 

Winston-Salem 

Macon,  G.  H Warrenton  Mrs. 

MacRae,   Donald. ...Asheville  Mrs. 

Maness,  A.  K Greensboro  Mrs. 

Manning,   Isaac   H.,  Jr. 

Durham  Mrs. 

Marr,  J.   T...Winston-Salem  Mrs. 

Marr,    M.    W Pinehurst  Mrs. 

Marshall,  James  Mrs. 

Winston-Salem  Mrs. 

Martin,  Ben. .Winston-Salem  Mrs. 

Martin,  J.  A Lumberton 

Martin,   William   F.  ."Mrs. 

Charlotte 

Masland,   Richard  Mrs. 

Winston-Salem 

Massey,   C.   C Charlotte  Mrs. 

Massingill,  Paul Raleigh  Mrs, 

Matheson,   R.   A Raeford 

Mathews,   Robert  Mrs. 

Greensboro  Mrs. 

Matros,   N.   H ..Asheville 

Matthews,  V.  M Charlotte  Mrs. 

Matthews,  W.  W...Leaksville  Mrs. 


Matthews,  Wallace   R. 

Biltmore 
Matthews,  William  C. 

Charlotte 
Mauzy,   Hampton 

Winston-Salem 
Mayer,  Walter  B... Charlotte 

McAdams,  C.  R Belmont 

McAllister,  H.  M.,  Jr. 

Lumberton 

McAnally,  J.  M Reidsville 

McBrvde,  Angus Durham 

McBryde,  M.  H Reidsville 

McCain,  P.  P. 

Southern  Pines 

McCall,  W.  H Asheville 

McCarty,  R.  L ...Charlotte 

McChesney,  W.  W... Gastonia 

McClees,   E.   C Elm   City 

McConnell,  H.  R Gastonia 

McCracken,  Joseph  P. 

Durham 
McCuiston,  A.  M...Mt.  Olive 
McCutcheon,  W.  B... Durham 
McDonald,  A.  M... Charlotte 
McDonald,    Robert 

Thomasville 
McDowell,  H.   C. 

Winston-Salem 

McDowell,  R.  H Belmont 

iMcEachern,  Duncan 

Wilmington 
McFadyen,  0.  L.,  Jr. 

Favetteville 

McGee,  J.   M Greensboro 

McGee,   R.   L Raleigh 

McGowan,  Joseph  F. 

Biltmore 
aicGrath,  F.  B... Lumberton 
McGuire,   M.   J...Laurinburg 

McGuffin,   W.   C Asheville 

McKay,  Clinton  H. 

Charlotte 
McKay,   Robert   W. 

Charlotte 

McKee,  Lewis  M Durham 

McKnight,   R.    B... Charlotte 

Mcintosh,  D.  M Old  Fort 

Mcintosh,  W.  R. 

Rockingham 
Mclntyre,    Stephen.   Jr. 

Lumberton 

Mclver,  Lynn Sanford 

McLain,  J.  E.  G Wilson 

McLaughlin,  C.  S.,  Sr. 

Charlotte 

McLean,   E.   K Charlotte 

McLean,  Peter.. ..Laurinburg 

McLeod,  N.  H Raleigh 

McMahon,   F.   J Asheville 

McManus,   H.   F Raleigh 

McMillan,  R.  D. 

Red   Springs 
McMillan,   R.   M. 

Southern   Pines 
McMillan,  Robert 

Winston-Salem 

McNeill,   Claude Elkin 

McNeill,  J.   H. 

North  Wilkesboro 
McPheeters,  S.  B... Goldsboro 
McPherson,  C.  W. 

Burlington 

McPherson,   S.  D Durham 

McRae,  C.  F.. Burnsville 
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Mrs. 
Mrs. 
Mrs. 
Mrs. 

Mrs. 
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Mrs. 
Mrs. 
Mrs. 
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Mrs. 

Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 

Mrs. 
Mrs. 

Mrs. 

Mrs. 
Mrs. 
ilrs. 
JMrs. 
Mrs. 
Mrs. 

Mrs. 
Mrs. 
Mrs. 

Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 

Mrs. 

ilrs. 
Mrs. 
Mrs. 

Mrs. 

Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 

Mrs. 
i\Iiss 
Mrs. 

Mrs. 
!VIrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 


McTyre,  H.  E. 

Winston-Salem 

Mebane,  W.  C Wilmington 

Mees,  T.  H Lumberton 

Menefee,  E.  E.,  Jr...Duiham 
Menzies,   H.   H. 

Winston-Salem 
Merritt,  .J.  Fred. .Greensboro 

Metcalf,  L.  E Asheville 

Mewborn,  J.   M Farmville 

Meyers,   Paul Kinston 

J\Iilham,    C.    G .Hamlet 

Millender,  Charles. .Asheville 
Miller,  H.  Rankin 

Swannanoa 

Miller,   O.  L ..Charlotte 

Miller,  R.  B Goldsboro 

Miller,  R.  C Gastonia 

Miller,  Robert  P Charlotte 

Miller,  W.  H Goldsboro 

Milliken,  J.   S. 

Southern   Pines 

Mills,  Charles Greensboro 

Mills,  J.  C. 

North  Wilkesboro 
Mitchell,  G.  T. 

North  Wilkesboro 

Mitchell,  George Wilson 

Mitchell,  Roy Mt.  Airy 

Mitchener,  J.  S Raleigh 

Mock,  C.  G Salisbury 

Mock,   F.   L Lexington 

Montgomery,  John  C,  Jr. 

Charlotte 

Moore,  B.  D Mt.  Holly 

Moore,   D.   L Greenville 

Moore,   Houston 

Wilmington 

Moore,  D.  Forrest Shelby 

Moore,  Julian Biltmore 

Moore,    Oren Charlotte 

Moore,  R.  A. ..Winston-Salem 
Moore,  R.  L... Bessemer  City 
Moore,  Robert  A. ..Charlotte 
Moorefield,  R.  H...Kannapolis 
Morehead,  R.  P. 

Winston-Salem 
Morey,   Milton   B. 

Morehead  City 

Morgan,   B.   E. Biltmore 

Morgan,   Grady Asheville 

Morgan,   Wm.   G. 

Chapel  Hill 
Morgenstern,  Philip 

Black  Mountain 
Moricle,   Hunter....Reidsville 

Moselev.  Z.  V Kinston 

Motley^  Fred  E Charlotte 

Mudgett,  W.  C.....Pinehurst 
Mumford,  A.  M...Winterville 
Munroe,  Colin  A. ..Charlotte 
Munroe,  H.   Stokes,  Jr. 

Charlotte 
.Munt,  H.  F.. .Winston-Salem 
Murnan,  Edith  K... Charlotte 
Murphy,   G.   Westbrook 

Asheville 

Murray,  R.   L Raeford 

Myers,   H.   T ...Lexington 

Nailling,  R.  C Asheville 

Nalle,  Brodie  C... ..Charlotte 
Nalle,  Brodie,  Jr.. .Charlotte 

Nance,  C.   L Charlotte 

Nash,   Fred St.   Pauls 

Naumoff,   Philip. ...Charlotte 


Mrs.  Neal,  J.  Walter Raleigh  Mrs. 

Mrs.  Neal,  Kemp  P.  Mrs. 

Myi-tle  Beach,  S.  C.  Mrs 

Mrs.  Neblett,  H.  C Charlotte  Mrs. 

Mrs.   Newell,   L.   B Charlotte  Mrs. 

Mrs.  Newton,  H.  L Charlotte 

Mrs.  Newton,  W.  K.  Mrs. 

North  Wilkesboro  Mrs. 

Mrs.   Nichols,   R.   E.,  Jr... Durham  Mrs. 
Mrs.    Nichols,    Thos.    R. 

Morganton  Mrs. 

Mrs.   Nicholson,  N.  G.  Mrs. 

Rockingham  Mrs. 

Mrs.  Nicholson,  W.  M Durham 

Mrs.   Nisbet,   D.   H Charlotte  Mrs. 

Mrs.  Noble,  Robert .....Raleigh  Mrs. 

Mrs.   Noel,   William Henderson  Mrs. 

Mrs.  Nolan,  James  C.Kannapolis  Mrs. 

Mrs.  Norburn,  C.  S Biltmore  Mrs. 

Mrs.   Norburn,  Russell. ...Biltmore 

Mrs.   Norfleet,   Chas.,  Jr.  Mrs. 

Winston  Salem 

^Irs.    Norman,   J.    S.  Mrs. 

Kings  Mountain  Mrs. 

Jlrs.   Norment,  Wm.   B.  Mrs. 

Greensboro  Mrs. 

Mrs.    Norton,   J.    N. Sanford  Mrs. 

Mrs.   Nowlin,  Preston. ...Charlotte  Mrs. 

Mrs.   O'Briant,  A.  L Raeford  Mrs. 

Mrs.  Odom,   Guy  L Durham  Mrs. 

Mrs.  Odom,  R.  T...Winston-Salem  Mrs. 

Mrs.   Offutt,   V.   D Kinston  Mrs. 

Mrs.  Ogburn,  H.  H Greensboro  Mrs. 

Mrs.  Ogburn,  L.  C.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Ohie,  E.  R Celo  Mrs. 

Mrs.  Oliver,  Adlai  Raleigh  Mrs. 

Mrs.   Oliver,  R.  D Selma  Mrs. 

Mrs.    Oliver,    R.    K McCain  Mrs. 

Mrs.  Orgain,  Edward  S Durham  Mrs. 

Mrs.   Ormand,  J.  W Monroe 

Mrs.  Orr,  Charles  C Asheville  Mrs. 

Mrs.  Pace,  K.  B Greenville  Mrs. 

Mrs.  Pace,  S.  E... Leaksville  Mrs. 

Mrs.  Papineau,  Alban.. ..Plymouth  Mrs. 

Mrs.   Parker,   H.    R Greensboro  Mrs. 

Mrs.   Parker,   0.   L Clinton 

Mrs.  Parker,  P.  G Erwin  Mrs. 

Mrs.  Parks,  W.  Craig..High  Point  Mrs. 

Mrs.   Parsons.   L.   J Lumberton  Jlrs. 

Mrs.    Parsons,    W.    H Ellerbe  Mrs. 

Mrs.   Parrott,   Fountain. ...Kinston  Mrs. 

Mrs.  Parrott,  Mercer Kinston  Mrs. 

Mrs.  Parrott,  W.  T Kinston  Mrs. 

Mrs.  Paschal,  George Raleigh  Mrs. 

Mrs.  Pate,  A.  H. Goldsboro  Mrs. 

Mrs.   Pate,  J.   G Gibson  Mrs. 

Mrs.  Patterson,  F.  M.  S.  Mrs, 

Laurinburg  Mrs. 

iMrs.  Patterson,  Fred  G.  Mrs. 

Chapel  Hill  Mrs. 

Mrs.  Patterson,  Hubert  C.  Mrs. 

Durham  Mrs. 

Jlrs.  Peacock,  M.  B.-Weaverville  Mrs. 

Mrs.  Pearse,  Richard  L.-Durham  Mrs. 

Mrs.  Pearson,  H.  0 Pinetops  Miss 

Mrs.   Peasley.  E.  D Asheville  i\Irs. 

Mrs.  Pegg,  Fred... -Winston-Salem  Mrs. 

Mrs.  Peele,  James Goldsboro  Mrs. 

Mrs.    Peeler,    C.    N Charlotte  Mrs, 

Mrs.   Peery,  Vance Kinston 

Mrs.  Pendleton,  Francis  Mrs, 
Asheville 

Mrs.   Perry,   D.   R Durham  Mrs 

Mrs.  Ferryman,  Olin,  Jr. 

Winston-Salem  Mrs, 
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Persons,  E.  L Durham 

Peters,  David  B... Asheville 
Peterson,  C.  A. ..Spruce  Pine 
Pettit,  Harold  S.  ...Gastonia 
Pettus,  William  H. 

Charlotte 

Phelps,  J.   M Creswell 

Phillips,  D.  L... Spruce  Pine 
Phillips,  E.  N. 

North  Wilkesboro 

Phillips,    S.   J Greenville 

Pickard,  Mack  ...Wilmington 
Pickrell,  Kenneth  L. 

Durham 
Pigford,  Robert.. Wilmington 

Pine,   Irving Asheville 

Pishkoe,   M.  T Pinehurst 

Pitts,  William  R. ..Charlotte 
Piver,  W.   C,  Jr. 

Washington 
Plummer,   David 

Thomasville 
Pollock,  Raymond.  New  Bern 

Pool,  B.  B Winston-Salem 

Poole,  M.  B Dunn 

Pope,   H.   T Lumberton 

Powell,  Albert  H Durham 

Powell,  C.  J Wilmington 

Powell,   Charles... .Goldsboro 

Powell,  H.  S Gastonia 

Powell,  William  F... Asheville 

Powers,  F.  P Raleigh 

Prather,  F.  G Asheville 

Prpfontaine,  E... Greensboro 
Pressly,  David  L...Statesville 

Prince,  D.  M Laurinburg 

Prince,  George Gastonia 

Printz,  D.  R Asheville 

Pugh,   C.   H Gastonia 

Pulliam,  B.  E. 

Winston-Salem 
Putney,  R.  H.,  Jr..  Elm  City 
Putney,   R.H.,  Sr...Elm   City 

Quickel,  J.  C. Gastonia 

Raby,  J.  G Tarboro 

Ramsay,  Graham 

Washington 

Rand,   C.   H Fremont 

Ranev,   Beverly Durham 

Rankin,  W.  S Charlotte 

Ranson,  J.  Lester. Charlotte 

Raper,  J.  S Asheville 

Rapp,   Ira Charlotte 

Ray.   Frank Charlotte 

Ray,  J.  B Leaksville 

Rav.    O.   L Raleigh 

Redfern,  T.  C Reynolda 

Redwine.   J.   D Lexington 

Reeser,  A.  W Leaksville 

Reeves,  J.  L Hope  Mills 

Reeves,  Robert  J Durham 

Register,  John.. -Greensboro 

Reid,  Graham  C Charlotte 

Reid,  J.  W Lowell 

Reid,  Ralph  C Pineville 

Rhem.  Annie New  Bern 

Rhodes,  J.   S Raleigh 

Rhudy,  B.   E ..Greensboro 

Rice,  E.  L Gastonia 

Richardson,  F.  H. 

Black  Mountain 
Richardson,   J.   J. 

Laurinburg 

Richardson,    W.    P. 

..Chapel  Hill 
Ridge,  C.  F ..High  Point 


September,   1948 
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Mrs.   Riggsbee,   John    B.  Mis. 
Chapel  Hill 

Mrs.   Riner,   C.   R Greensboro  Mrs. 

Mrs.   Roach,   L.   H Asheville  Mrs. 

Mrs.  Roberson,  Foy.  Durham 

Mrs.    Roberts,    B.    N Hillsboro  Mrs. 

Mrs.  Roberts,  B.  W Durham  Mrs. 

Mrs.   Roberts,   L.  C ...Durham  Mrs. 

Mrs.   Roberts,   W.    M. .Gastonia 

Mrs.   Robertson,  Edwin  M.  Mrs. 

Durham  Mrs. 

Mrs.  Robertson,  J.  F... Wilmington  Mrs. 

Mrs.   Robertson,   L.   W.  Mrs. 

Rocky  Mount  Mrs. 

Mrs.   Robertson,   Logan  T.  Mrs. 

Asheville  Mrs. 

Mrs.  Robinson,  Charles. .Charlotte 

Mrs.    Robinson,   J.    L. Gastonia  Mrs. 

Mrs.  Robinson,  John  D...   Wallace  Mrs. 

Mrs.   Rodman,   R.   B.  Wilmington  Mrs. 

Mrs.    Rogers,    Gaston    W.  Mrs. 

Chapel  Hill  Mrs. 

Mrs.   Rogers,  J.   R Raleigh 

Mrs.  Rogers,  Max  P High  Point  Mrs. 

Mrs.   Root,   A.   S Raleigh  Mrs. 

Mrs.   Rose,   David  J Goldsboro  Mrs. 

Mrs.    Rose,   James Pikeville  Mrs. 

Mrs.  Ross,  R.  A Durham  Mrs. 

Mrs.  Rosser,  R.  G Vass  Mrs. 

Mrs.  Rosser,  R.  G.,  Jr..    Durham  Mrs. 

Mrs.  Rousseau,  J.  P.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Royal,   B.  F...Morehead  City  Mrs. 

Mrs.  Royal,  D.  M ...Salembui-g  Mrs. 

Mrs.   Royster,   C.   L. Raleigh  Mrs. 

Mrs.   Royster,  J.   D Benson  Mrs. 

Mrs.    Ruaik.    Robert  Raleigh 

Mrs.  Rubin,  A.  S Greensboro  Mrs. 

Mrs.   Ruffin,  D.   W Pink   Hill  Mrs. 

Mrs.    Ruffin,   Julian .....Durham  Mrs. 

Mrs.  Rundles,  R.  Wayne.  Durham  Mrs. 

Mrs.  Russell,  W.  Marler.Biltmore  Mrs. 

Mrs.  Sabiston,  Frank Kinston  Mrs. 

Mrs.   Salle,  Geo.   F Washington  Mrs. 

Mrs.  Sanders,  L.  H Raleigh  Mrs. 

Mrs.    Sanger,    Paul Charlotte  Mrs. 

Mrs.  Saunders,  J.  T Asheville  Mrs. 

Mrs.   Saunders,   S.   S...High   Point  Mrs. 

Mrs.   Schiebel,   H.   M. Durham  Mrs. 

Mrs.   Sehoenheit,   E.   W...Biltmore 

Mrs.  Schoonover,  R.  A.  Mrs. 

Greensboro  Mrs 

Mrs.    Sealy,   W.    C Durham  Mrs. 

Mrs.  Seay,  H.  L Huntersville  Mrs. 

Mrs.    Seav,   T.   W Spencer  Mrs 

Mrs.   Selby,  W.   E... Charlotte  Mrs. 

Mrs.    Selman,   Joseph 

Winston-Salem  Mrs. 

Mrs.   Severn,  Henry Asheville  Mrs. 

Mrs.   Shafer,   I.   E.." Salisbury 

Mrs.   Sharpe,  Frank  Mrs. 

Guilford   College  Mrs. 

Mrs.    Sharpe,    C.    R Lexington 

Mrs.    Shaw,    Colin ...Atkinson  Miss 

Mrs.  Shelburne,  P.  A. ..Greensboro  Mi-g 

Mrs.  Sherrill,  P.  M.....Thomasville 

Mrs.    Shohan,   Joseph. .Greensboro  Mrs. 

Mrs.   Shuler,   E.   L.. Asheville  Mrs. 

Mrs.    Shuler,  J.   E Durham  Mrs. 

Mrs.   Shull,  J.   Rush Charlotte 

Mrs.   Sidbury,  J.   B Wilmington  Mis. 

Mrs.  Sikes,  C.  Henry. .Greensboro  Mrs. 

Mrs.    Simons,    C.   E Wilson  Mrs. 

Mrs.  Simpson,  Paul.. ...Raleigh  Mrs. 

Mrs.    Sinclair.    R.    B... Wilmington  Mrs. 


Sink,  C.  S. 

North  Wilkesboro 
Sink,  Rex...  Winston-Salem 
Siske,   Grady 

Pleasant  Garden 

Skinner,  B.  S.        Durham 

Slate,  J.   W.. High  Point 

Slate,  John  S. 

Winston-Salem 

Slate,  M.  L.. High  Point 

Sloan,    David.  ..Wilmington 
Sluder,    Fletcher. ..Asheville 

Smart,  Fred... ...Asheville 

Smerznak,  J,  J Concord 

Smith,   Bernard Asheville 

Smith,   C.   Gordon 

Rocky  Mount 
Smith,  C.T.....Rocky  Mount 
Smith,    D.   T.  Durham 

Smith,    F.    P Lexington 

Smith,  Frank  C Charlotte 

Smith,  H.  B. 

North  Wilkeslioro 

Smith,    J.    A. Lexington 

Smith,    J.    E. Windsor 

Smith,  J.   G Rocky   Mount 

Smith,  J.  L.. Spencer 

Smith,    Joe Gastonia 

Smith,    Norris...  Greensboro 

Smith,   Roy ...Greensboro 

Smith,    Sidnev Raleigh 

Smith,   W.   C." Goldsboro 

Smith,   W.   G...  Thomasville 

Smith,  William Goldsboro 

Snipes,   R.   D Fayetteville 

Southerland,   R.   W. 

Charlotte 

Sowers,   R.    G Sanford 

Sparrow,  H.  W... Greensboro 
Speas,  W.  P..  Winston-Salem 

Speas,  W.   P.,  Jr Durham 

Speed.  J.  A ..Durham 

Speight,  J.  A.  Rocky  Mount 
Speight,  J.  P...Rockv  Mount 

Speight,  R.  H. Whitakers 

Spicer,    Will    Gold.sboro 

Spikes,  N.  O Durham 

Sprinkle,  C.  N...Weaverville 
Sprunt,   W.    H. 

Winston-Salem 
Squires,  Claude  B.   Charlotte 

Stanfield,  W.  W Dunn 

Stanton,   T.    M...High    Point 
Starling,    W.    R.....Roseboro 

Starr,   H.   F..   ....  Greensboro 

Stead,   Eugene   .A.,  Jr. 

Durham 
Steiger,  Howard  ..Charlotto 
Stelling,    Richard 

Greensboro 
Stenhouse,  H.  M... Goldsboro 
Stevens,    A.    H.,   Jr. 

New  Bern 
Stevens,  Eula  H.  Smithfield 
Stevens,  Joseph  B. 

Greensboro 

Stevens,    M.    L Asheville 

Stewart,   W.   S Charlotte 

Stimpson.  R.   L. 

Winston-Salem 
Stirewalt.   N.   S.   High  Point 

Stocker,    F.    W Durham 

Stone,  M.  L Rocky  Mount 

Stratton,  J.  David.  Charlotte 
Strieker,    R.    L Asheville 


Mrs.    Strickland,    A.    T.,   Jr. 

Wilson 
Mrs.   Strickland,   H.   G. 

Greensboro 

Mi-s.    Strong,    W.    M Charlotte 

Mrs.  Strosnider,  C.  F... Goldsboro 

Mrs.  Stroupe,  A.  U Mt.  Holly 

Mrs.  Stuckey,  Charles  L. 

Charlotte 

Mrs.   Styron,   Charles ...Raleigh 

Mrs.   Suiter,   W.   G ..Weldon 

Mrs.  Sullivan,  J.  T Asheville 

Mrs.    Sumner,    Emmett 

High  Point 
Mrs.    Summerlin,    H.    H. 

Laurinburg 
Mrs.    Summerville,    W.    M. 

Charlotte 

Mrs.    Sutter,    Renzo Mt.    Airy 

Mrs.  Swann,  C.  C Biltmore 

Mrs.    Sweaney,    Hunter.   Durham 

Mrs.  Sykes,  Charles Mt.  Airy 

Mrs.    Sykes,   R.    P ..Asheboro 

Mrs.   Sykes,   Ralph Mt.   Airy 

Mrs.    Tankersley,   J.    W. 

Greensboro 
Mrs.  Tannenbaum,  A.  J. 

Greensboro 
Mrs.  Tayloe,  John  C... Washington 
Mrs.    Taylor,    Andrew    D. 

Charlotte 
Mrs.   Taylor,   Frederick 

High  Point 

Mrs.  Taylor,  V.  W.,  Jr Elkin 

Mrs.  Taylor,   W.   I.,   Sr.....Burgaw 

Mrs.  Taylor,  Walter Greenville 

Mrs.  Taylor,  Wesley     Greensboro 

Mrs.    Temple,    Henry.. Kinston 

Mrs.  Templeton,  Ralph ..Lenoir 

Mrs.  Tennent,  G.   S. Asheville 

Mrs.   Terry,   J.   R. Lexington 

Mrs.    Terry,    P.    R Asheville 

Mrs.  Terrv,  W.  C. Hamlet 

Mrs.  Thomas,  C.  D. 

Black  Mountain 
Mrs.   Thomas,    Graham 

Greensboro 
Mrs.  Thomas,  Walter  L... Durham 

Mrs.  Thompson,  C.  A Sparta 

Mrs.  Thompson,  G.  R.  C. 

Wilmington 

Mrs.  Thompson,  H.  C Shelby 

Mrs.   Thompson,   L.   J. 

Winston-Salem 
Mrs.   Thompson,    Raymond 

Charlotte 
Mrs.  Thompson,  W.  L..  Goldsboro 

Mrs.    Thornhill,    Hale Raleigh 

Mrs.   Thorp,   Adam.Rockv   Mount 

Mrs.  Tillerv,  J.   G Wilson 

Mrs.  Townsend,  R.  G St.  Pauls 

Mrs.   Trachtenberg,   William 

Goldsboro 

Mrs.   Trent,  Josiah   C Durham 

Mrs.   Troutman,   Baxter Lenoir 

Mrs.   Troxler,   Eulyss. Greensboro 

Mrs.   Tuggle,   Allan Charlotte 

Mrs.   Turner,   John    R...Louisburg 
Mrs.    Turrentine,    Kilby  ..Kinston 

Mrs.  Tyler,   E.   R Durham 

Mrs.  Tyndall,   R.   Glenn.   .Kinston 

Mrs.  Tyner,  C.  V Leaksville 

Mrs.   Tyson,   Thomas   D.,   Jr. 

High  Point 
Mrs.  Tyson,  W.  W High  Point 
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Mrs.    Umphlet,   T.   L Raleigh 

Mrs.  Valone,  James  A. ..Lexington 
Mrs.  Vaiin,  H.  M... Winston-Salem 

Mrs.  Vanore,   A.   A Robbins 

Mrs.  Vaughan,  E.  W... Greensboro 

Mrs.  Vaughan,  W.  W Durham 

Mrs.  Venning,  W.  L Charlotte 

Mrs.    Vernon,    Taylor.. Morganton 
Mrs.  Wadsworth,  H.  B...New  Bern 

Mrs.  Walden,  K.  C Wilmington 

Mrs.  Walker,  E.  P Wilmington 

Mrs.  Walker,  R.  J Snow  Hill 

Mrs.   Wall,   R.   I Raleigh 

Mrs.  Wall,   Roscoe 

Winston-Salem 
Mrs.   Wall,   W.   S.. ...Rocky   Mount 

Mrs.  Wallace,  Lew Fletcher 

Mrs.  Walton,  C.  L.. ...Glen  Alpine 
Mrs.    Wannamaker,    Edward   J. 

Charlotte 

Mrs.  Ward,  Ernest Statesville 

Mrs.  Ward,  Frank  P.   Lumberton 

Mrs.   Ward,   J.   E Rober.sonville 

Mrs.  Ward,  J.  LaBruce.Asheville 

Mrs.  Ward,  W.  C Raleigh 

Mrs.    Ward,    W.    T.... Raleigh 

Mrs.  Warren,  Jessie  A. Dunn 

Mrs.  Warrick,  L.  A Goldsboro 

Mrs.    Warshauer,    S.    E. 

Wilmington 
Mrs.  Warwick,  H.   C... Greensboro 

Mrs.   Watkins,   C.   G. Charlotte 

Mrs.    Watkins,    Charles. ...Durham 

Mrs.  Watkins,  George Durham 

Mrs.   Watkins,   Wm. Durham 

Mrs.    Watson,    George Durham 

Mrs.  Watson,  S.  P New  Bern 

Mrs.   Watson,  T.  M Greenville 

Mrs.  Watters,  V.  Gregg. .Charlotte 

Mrs.  Way,  S.  E Rocky  Mount 

Mrs.  Weathers,  B.  G. Stanley 

Mrs.  Webb,  Alexander Raleigh 

Mrs.  Weeks,  K.  D. ..Rocky  Mount 

Mrs.   Wells,   Warner Raleigh 

Mrs.    Welton,   David  G... Charlotte 
Mrs.  Wessell,  J.   C Wilmington 


Mrs.  West,  B.  C Kinston 

Mrs.  West,  C.  P Kinston 

Mrs.    West,    L.   N. Raleigh 

Mrs.   Wharton,   L.   D Smithfield 

Mrs.  Wharton,  Watson. .Smithfield 
Mrs.   Whilden,  James   Griffith 

Durham 
Mrs.  Whisnant,  A.  M.. ...Charlotte 
Mrs.    Whitaker,    Donald    N. 

Raleigh 
Mrs.   Whitaker,  J    Allen 

Rockv  Mount 
Mrs.  Whitaker,  Paul  F.... ".Kinston 
Mrs.   Whitaker,  R.   H. 

Kernersville 
Mrs.  White,  T.  Preston  Charlotte 
Mrs.  Whitehead,  S.  L.....Biltmore 
Mrs.  Whitley,  R.  M.  Rocky  Mount 

Mrs.    Whitt,    W.    F Monroe 

Mis.    Whittington,    C.    T. 

Greensbui'o 
Mrs.  Wildei-.  R.  T.  .  .  Fair  Bluff 
Mrs.  Wilkes,  M.  B.       Laurinburg 

Mrs.  Wilkeison,  C.  B Raleigh 

Mrs.  Wilkins,  J.  C Haw  River 

Mrs.   Wilkins,   R.   B Durham 

Mrs.   Wilkinson,   C.   T. 

Wake  Forest 
Mrs.  Wilkinson,  L.  L..  High  Point 

Mrs.  Williams,  A.  F ^Wilson 

Mrs.   Williams,   C.   F Raleigh 

Mrs.   Williams,  J.   D...Greenslioro 

Mrs.  Williams,  J.  H Swannanoa 

Mrs.  Williams,  J.  W...Willianiston 
Mrs.  Williams,  L.  L... Spruce  Pine 
Mrs.  Williams,  Lynwood.. Kinston 
Mrs.  Williams,  McChord 

Charlotte 
Mrs.  Williams,  R.  T.....Farmville 
Mrs.   Williams,   Robert. ...Raleigh 

Mrs.    Willis,    C.   V Vanceboro 

Mrs.  Willis,  Candler  A Enka 

Mrs.  Willis,  H.  C ...Wilson 

Mrs.  Willis,  H.   S McCain 

Mrs.  Willis,  William  H. 

New  Bern 


Mrs.    Wilsey,   John 

Winstun-Salem 

Mrs.    Wilson,   C.  L Lenoir 

Mrs.    Wilson,   Frank Raleigh 

Mrs.  Wilson,  George  D...Asheville 

Mrs.   Wilson,  J.   S Durham 

Mrs.  Wilson,  Thomas  B Raleigh 

Mrs.    Wilson,    W.    G Madison 

Mrs.   Wilson,  W.  G.,  Jr. 

Smithfield 
Mrs.  Winkler,  Harry. ...Charlotte 
Mrs.  Winstead,  Ellis  G...Belhaven 

Mrs.  Winstead,  J.   L Greenville 

Mrs.    Wolfe,    H.    C Greensboro 

i\Irs.    Wolfe,    Harold Goldsboro 

Mrs.   Woltz,  J.  H.  E Charlotte 

Mrs.  Womble,  Edwin Wagram 

Mrs.   Womble,   W.   H.,  Jr. 

(ireensbiiro 
Mrs.    \\'<icid,    (ieorge,   Jr. 

High  I^oint 
Mrs.  Wood,  W.  Keid  Cireensboro 
Mrs.  Wood,  William  Boonville 

Mrs.   Woodard,   A.   G..    Cioldsboro 

Mrs.  Woodard,  B.  L Kenly 

Mrs.   Woodhall,   Barnes     Durham 

Mrs.    Woodlev,    C.    B. ...Kinston 

Mrs.  Woodruff,  F.  G...High  Point 

Mrs.  Woods,  J.  B.,  Jr Davidson 

Mrs.   Wooten,   A.   M Pinetops 

Mrs.   Wooten,   Floyd   P...  .Kinston 

Mrs.  Wooten,  W.  I Greenville 

Mrs.    Worley,    James Asheville 

Mrs.   Wrenn,   S.   M Lumberton 

Mrs.   Wright,   F.   S Biltmore 

Mrs.   Wright,  J.   E Macclesfield 

Mrs.  Wright,  James Raleigh 

Mrs.  Wright,  John  J. ..Chapel  Hill 
Mrs.    Wright,   Thomas,   Jr. 

Charlotte 

Mrs.   Yates,  P.  F Clayton 

Mrs.  Yoder,  Paul. .Winston-Salem 

Mrs.  Young,  David Raleigh 

Mrs.  Zealy,  A.  H.,  Jr. ..Goldsboro 


JUILLETIN  BOARD 

(CON  riMKI)    FlidM    IWCK     I7:ii 


News  Notes  from  the  Office  of  the 
Surgeon  General 

3,03.5  Army  Hospital  Beds  Set  Aside  for  Veterans 

A  total  of  3,035  betis  in  .Army  hospitals  through- 
out the  LTnited  States  have  l>een  allocated  for  treat- 
ment of  veterans.  Major  General  Raymond  W.  Bliss, 
Surgeon  General  of  the  Army,  has  announced.  The 
allocations  were  made  at  the  request  of  the  \'eterans 
Administration. 

Eeds  allotted  for  veteians  may  be  used  partly  for 
treatment  of  chronic  disabilities,  with  325  set  aside 
specifically  for  tuberculosis  cases  at  Fitzsimons 
General  Hospital  in  Denver.  None  of  the  beds  allo- 
cated will  be  used  for  patients  who  could  be  treated 
in  domiciles. 


Under  this  training  program  any  physician  who 
pvalifies  for  and  accepts  a  commission  in  the  Reg- 
ular Army  Medical  Corps  will  be  given  the  oppor- 
tunity of  competing  for  an  approved  residency  in 
the  field  of  his  choice. 

October  1,  1949,  has  been  established  as  the  dead- 
line for  receipt  of  applications  from  physicians  who 
are  interested  in  participating  in  this  training  pro- 
gram. Complete  information  and  application  blanks 
ff.r  the  program  may  be  obtained  by  writing  to  the 
Surgeon  General,  Department  of  the  Army,  Wash- 
ington 25,  D.  C. 


.\pplicati(ins    Inviled    for    .\rniy    .Medical    Uesideiil 
Training    I'rogram 

Applications  for  the  Military  Resident  Training 
Program  (in  Army  General  Hospitals)  are  currently 
being  received  in  the  Office  of  the  Surgeon  General- 


Veterans  Administration 

Dr.  Robert  A.  Kimbrough,  Jr.,  prominent  Phila- 
delphia physician,  has  been  appointed  a  member  of 
the  Veterans  Administration  national  advisory  board 
on  medical  problems.  Dr.  Kimbrough  succeeds  Dr. 
Paul  Titus  of  Pittsburgh,   who  resigned   recently. 

Pr.  Alfred  H.  Lawton,  dean  of  the  School  of  Me<l- 
'cine  at  the  University  of  North  Dakota,  Grand 
Forks,  has  been  appointed  chief  of  general  medical 
■."search  in  Veterans  Administration  Department  of 
Medicine  and  Surgery.  Dr.  Lawton  assumed  his  new 
duties  August  1  at  VA  Central  Office  in  Washing- 
ton, D.  C. 
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PANEL  DISCUSSION  ON  PEPTIC  ULCER 


Ur.  Julian  Ruffin  (Durham),  Chairman: 
We  have  chowen  a  topic  for  di.scussion  which 
is  of  interest  to  the  medical  man.  surgeon, 
and  general  practitioner  alike.  All  of  them 
are  confronted  from  time  to  time  with  the 
problems  of  ulcer. 

The  importance  of  peptic  ulcer  is  due  to 
the  fact  that  it  is  so  tremendously  prevalent. 
It  has  been  demonstrated  that  ulcer  occurs 
in  10  per  cent  of  the  population  of  this 
country.  With  few  exceptions,  it  is  respon- 
sible for  more  loss  of  time  from  work  than 
any  other  disease.  Its  complications  are 
serious  and  not  infrequently  fatal.  It  be- 
comes a  matter  of  practical  importance, 
therefore,  that  doctors  be  fully  aware  of  the 
importance  of  this  disease  and  be  prepared 
to  treat  it  properly. 

We  have  divided  the  subject  into  four 
parts,  which  will  be  presented  as  follows: 

Medical  Aspects — Dr.  Walter  R.  Johnson 

Radiologic  Aspects — Dr.  Allan  Tuggle 

Surgical  Aspects — 

Dr.  Howard  H.  Bradshaw 

Psychiatric  Aspects — Dr.  M.  H.  Greenhill 

CLINICAL   DIAGNOSIS 

Walter  R.  Johnson,  M.D. 

asheville 

Our  chairman  has  suggested  that  this  dis- 
cussion be  made  as  practical  as  possible  for 
the  man  who  does  not  have  access  to  modern 
laboi-atory  and  x-ray  facilities.  For  this  rea- 
son I  am  going  to  confine  my  remarks  to  a 
consideration  of  the  accomplishments  pos- 
sible by  use  of  our  five  senses  plus  a  Levin 
tube  and  a  buret. 

The  function  of  the  medical  man,  flanked 
on  one  side  by  the  x-ray  specialist  who 
"makes  the  diagnosis"  and  on  the  other  bv 


the  surgeon  who  "cures"  ulcer,  might  seem, 
at  first  blush,  not  very  important.  On  the 
contrary,  however,  the  role  of  the  internist 
or  general  practitioner  is  of  the  utmost  im- 
portance, because  it  is  he  who  sees  and  cares 
for  85  to  90  per  cent  of  these  patients.  It  is 
he  who  tries  to  make  the  diagnosis,  institutes 
treatment,  and  endeavors  to  keep  his  pa- 
tients out  of  the  hands  of  the  surgeon.  I 
think  you  will  agree  that,  no  matter  how 
poorly  his  role  is  fulfilled,  it  is,  indeed,  a 
most  important  one. 

Is  it  possible  to  make  a  diagnosis  of  peptic 
ulcer  without  the  aid  of  x-ray  study  ?  I  think 
it  is,  at  least  when  the  ulcer  is  of  the  simple, 
uncomplicated  variety.  I  do  not  advocate  it 
as  a  routine  procedure ;  but  when  economic 
or  other  important  considerations  make  x- 
ray  examinations  unavailable,  I  believe  it  is 
entirely  justifiable  to  make  a  clinical  diagno- 
sis on  the  basis  of  the  history  and  the  results 
of  an  Ewald  test  meal,  plus  the  response  or 
absence  of  response  to  treatment. 

Diugiuma  of  Vuconi plicated   Ulcer 

The  story  of  uncomplicated  peptic  ulcer  is 
one  of  the  most  typical,  stereotyped,  and  path- 
ognomonic symptom  complexes  in  medicine. 
I  do  not  think  any  of  us  would  hesitate  to 
make  a  diagnosis  of  angina  pectoris  from 
the  history  alone.  Why  should  we  hesitate 
to  do  the  same  for  the  ulcer-bearing  patient 
who  consults  us?  Periodicity  of  epigastric 
discomfort  is  one  of  the  important  features 
of  uncomplicated  peptic  ulcer.  Daily  discom- 
fort for  one  to  several  weeks,  followed  by 
weeks  or  months  of  complete  freedom  from 
distress,  is  almost  invariably  experienced  by 
these  patients.  During  the  period  of  discom- 
fort the  patient  usually  awakens  from  a 
sound  night's  sleep  feeling  entirely  well.  He 
has  no  discomfort,  and  he  eats  his  breakfast 
with  pleasure.   This  sense  of  well-being  per- 
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sists  for  several  hours  (two  to  four  or  five) 
and  then  gives  way  to  a  vague  epigastric 
distress,  variously  described  as  a  "full, 
bloated  feeling,"  an  "empty,  gnawing,  hun- 
gry feeling,"  a  "dull  ache,"  a  "sore,  raw- 
feeling,"  or  a  "burning  discomfort."  Many 
patients  call  it  pain,  but  when  asked  to  de- 
scribe the  sensation  decide  it  is  not  pain  but 
something  akin  to  the  above  descriptive 
phrases. 

Usually  by  the  time  the  patient  consults 
a  doctor,  he  has  learned  that  a  glass  of  milk, 
a  drink  of  water,  a  dose  of  soda,  a  tablet  of 
Amphojel  or  Tunis  supplied  by  a  kind  friend, 
or  some  other  material  placed  in  the  stomach 
will  relieve  his  distress  completely.  He  eats 
lunch  with  relish  and  continues  to  feel  per- 
fectly well  until  late  in  the  afternoon,  when 
the  same  unpleasant  epigastric  discomfort 
again  makes  its  appearance.  Again  it  is  re- 
lieved by  a  bit  of  food  or  drink,  or  by  the 
evening  meal  if  the  patient  waits  that  long. 
If  he  goes  to  bed  at  an  early  hour,  he  will 
not  be  troubled  again  until  10  or  11  o'clock 
the  following  morning;  but  if  he  goes  to  a 
movie  or  sits  up  late  or  has  a  fuss  with  his 
wife  or  family,  he  may  experience  the  dis- 
tress before  bedtime.  Only  rarely  is  he 
awakened  from  a  sound  sleep  by  epigastric 
distress;  but  if  he  is  a  light  sleeper,  he  may 
experience  discomfort  one  or  more  times 
during  the  night. 

This  cyclic  pattern,  recurring  day  after 
day  for  several  weeks  and  then  disappearing 
spontaneously,  is  almost  pathognomonic  of 
ulcer.  It  is  true  that  almost  identical  symp- 
toms are  sometimes  produced  by  a  reflex 
from  other  intra-abdominal  disease  or  are 
seen  in  association  with  achlorhydria,  but  in 
a  vast  majority  of  instances,  when  this 
symptom  complex  is  described  by  an  other- 
wise healthy  young  man,  you  can  be  fairly 
certain  that  he  is  harboring  a  simple  ulcer. 
Beware  of  the  person  who  says  that  he  sleeps 
through  the  night  and  awakens  at  breakfast- 
time  with  an  epigastric  burning  sensation. 
He  usually  does  not  have  ulcer,  or  if  he  has, 
it  has  passed  beyond  the  simple,  uncompli- 
cated stage. 

To  make  the  diagnosis  a  bit  more  certain, 
it  is  easy  to  obtain  gastric  contents  thirty 
to  sixty  minutes  after  a  meal  of  toast  and 
water,  and  titrate  the  liltrate  for  free  hydro- 
chloric acid.  If  acid  is  absent,  the  symptoms 
are  not  due  to  ulcer.   If  a  high  degree  of  acid 


is  present,  the  diagnosis  of  ulcer  is  much 
more  certain.  Finally,  if  the  patient  responds 
immediately  to  a  frequent  feeding  program, 
the  probability  of  ulcer  is  still  further  en- 
hanced. 

I  have  said  nothing  about  physical  exami- 
nation, because  it  is  rarely  of  value  except 
from  a  negative  standpoint.  A  spot  of  epi- 
gastric tenderness  is  usually  found,  but  that 
is  all. 

Of  course,  it  is  never  wise  to  proceed  with- 
out x-ray  confirmation  of  your  diagnosis  if 
it  is  at  all  possible  to  obtain  it.  Early  gastric 
cancer  can  produce  symptoms  identical  with 
those  I  have  detailed,  and  in  patients  of 
middle  age  this  possibility  must  always  be 
kept  in  mind. 

Diagnosis  of  Coniidicaied   Ulcer 

Unfortunately,  not  all  ulcer  patients  will 
relate  the  typical  diagnostic  story,  and  it  is 
easy  to  be  led  astray  when  concomitant  nerv- 
ous indigestion,  other  intra-abdominal  dis- 
ease, or  lesions  of  the  heart  muddy  the  wa- 
ters. Complications  of  ulcer,  such  as  partial 
obstruction  or  slow  perforation  with  attach- 
ment to  adjacent  viscera,  often  modify  the 
story  so  as  to  render  it  unintelligible.  In  such 
instances,  a  simple  little  device  is  usually  of 
extreme  value.  Ask  the  patient  to  give  you 
an  hour-by-hour  account  of  his  activities  and 
symptoms  from  the  moment  he  awakens 
until  he  goes  to  sleep  at  night.  With  a  little 
help  from  his  wife  or  family,  he  will  then 
correlate  his  symptoms  and  relate  them  in 
ordered  fashion.  If  the  story  is  still  too 
complex,  ask  him  to  go  back  five  or  ten  years 
and  describe  a  typical  day's  history.  Often 
in  this  fashion  you  will  uncover  an  old  ulcer 
story  that  has  been  completely  covered  up 
by  a  host  of  new  symptoms. 

Siutimunj 

Any  general  practitioner,  no  matter  how 
isolated,  can,  by  means  of  a  carefully  taken 
history,  plus  a  test  meal,  make  a  reasonably 
accurate  presumptive  diagnosis  of  peptic 
ulcer  and  institute  proper  treatment  long 
before  the  patient's  symptoms  are  sufiicient- 
ly  severe  to  warrant  investigation  by  a  gas- 
troenterologic  clinic.  Proper  treatment  at 
this  stage  may  obviate  the  complications  so 
often  encountered  when  peptic  ulcer  is  neg- 
lected. 
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RADIOLOGIC  DIAGNOSIS 

Allan  D.  Tuggle,  M.D. 

Charlotte 

In  any  discussion  entered  into  by  members 
of  the  various  divisions  of  medicine,  it  is 
necessary  to  agree  on  nomenclature  and 
anatomy.  For  that  reason,  I  shall  first  de- 
scribe the  anatomy  of  the  stomach  as  it  is 
generally  held  by  radiologists. 

Anatomy  of  the  Stomach 

The  curdia  lies  above  the  esophageal  ori- 
fice. 

The  bod  [I  or  pars  media  is  that  portion  be- 
tween the  cardia  and  the  angle  of  the  stom- 
ach, at  which  point  the  pijlo)ic  atitriim  be- 
gins and  extends  to  the  pylorus  proper.  It  is 
probably  better  to  call  this  portion  of  the 
stomach  the  antrum,  rather  than  the  pyloric 
antrum,  because  of  the  difi'erences  which 
arise  when  some  people  consider  the  antrum 
as  the  pylorus. 

The  stomach  has  its  g}-euter  and  lesser 
curvatures,  and  these  curvatures,  for  de- 
scriptive purposes,  are  carried  over  into  the 
first  portion  of  the  duodenum — the  superior 
portion  of  the  cap  being  its  lesser  curvature, 
and  the  inferior  portion  being  its  greater 
curvature.  Much  less  attention  is  paid  now 
than  in  former  years  to  the  position  and 
type  of  the  stomach — that  is,  whether  the 
fishhook  or  the  staghorn  type.  In  the  same 
individual  the  stomach  may  assume  the  fish- 
hook shape  in  the  upright  position,  and  the 
staghorn  shape  in  the  supine  or  prone  posi- 
tion. 

Radiologic  Examination  of  the  Stomach 

It  was  the  physiologist,  Cannon,  who  first 
filled  the  stomach  with  an  opaque  material 
and  recorded  its  shadow  on  a  sensitized 
plate.  Since  that  time  there  has  been  a  grad- 
ual and  sometimes  spectacular  development 
in  our  knowledge  concerning  both  the  ab- 
normal and  the  normal  physiology  of  the 
digestive  tract. 

In  the  early  years  of  radiology  the  organ 
to  be  studied  was  filled  with  an  opaque  sub- 
stance, and  indentations  or  outpocketings 
were  then  identified  as  additive  or  subtrac- 
tive  shadows  either  by  fluoroscopy  or  on  the 
film.  Since  the  work  of  Berg,  Forssell  and 
others,  the  radiologic  examination  of  the 
stomach  now  goes  further  and  includes  a 
study  of  the  rugae — their  size,  shape,  direc- 


tion, gnd  convergence  or  divergence.  In  this 
manner  diagnoses  have  been  made  much 
more  accurate. 

Manipulation  and  pressure  on  the  stomach 
following  a  small  swallow  of  barium  will 
show  the  rugae  extending  along  the  lesser 
curvature  of  the  stomach.  Along  this  lesser 
curvature,  and  in  the  mid-portion  of  the 
body,  they  are  longitudinal  and  vary  in  size. 
The  rugae  on  the  greater  curvature  side  are 
somewhat  irregular,  and  in  profile  this  ir- 
regularity produces  a  ragged  appearance  of 
the  greater  curvature.  As  the  antrum  is 
reached,  the  rugae  become  somewhat  thin- 
ner ;  they  may  be  in  parallel  formation,  long- 
itudinal to  the  antrum,  or  they  may  be  ob- 
liquely placed.  The  rugae  vary  in  appear- 
ance, depending  on  the  distention  of  the 
stomach. 

The  cap  or  first  portion  of  the  duodenum, 
in  which  by  far  the  greater  number  of  ulcer- 
ations are  found,  is  described  as  being 
roughly  like  a  chocolate  drop.  It  varies  in 
size,  shape,  and  position  in  difi'erent  indi- 
viduals, as  does  the  stomach. 

The  mucosa  of  the  cap  is  similar  to  that  of 
the  stomach  in  that  the  rugae  are  roughly 
longitudinal  and  parallel,  whereas  at  the 
beginning  of  the  second  portion  of  the  duo- 
denum the  mucosa  assumes  a  lacework  or 
lattice  appearance. 

Roentgenologic  Manifestations  of  Ulcer 
Gastric  ulcer 

Ulcers  manifest  themselves  by  retention 
of  barium  in  the  crater.  When  the  ulcer  is 
viewed  laterally,  the  barium  seems  to  extend 
beyond  the  normal  confines  of  the  stomach. 
If  the  ulcer  is  seen  en  face,  it  shows  a  small 
blotch  of  barium  which  appears  denser  than 
the  surrounding  barium.  The  rugae  may  be 
seen  to  converge  on  the  crater,  and  inflam- 
matory reaction  may  produce  a  slight  halo 
around  the  crater.  This  halo  should  be 
studied  carefully,  however,  in  order  to  rule 
out  ulceration  within  tumor  as  its  possible 
cause. 

In  gastric  ulcer  a  spasm  often  occurs  on 
the  opposite  wall  of  the  stomach.  This  has 
been  described  as  a  finger  pointing  toward 
the  ulcer.  Gastric  ulcers  are  generally  found 
on  the  lesser  curvature,  in  the  body,  and  on 
the  posterior  wall. 

Duodenal  ulcer 

Ulcers  in  the  duodenal  cap  are  also  mani- 
fested by  retention  of  barium  in  the  crater. 


498 


NOnXH   CAROLINA   MEDICAL  JOURNAL 


October,  1948 


Palpation  with  the  protected  thumb  will  dis- 
lodge barium  from  around  the  ulcer,  but  at 
all  times  the  crater  should  retain  its  barium. 
Rotation  of  the  patient  will  show  the  crater 
extending  from  one  of  the  margins  of  the 
cap.  Generally,  but  not  always,  there  is  an 
associated  defect  of  the  cap  itself  or  even 
multiple  defects.  The  crater  is  generally 
found  at  the  convergence  of  the  defects. 

With  either  gastric  or  duodenal  ulcer, 
there  may  or  may  not  be  an  associated 
pylorospasm. 

SURGICAL  treatment- 
Howard  H.  Bradshaw,  M.D. 
Winston-Salem 

The  surgeon  really  has  a  very  small  part 
to  play  in  the  ulcer  problem.  Perhaps  10  per 
cent  of  the  patients,  after  much  debate  and 
discussion,  will  finally  be  treated  by  the  sur- 
geon. No  intelligent  surgeon  feels  that  su)-- 
gery  is  the  answer.  It  is  not  very  gratifying 
to  remove  a  large  amount  of  normal  stomach 
in  order  to  treat  a  3-  or  4-cm.  lesion  which 
is  not  even  in  the  stomach,  but  is  outside  it. 

Recently  there  has  been  a  revival  of  pre- 
viously held  theories  concerning  the  cause 
or  causes  of  ulcer  and  some  proposed  lines 
of  attack.  As  in  previous  years,  however, 
there  is  little  concrete  experimental  or  clini- 
cal evidence  to  lend  support  to  much  of  the 
theorizing.  Such  ill  defined  and  poorly  under- 
stood matters  as  tissue  resistance  and  psy- 
chic trauma  are  being  much  discussed  in  cer- 
tain quarters.  We  are  all  aware  in  a  vague 
way  that  such  factors  are  probably  impor- 
tant in  many  other  disease  processes,  as  well 
as  in  ulceration  of  the  stomach  or  duodenum. 
In  the  present  state  of  our  ignorance,  how- 
ever, there  seems  to  be  little  that  can  be  done 
along  such  lines.  Out  of  the  various  theories 
may  come  some  really  valuable  research  that 
will  help  to  clarify  this  problem. 

The  aim  of  treatment  should  be  to  have 
a  patient  who  has  either  healed  his  ulcer  or 
has  learned  to  live  with  it.  This  aim  is  not 
realized  in  a  fair  percentage  of  patients.  It 
is  then  that  surgery  must  be  considered,  and 
only  then.  When,  despite  good  medical  care, 
an  ulcer  prevents  a  man  from  earning  a  live- 
lihood because  of  discomfort  or  is  a  threat 
to  his  life  because  of  complications,  then  the 


*  From  the  Dopartmect  of  Surgerv,  Bowinaii  Gi\iv  Sflioul  of 
Medicine  of  Wake  Forest  College,  Winston-Salem.  N.  C. 


treatment  should  be  changed.  It  seems  fool- 
ish for  internists  and  surgeons  to  argue 
heatedly  about  the  virtues  of  their  proced- 
ures. All  too  often  they  both  fail.  Certainly 
the  numerous  and  frequent  changes  in  both 
medical  and  surgical  therapv  attest  to  that 
fact. 

In  Ihe  whole  problem  of  ulcer,  acid  has 
been  a  common  denominator  to  which  other 
fractions  may  be  added  or  from  which  they 
may  be  subtracted.  Even  that  common  de- 
nominator is  being  questioned  by  some.  It  is, 
however,  generally  true  that  if  patients  can 
be  kept  in  a  state  of  achlorhydria  or  hypo- 
chlorhydria  they  will  have  little  ulcer  dis- 
tress and  will  rarely  develop  subsequent  ul- 
cers if  the  oi'iginal  one  has  healed  or  been 
removed. 

Gastro-Enterosto  m  y 

The  idea  of  performing  a  gastro-enteros- 
tomy  in  order  to  allow  the  duodenal  juice  to 
dilute  the  gastric  content  and  the  acid  to 
drain  has  not  proved  sound.  A  large  per- 
centage of  patients  have  recurrence  of  symp- 
toms, with  acid  values  as  high  as  before. 

Vagotomy 

I  am  sure  you  are  all  interested  in  the  re- 
sults of  vagotomy.  Dr.  Ruffin  can  tell  you 
more  about  that  than  I.  We  have  operated 
on  12  patients.  We  started  out  doing  vagot- 
omy through  the  thorax,  possibly  because  we 
were  more  interested  in  the  thorax,  and 
thought  we  got  a  better  approach  to  more 
of  the  fibers.  I  think  that  idea  is  wrong :  I 
believe  that  the  approach  from  below  is 
equally  good,  and  it  allows  one  to  confirm 
the  diagnosis,  study  the  lesion,  and  perform 
some  drainage  operation.  It  has  been  found 
that  it  is  difficult  for  these  patients  to  empty 
their  stomachs,  and  a  supplementary  proced- 
ure is  often  necessary  at  the  time  vagotomy 
is  done.  Probably  the  supra-diaphragmatic 
approach  should  be  abandoned  entirely. 

The  rate  of  regeneration  of  vagus  fibers 
in  the  human  being  is  not  known.  Following 
vagotomy  the  stomach  regains  a  good  deal 
of  its  power  to  contract  and  empty.  This 
may  or  may  not  mean  regeneration.  There- 
fore, it  seems  that,  particularly  in  younger 
people,  the  operation  of  vagotomy  and  subse- 
quent gastro-enterostomy  is  subject  to  grave' 
question.  No  one  knows  what  the  effects  of 
partial  denervation  on  the  liver,  pancreas, 
and  intestines  are. 
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Partiul  Gastric  Resection 

It  is  my  belief  that  partial  gastric  resec- 
tion is  the  procedure  of  choice  in  the  younger 
ulcer  patient  who  has  failed  to  respond  to 
adequate  nonsurgical  therapy.  I  do  not  use 
the  term  "subtotal":  it  is  rarely  subtotal.  It 
accomplishes  at  least  a  partial  vagotomy, 
removes  the  ulcer  in  most  instances,  and  pro- 
vides a  large  opening  for  gastric  drainage 
and  neutralization.  The  results  reported 
from  large  clinics,  plus  our  own  experience 
with  about  100  patients,  will,  I  think,  bear 
out  the  statement  that  it  has  been  the  most 
satisfactory  procedure  employed  to  date.  In 
good  clinics,  the  mortality  following  this  op- 
eration is  about  3  per  cent  in  uncomplicated 
cases.  Anc/ther  10  to  15  per  cent  of  the  pa- 
tients will  still  have  symptoms ;  an  occasional 
one  will  develop  rather  marked  anemia.  Ap- 
parently, about  85  per  cent  of  the  patients 
having  this  operation  can  work  and  be  self- 
supporting. 


PEPTIC  ULCER  AS  A  PSYCHOSOMATIC 
PROBLEM* 

Maurice  H.  Greenhill,  31. D. 

Durham 

When  an  organ  such  as  the  stomach  or 
duodenum  is  so  seriously  diseased  that  the 
lesion  leads  to  total  incapacity,  hemorrhage, 
perforation,  or  neoplastic  growth,  it  is  only 
natural  that  particular  attention  be  paid  to 
that  diseased  organ.  Most  of  the  articles 
in,  the  literature  dealing  with  peptic  ulcer, 
as  well  as  the  major  portion  of  the  addresses 
which  have  preceded  this  one  today,  have 
been  concerned  with  the  pathology,  disturbed 
phj'siology,  and  medical  and  surgical  treat- 
ment of  the  stomach  and  duodenum.  The 
psychiatric  or  psychosomatic  approach  to 
the  problem  of  peptic  ulcer  is  a  portion  of 
another  point  of  view — namely,  "to  consider 
the  stomach  not  as  an  isolated  organ,  but  as 
a  functioning  unit  in  a  whole  integrated 
organism." 

Effects  of  Neurologic  and  Emotioital  Dis- 
turbances on  the  Gastrointestinal  Mucosa 

When  one  considers  that  ulceration  of  the 
mucosa  of  the  stomach  or  duodenum  may 
occur    in    association    with    lesions    of    the 


*  From  the  Department  of  Xeuropsjchiatrv,  Duke  Ulu\■er^it>' 
School  of  Medicine,  Durham,  Noith  Carolina. 


frontal  lobes  of  the  brain,  with  disturbance 
of  the  third  ventricle,  with  destruction  of 
nuclei  of  the  posterior  portions  of  the  hypo- 
thalamus or  of  the  tuber  cinereum,  in  asso- 
ciation with  burns,  and  in  connection  with 
the  terminal  states  of  systemic  disease,  this 
conception  of  an  organismic  approach  to  the 
problem  of  peptic  ulcer  appears  to  be  an 
obvious  one.  Less  dramatic,  but  neverthe- 
less striking,  is  the  function  of  disturbed 
emotional  states  in  peptic  ulcer.  In  this  con- 
ception one  looks  upon  peptic  ulcer  as  a 
manifestation  of  disturbed  physiologic  equi- 
librium resulting  from  emotional  stress. 

We  all  know  that  disturbing  emotional 
states  have  an  effect  upon  the  stomach  and 
duodenum.  Beaumont,  Richet,  Carlson,  and 
Cannon  pointed  out  this  fact  long  ago'^'. 
Alvarez'-'  has  intimated  that  emotional  dis- 
turbances are  not  an  unimportant  factor  in 
the  etiology  of  peptic  ulcer.  The  work  of 
Wolf  and  Wolff  and  of  Mittelmann  and 
Wolff  has  recently  made  clearer  the  corre- 
lation between  physiologic  dysfunction,  in 
terms  of  hyperemia,  hyperacidity  and  hyper- 
motility,  and  disturbed  emotional  states  in 
patients  with  gastric  and  duodenal  ulcer'^'. 
They  have  shown  more  specifically  that  sus- 
tained anger,  anxiety,  and  guilt  are  associ- 
ated with  hyperemia,  hyperacidity  and  hy- 
permotility  of  the  gastric  mucosa,  leading 
to  increased  pain  and  hemorrhage.  Further- 
more, the  pharmacologic  action  of  vasodi- 
lator and  vasoconstrictor  drugs,  atropine, 
epinephrine,  acetyl-B-methylcholine,  and 
neostigmine — all  of  which  normally  have  an 
effect  upon  the  gastrointestinal  mucosa — is 
reduced  in  the  presence  of  heightened  emo- 
tional states.  Giving  further  emphasis  to  the 
point  of  view  that  peptic  ulcer  is  the  reaction 
of  one  end  organ  to  what  might  be  consid- 
ered a  systemic  disease  or  a  dysfunction  in- 
volving the  whole  organism  is  the  fact  that 
more  than  the  gastrointestinal  mucosa  is  in- 
volved when  patients  with  peptic  ulcer  re- 
spond to  emotional  disturbances  with  hyper- 

1.  (a)  Beaumont,  W. :  Experiments  and  Observations  on  the 
Ciastrie  Juice  and  tlie  PhysiolO£:y  of  Digestion.  Plattslmrg. 
F.  I'.  Allen.  1833.  (b)  Richet,  C. :  Des  Propietes  chiiiiiques 
et  plivsiologiques  du  Sue  gastrique  chez  rHomme  et  les 
Animaux,  Appendice  A.,  J.  de  I'.Anat.  et  de  la  Pliysiol. 
14:17(1,  1878.  (CI  Carlson.  A.  J.:  Contributions  to  the 
Physiology  of  ihe  Stomach.  Am.  J.  Physiol.  31:lj],  1912. 
(d)  Cannon,  W.  B.:  The  Influence  of  Emotional  States  on 
the  Functions'  of  the  Alimentary  Canal,  -\ni.  J.  M.  Sc,  137: 
-18(1-187    (April)    i!i(i9. 

■2.  Alvarez.  W.  C. :  Nenousness.  Indigestion  and  Pain,  New 
York.  Paul  B.  Hoeber,  1943. 

3.  (a)  Wolff.  H.  G.  and  Wolf,  S,  G.:  Human  Gastric  Func- 
tion, London  and  New  York,  Oxford  University  Press,  li)  13. 
(b)  Mittelmann.  B,  and  Wolff,  H.  G, :  Emotions  and  Gas- 
troduodenal  Functions:  Experimental  Studies  on  Patients 
\vith  Gastritis,  Duodenitis,  and  Peptic  Ulcer.  PsTcliosom, 
Med,   4:5-61    (Jan,)   1942, 


500 


NORTH   CAROLINA   MEDICAL  JOURNAL 


October,  1948 


emia,  hyperacidity  and  hypermotility.  For 
example,  not  only  is  there  evidence  of  such 
disturbed  physiology  in  the  stomach  and  duo- 
denum, but  changes  in  finger  temperature, 
in  capillaries  of  the  fingernail  beds  and  in 
respiration  are  evident.  That  is,  when  a  pa- 
tient complains  of  epigastric  pain  and  tarry 
stools  he  is  observing  only  the  most  distress- 
ing of  a  whole  series  of  manifestations  of 
disturbed  homeostasis. 

Characteristics  of  the  Patient  with 
Peptic  Ulcer 

Not  all  the  causes  of  the  disturbed  homeo- 
stasis which  leads  to  peptic  ulcer  are  known. 
Those  who  have  considered  the  problem  of 
peptic  ulcer  from  the  viewpoint  of  compre- 
hensive medicine — which  considers  pathol- 
ogy as  the  reaction  to  injury,  including  the 
response  of  tissues  to  all  types  of  stress, 
both  physical  and  emotional — have  been  im- 
pressed by  the  type  of  human  being  who  de- 
velops peptic  ulcer  and  by  the  circumstances 
under  which  he  develops  it.  To  peptic  ulcer 
may  be  applied  the  adage,  "It  is  not  only 
a  question  of  what  kind  of  disease  the  pa- 
tient has,  but  of  what  kind  of  patient  the 
disease  has."**' 

If  one  practices  medicine  from  the  com- 
prehensive point  of  view,  which  takes  into 
consideration  not  only  the  physiologic  and 
pathologic  stresses  to  which  the  human  be- 
ing is  subject,  but  also  the  social  and  en- 
vironmental strains,  one  cannot  help  but  be 
impressed  by  the  emotional  characteristics 
of  the  patient  with  peptic  ulcer.  These  char- 
acteristics have  been  outlined  by  investiga- 
tors in  internal  medicine  and  in  psychiatry 
during  recent  years.  The  results  of  their  in- 
vestigations might  be  summed  up  as  follows : 

1.  The  peptic  ulcer  patient  shows  mani- 
festations of  increased  neuromuscular  ten- 
sion ;  this  observation  coincides  with  the  con- 
ception of  Alvarez  and  others  that  the  indi- 
vidual with  peptic  ulcer  is  lean,  drawn,  and 
angular.  Such  individuals  show  signs  of  be- 
ing taut  and  strained,  and,  if  asked,  admit 
to  many  symptoms  of  tension  state. 

2.  The  exacerbations  of  peptic  ulcer  which 
these  patients  have  are  clearly  correlated 
with  instances  of  emotional  crisis.  Events 
producing  emotional  strain,  manifested  by 
tension  and  depression,  are  common  in  the 
lives  of  such  individuals,  and  lead  to  attacks 
of  peptic  ulcer. 

4.    Taylor.    F.  R. :   rersonal  coniniunication. 


3.  If  one  takes  the  time  to  obtain  a  de- 
tailed life  history  of  such  patients,  one  finds 
a  high  incidence  of  psychoneurotic  manifes- 
tations. 

4.  Individuals  with  peptic  ulcer  seem  to 
be  predisposed  toward  certain  types  of  emo- 
tional strains,  because  of  the  characteristics 
of  their  personalities.  Franz  Alexander, 
Saul,  and  others  have  pointed  out  that 
these  individuals  are  subject  to  emotional 
strain  because  they  are  constantly  struggling 
within  themselves  to  overcome  being  de- 
pendent upon  another  individual''''.  They  are 
basically  passive  and  dependent  persons  who 
fight  valiantly  to  be  completely  independent, 
at  the  same  time  that  they  are  tempted  to 
lean  upon  someone  else.  At  the  moment  that 
this  campaign  fails  and  they  can  neither  be 
aggressively  independent  nor  completely  de- 
pendent upon  another,  they  have  so  lost  their 
feelings  of  emotional  security  that  the  physi- 
ologic equilibrium  of  the  body  becomes  dis- 
turbed and  physiologic  changes  result,  which 
lead  to  peptic  ulcer.  Rosenbaum,  Kapp  and 
Romano  have  shown  that  an  exacerbation 
of  peptic  ulcer,  often  with  hemorrhage  or 
perforation,  resulted  when  a  striving,  tense, 
seemingly  aggressive  person  was  removed 
from  another  person  upon  whom  he  was  de- 
pendent"". 

5.  Another  characteristic  of  the  individ- 
ual with  peptic  ulcer  is  that  in  his  chaotic 
struggle  for  independence  he  is  strikingly 
aggressive,  but  has  difficulty  in  expressing 
his  aggressive  feelings.  These  people  tend 
to  inhibit  hostility.  This  inhibition  of  hos- 
tility appears  to  be  associated  with  height- 
ened physiologic  responses  such  as  hyper- 
emia, hyperacidity,  and  hypermotility  of 
the  gastric  and  duodenal  mucosa.  Such  a  re- 
action follows  closely  the  theories  of  positive 
inductance  of  Sherrington  and  Pavlov,  who 
hold  that  the  inhibition  of  a  reaction  is  fol- 
lowed by  a  greater  reaction  than  would 
otherwise  have  been  obtained. 
■  6.  Since  every  human  being  is  subject  to 
emotional  stress,  why  is  it  that  some  indi- 
viduals develop  peptic  ulcer  in  association 
with  such  stress?  For  an  individual  to  de- 
velop a  peptic  ulcer  he  must  have  three  char- 
acteristics which  might  be  called  a  psycho- 

.-..  (a)  Alexander.  F. :  Tlie  Influence  of  Psychologic  Factors 
upon  Gastro-Intestinal  Disturl)ances.  Psychoanalyt.  Quart. 
3;.>iU-j:!fl  (Oct.)  1H34.  (b)  Saul.  L.  J.:  Psychiatric  Treat- 
ment of  Peptic  L'lcer  Patients,  Psychosom.  Med.  8:204-210 
(May-June)    1946. 

(1.  Kapp.  F.  T..  Rosenbaum,  M.  and  Romano.  J.:  Psychological 
Factors  in  Men  with  Peptic  Ulcer,  Am.  J.  Psychiat.  103: 
700-704    (March)    1947. 
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somatic  triad.  (1)  He  must  have  a  consti- 
tutional predisposition  to  disturbance  of  the 
gastrointestinal  system.  One  is  struck  by 
the  high  incidence  of  diseases  of  the  gastro- 
intestinal system  in  the  family  history  of 
patients  with  peptic  ulcer.  (2)  He  must  have 
a  stomach  or  duodenum  which  is  the  princi- 
pal reactor  to  a  disturbance  in  the  physi- 
ologic equilibrium  of  the  body.  (3)  He  must 
be  particularly  sensitive  to  a  cei-tain  type 
of  emotional  strain — namely,  an  internal 
struggle  between  dependence  and  independ- 
ence. 

If  these  three  factors  are  not  present,  an 
ulcer  does  not  develop.  The  family  history 
should  uncover  any  constitutional  predispo- 
sition. The  finding  of  hyperacidity  in  the 
gastric  analysis  may  give  evidence  of  the 
predisposed  organ,  but  obviously  not  in 
every  instance.  Mirsky  indicates  in  a  per- 
sonal communication  that  a  high  uropepsin 
level  in  the  urine  is  a  good  indication  of  a 
stomach  disposed  to  ulcer  formation'"'.  The 
presence  of  personality  traits  which  lead  to 
peptic  ulcer  can  be  determined  by  a  compre- 
hensive medical  history. 

Applications  to  Therapy 

This  holistic  point  of  view  concerning  pep- 
tic ulcer  is  backed  by  reports  in  the  litera- 
ture and  by  current  work  in  internal  medi- 
cine and  psychiatry.  This  work  would  be 
mainly  of  theoretical  value  if  it  were  not 
producing  results  in  terms  of  therapy. 
Therapy  based  on  the  holistic  viewpoint  has 
been  designed  to  re-establish  the  equilibrium 
of  the  person  who  has  peptic  ulcer,  by  pro- 
ducing greater  emotional  security  within 
him.  One  can  do  nothing  to  eradicate  the 
constitutional  predisposition  of  such  an  in- 
dividual. Most  of  the  standard  treatment 
of  peptic  ulcer — the  Sippy  diet,  alkalies, 
belladonna,  aluminum  hydroxide,  gastro- 
jejunostomy, gastric  resection,  and  vagot- 
omy— has  been  designed  to  relieve  the  end 
organ. 

It  would  seem  to  be  good  practice  to  treat 
the  patient  completely  and  wholly  by  utiliz- 
ing, in  addition  to  the  methods  just  men- 
tioned, some  means  of  reducing  the  emotion- 
al tension  which  these  patients  often  have. 
There  are  several  methods  which  may  help 
to  achieve  this  aim:  (1)  Relief  of  the  neuro- 
muscular tension  by  teaching  jn'ogressive 
muscular  relaxation  or  by  inducing  relaxa- 

7.    Miriky,   I.   A.:  Personal  coinmiinioatior). 


tion   with   such   drugs   as   the  barbiturates. 

(2)  Employment  of  the  hospital  setting  or 
the  doctor-patient  relationship  to  give  the 
patient  a  temporary  feeling  of  dependence. 

(3)  Removal  of  the  patient  from  the  emo- 
tional stress  by  bringing  him  into  the  hos- 
pital, or  by  planned  efforts  to  get  him  away 
from  the  conflict.  (4)  Teaching  the  patient 
to  avoid  or  control  the  emotional  crisis  which 
has  again  and  again  caused  exacerbations  of 
peptic  ulcer,  or  verbally  to  ventilate  hostility 
which  he  has  bottled  up. 

One  can  only  consider  the  stomach  as  a 
"functioning  unit  in  a  whole  integrated  or- 
ganism." From  this  point  of  view,  to  quote 
Wolf  and  Wolff,  "the  objectives  in  the 
management  of  patients  who  exhibit  the  gas- 
tritis and  ulcer  syndrome  are  clear.  Thera- 
peutic efforts  should  be  directed  toward 
preventing  or  controlling  gastric  hyper- 
function,  and  the  problem  resolves  itself 
into  one  of  the  care  of  the  man,  rather  than 
merely  his  stomach."'-'" 

Discussion 

Chairman  Ruff  in:  The  first  question  we  have  is, 
"What  are  tlie  indications  for  surgical  therapy  of 
liemorrliage  in  peptic  ulcer?"  Dr.   Bradshaw. 

Dr.  Bradshaw:  I  wish  I  knew  the  answer  to  that. 
Hemorrhage  is  usually  not  very  much  of  a  threat 
to  younger  patients.  The  older  patient  who  has  re- 
peated massive  hemorrhages  should  have  an  opera- 
tion. One  cannot  answer  such  a  question  categoric- 
ally. 

Chairman  Ruffin:  The  next  question  is:  "How 
can  one  differentiate  between  hemorrhage  from  pep- 
tic ulcer  and  hemorrhage  from  Meckel's  diverti- 
culum?" Dr.  Johnson. 

Dr.  Johnson:  Only  rarely  can  this  differentiation 
be  made  clinically.  The  appearance  of  the  blood 
from  ileckel's  diverticulum  may  suggest  that  the 
bleeding  point  is  located  fairly  low  in  the  gastro- 
intestinal tract,  but  for  the  most  part  we  must 
depend  entirely  upon  the  previous  history.  An  ante- 
cedent history  of  ulcer  makes  the  probability  of 
bleeding  ulcer  more  logical,  whereas  the  absence 
of  previous  epigastric  distress  causes  one  to  suspect 
one  of  the  less  common  causes  of  gastrointestinal 
bleeding.  Attacks  of  pain  or  colic  in  the  middle  or 
lower  part  of  the  abdomen  may  accompany  ulcera- 
tion of  Meckel's  diverticulum,  the  atypical  char- 
acter of  which  might  suggest  this  rare  complication 
as  the  cause  of  melena. 

Chairman  Ruffin:  Question  3  is:  "If  the  wife  is 
the  cause  of  pain  from  a  gastric  ulcer,  would  ycu 
advise  divorce?"  Dr.  Greenhill,  I  think  that  is  down 
your  alley. 

Dr.  Greenhill:  I  wish  we  could  advise  divorce 
sometimes,  but  it  is  supposed  to  be  against  the  rules, 
because  almost  every  time  it  happens  the  problem 
bounces  back  on  us.'  It  certainly  is  not  a  bad  idea 
to  bring  the  wife  into  the  situation  when  one  is 
treating  a  patient  with  peptic  ulcer  who  obviously 
has  psychoneurotic  difficulties.  I  \\nsh  I  had  some 
figures  on  the  incidence  of  diseases  in  the  wives  of 
men  with  peptic  ulcer.  I  imagine  it  is  high. 
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Chairman  Ruff  in:  Dr.  Tuggle,  this  is  for  you. 
"What  is  the  effect  of  x-ray  treatment  in  ulcer?" 

Dr.  Tuggle.  Roentgen-ray  treatment  of  peptic 
ulcer  is  based  on  the  fact  that  such  therapy  will 
diminish  the  secretion  of  glands.  I  think  it  was 
Palmer,  in  Chicago,  who  popularized  radiation  ther- 
apy. I  have  had  very  little  experience  with  it.  I  do 
not  think  it  is  going  to  be  popular,  because  it  takes 
a  dosage  of  about  3,000  r,  and  you  can  not  give  this 
much  radiation  to  a  patient  for  a  lesion  which  is 
likely  to  recur. 

Chairman  Ruff  in:  Dr.  Palmer  and  Dr.  Kirsner 
have  reported  a  series  of  cases  in  which  it  was 
shown  that  the  gastric  acidity  comes  down  following 
roentgen  therapy;  it  is  going  to  recur,  however,  and 
you  do  not  dare  to  give  x-ray  treatment  again. 
Therefore  I  would  say  that  the  x-ray  has  no  real 
role  in  the  treatment  of  peptic  ulcer. 

The  next  question  reads  as  follows:  "Discuss  the 
value,  if  any,  of  amino  acids,  as  a  supplement  to 
the  therapy  of  ulcer."  Dr.  Johnson. 

Dr.  Johnson:  I  believe  there  is  general  agreement 
that  the  jirotein  hydrolysate  therapy  of  ulcer  has 
no  specific  merit,  except  in  those  patients  suffering 
from  malnutrition  and  hypoproteinemia.  The  buft'er- 
ing  action  of  milk  and  non-soluble  antacids  is  usually 
adequate,  and  there  is  little  reason  to  force  an  un- 
palatable mixture  of  protein  hydrolysate  on  the 
ulcer  patient  unless  he  shows  definite  evidence  of 
protein  starvation. 

Chairman  Ruff  in:  Next,  "What  percentage  of  pa- 
tients, following  subtotal  gastrectomy,  have  a  mac- 
rocytic anemia?"  Do  vou  know  the  percentage.  Dr. 
Bradshaw  ? 

Dr.  Bradshaw:  I  do  not  know  the  exact  percent- 
age, but  I  think  it  is  very  small — not  over  2  or  3  per 
cent. 

Chairman  Ruff  in:  Dr.  Johnson,  will  you  answer 
this:  "Can  you  cure  by  medicinal  treatment  and  diet 
a  duodenal  ulcer  and  allow  the  patient  to  take  one 
good  highball  befoi'e  dinner?" 

Dr.  Johnson:  The  answer,  I  think,  must  be  yes  and 
no.  It  all  depends  on  the  make-up  of  the  ulcer-bear- 
ing patient  and  on  the  type  and  severity  of  his  ulcer. 
Many  ulcer  patients  get  to  the  point  where  they  can 
take  a  highball  or  two  before  dinner  without  appar- 
ent harm.  If  you  have  sold  the  patient  on  the  neces- 
sity for  constant  and  careful  attention  to  his  stom- 
ach in  the  form  of  frequent  bland  feedings  with 
between-feeding  antacids,  together  with  regular 
hours,  avoidance  of  tobacco  and  so  forth,  he  will 
eventually  heal  his  ulcer  if  it  is  uncomplicated.  After 
his  ulcer  is  healed,  an  occasional  highball  will  do 
him  no  harm  if  the  remainder  of  the  ulcer  program 
is  adhered  to. 

Chairman  Ruffin:  Here  are  two  questions  for  Dr. 
Bradshaw:  (1)  "Discuss  vagotomy  in  relation  to 
the  treatment  of  gastric  ulcer,  with  special  refer- 
ence to  motility  complications  following  vagotomy." 
(2)  "What  are  the  clearest  indications  for  vagot- 
omy ?  " 

Dr.  Bradshaw:  I  think  the  clearest  indication  for 
vagotomy  is  recurrence  of  ulcer  symptoms — espec- 
ially pain — after  surgery.  The  motility,  of  course, 
is  interfered  with;  the  stomach  does  not  empty, 
under  normal  circumstances,  very  well.  Neverthe- 
less, vagotomy  is  justifiable  in  such  cases,  and  the 
ulcer  pain  is  immediately  relieved. 

Chairman  Ruffin:  Vagotomy  is  still  in  the  experi- 
mental stage.  When  a  patient  is  not  relieved  by 
partial  gastric  resection,  additional  surgery  is  some- 
times necessary.  However,  I  should  advise  against 
vagotomy  unless   you   are   prepared   to   follow  your 


patient  closely  by  x-ray  to  determine  what  degree 
of  retention  exists,  or  unless  you  are  dealing  with 
a  patient  in  whom  the  pre-existing  stoma  is  still 
present. 

I  hope  in  less  than  a  year  to  give  you  more  defi- 
nite information  on  this.  A  nation-wide  survey  is 
being  made  as  to  the  results  of  vagotomy.  Some 
.5000  cases  have  been  treated  by  this  method. 

I  have  been  asked  to  discuss  the  cause  of  pain  in 
peptic  ulcer.  Since  the  pain  is  relieved  immediately 
l"iy  cutting  the  vagus  nerve,  one  might  think  that 
the  vagus  is  the  central  pathway  for  the  transmis- 
."^ion  of  pain.  However,  the  vagus  nerve  can  be  stim- 
ulated below  the  diaphragm  by  every  means  you  can 
think  of,  without  producing  any  sensation  whatever. 
Furthermore,  we  have  shown  that  spinal  anesthesia 
causes  the  pain  of  ulcer  to  disappear.  Since  the 
vagus  comes  off  the  brain  stem,  this  result  could 
not  have  been  produced  by  paralysis  of  the  vagus. 
Some  say  the  pain  is  due  to  acid  bathing  the  base 
of  the  ulcer.  Some  say  it  is  due  to  spasm.  I  do  not 
believe  we  have  the  final   answer  yet. 

The  next  question  is  for  Dr.  Greenhill:  "What  are 
the  results  of  psychotherapy  in  the  treatment  of 
ulcer?" 

Dr.  Greenhill:  There  are  no  statistics  available  as 
to  the  results  of  psychotherapy  in  peptic  ulcer,  and 
I  can  only  draw  from  my  own  personal  experience. 
In  a  patient  who  has  had  peptic  ulcer  for  several 
years,  with  repeated  exacerbations,  or  who  has  had 
perforation  or  hemorrhage,  the  results  are  not  very 
good.  In  the  large  group  of  patients  who  come  in 
complaining  of  symptoms  such  as  Dr.  Jolinson  has 
described,  I  think  some  improvement  in  terms  of 
less  frequent  and  less  intense  exacerbations  can  be 
accomplished.  That  is  about  as  much  as  we  can  say. 

Chairman  Ruffin:  Here  is  a  surgical  question: 
"What  percentage  of  patients  with  achlorhydria 
later  develop  carcinoma?" 

Dr.  Bradshaw:  I  do  not  think  those  figures  are 
available,  but  a  recent  survey  of  patients  with  cancer 
of  the  stomach  showed  that  there  were  more  in 
the  group  with  a  history  of  low  gastric  acidity  than 
with  a  history  of  relatively  high  acidity. 

Chairman  Ruffin:  "Should  all  patients  with  gas- 
tric ulcer  be  subjected  to  resection?" 

Dr.  Bradshaw :  Generally,  yes.  However,  if  the 
patient  is  elderly  and  is  in  rather  poor  physical 
condition,  with  an  ulcer  near  the  esophagus,  that 
patient  might  well  be  treated  conservatively  and 
observed  periodically.  Of  course,  while  observations 
are  being  made  we  may  lose  our  best  chance  of 
curing  a  cancel'.  On  the  other  hand,  the  operation 
carries  considei'able  mortality.  Nearly  all  patients 
with  gastric  defects  who  have  been  thought  to  have 
ulcer  should  have  surgery,  because  it  has  been  shown 
in  many  large  clinics  that  about  22  to  25  per  cent 
of  those  patients  really  have  cancer.  It  is  impos- 
sible to  be  certain  before  operation  whether  a  pa- 
tient has  ulcer  or  cancer.  If  one  decides  to  try  a 
period  of  conservative  treatment,  it  should  not  be 
measured  in  terms  of  months,  but  in  terms  of  weeks. 

Dr.  Tuggle:  A  recent  article  in  the  .Journal  of  the 
American  Medical  Association  gave  the  percentage 
of  error  in  the  radiologic  diagnosis  of  ulcerations 
of  the  stomach  as  20  per  cent.  That  is  high,  but 
most  of  the  errors  occur  in  the  boi'derline  lesions; 
other  lesions  can  be  diagnosed  with  a  fair  degree 
of  accuracy  as  carcinoma  or  ulcer.  Lesions  of  the 
antrum  are  particularly  difficult  to  diagnose.  Even 
at  operation  such  a  lesion  may  appear  benign,  and 
only  after  the  pathologist  gives  his  report  can  one 
be  certain  that  it  is  malignant. 

Chairman    Ruffin:    "Can   peptic   ulcer   be   treated 
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adequately  by  the  general  practitioner  ?  If  so,  what 
do  you  consider  the  most  effective  method  of  treat- 
ment?" Dr.  Johnson,  will  you   answer  that? 

Dr.  .lohnson:  As  has  been  said  before,  we  general 
practitioners  are  called  upon  to  treat  85  to  90  per 
cent  of  all  patients  with  ulcer.  If  we  do  our  job 
effectively,  our  patients  will  be  spared  a  tremendous 
amount  of  suft'ering,  and  a  lesser  number  of  them 
will  eventually  require  surgery.  The  doctor  himself 
must  be  convinced  that  adequate  treatment  means 
several  years  of  constant  care  instead  of  the  tem- 
porary and  incomplete  programs  so  often  prescribed. 

First  of  all,  since  it  is  rarely  possible  to  persuade 
the  patient  with  uncomplicated  ulcer  that  he  needs 
hospital  care,  we  are  forced  to  treat  him  on  the  hoof, 
whether  we  like  it  or  not.  I  believe  that  a  satisfac- 
tory result  can  be  obtained  from  ambulatory  treat- 
ment in  the  vast  majority  of  instances,  and  I  am 
going  to  confine  my  remarks  to  that  form  of  ther- 
apy. 

Of  what  does  an  adequate  program  consist?  Three 
small  meals  of  simple,  bland  foods,  with  hourly 
between-meal  feedings  of  milk  or  the  equivalent. 
are  the  mainstay  of  our  program.  The  feedings 
should  begin  as  soon  as  the  patient  arises  in  the 
morning  and  should  continue  until  he  goes  to  slee)) 
at  night.  If  nocturnal  distress  occurs,  additional 
feedings  should  be  taken.  In  addition,  the  use  of 
belladonna  plus  phenobarbital  (Belbarb,  Donnatal  or 
Barbidonna  tablets)  three  or  four  times  daily  is 
usually  helpful.  If  pain  is  severe  and  gastric  acidity 
high,  a  non-soluble  antacid,  such  as  Creamalin, 
Amphojel,  or  Gelusil,  is  indicated.  I  prefer  to  use 
the  tablet  form  because  it  is  so  much  simpler  to 
carry  tablets  than  to  carry  a  huge,  messy  bottle  of 
liquid  preparation.  The  tablets  can  be  popned  into 
the  mouth,  chewed,  and  sv.'allowed  midway  between 
all  feedings,  whether  the  patient  is  hoeing  coi'ii. 
driving  a  truck,  pounding  a  typewriter,  shopping, 
or  what  not. 

Adequate  treatment  also  means  abstinence  from 
tobacco  and  alcohol,  and  this  is  where  we  so  fre- 
quently encounter  our  greatest  difficulty.  I  have  seen 
patients  wlio  faithfully  followed  an  hourly  feeding 
schedule  with  antacids  and  nerve  sedatives,  bvit  con- 
tinued to  smoke  and  to  have  night  pain  of  such 
degree  that  life  was  not  worth  while.  When  finally 
persuaded  that  they  must  either  give  up  cigarettes 
or  three  fourths  of  their  stomachs,  they  stopped 
smoking  and  almost  immediately  obtained  complete 
relief  from  ulcer  pain.  Such  dramatic  results  conid 
scarcely  be  mere  coincidence,  so  I  am  a  stickler  for 
elimination  of  tobacco  from  the  ulcer  regimen.  The 
same  statement  applies  to  coffee  and  other  caffeine- 
containing  drinks.  Tobacco,  alcohol,  and  caffeine 
have  all  been  shown  to  be  potent  stimulants  of 
gastric  acid  secretion,  and  such  stimulation  is  ex- 
actly what  our  ulcer  program  is  designed  to  pre- 
vent. 

Almost  all  patients  will  achieve  complete  free- 
dom from  peptic  ulcer  symptoms,  even  while  at 
work,  if  they  follow  a  regimen  such  as  I  have  out- 
lined for  a  week  or  two.  The  frequency  of  feedings 
can  be  lessened  as  healing  progresses,  and  event- 
ually, after  four  to  six  weeks  of  satisfactory  prog- 
ress, a  daily  program  of  six  feedings  can  be  adopted. 
If  the  six-feeding  schedule  is  followed  faithfully  for 
a  year  or  two,  the  patient  is  well  on  his  way  to 
successful  and  perhaps  permanent  control  of  his 
ulcer. 

Chairman  Ruffin:  What  about  the  psychosomatic 
effects  of  smoking? 

Dr.  Greenhill:  If  patients  smoke  so  much  that  the 
doctor  can  not  get  them  to  stop,  they  smoke  be- 
cause they  are  tense.  In  order  to  get  them  to  stop 


smoking   one   might  have   to   substitute    some   other 
outlet  for  the  tension. 

Chairman   Ruffin:   That   concludes   the  panel   dis- 
cussion,  and   we   thank   you   for   your   interest. 
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Psijchologic  Effects  of  Facial  Disfigurements 

The  person  with  an  unsightly  nasal  ab- 
normah'ty  may  be  seriously  handicapped  in 
the  business  and  social  world,  and  as  a  direct 
consequence  may  develop  somatic  and  psy- 
chic disturbances.  In  many  instances,  these 
visible  and  conspicuous  nonconformities  are 
more  harassing  than  congenital  or  acquired 
defects  in  other  parts  of  the  body.  Many 
individuals  readily  compensate  for  physical 
or  physiologic  impairments,  but  there  is  no 
mechanism  that  will  shield  an  individual 
with  a  facial  disfigurement  from  the  con- 
tinued attack  upon  his  self-esteem.  The  per- 
son who  is  unhappy  because  of  an  unsightly 
nose  or  protruding  ears  will  have  his  inner 
security  assailed  each  time  he  looks  into  a 
mirror. 

To  many  physicians  the  nose  is  a  rather 
uninteresting  part  of  the  body,  unless  there 
is  some  nasal  obstruction  or  impairment  of 
breathing.  To  the  individual,  however,  an 
external  deformity  of  the  nose — whether 
congenital  or  the  result  of  injury  or  disease 
— may  be  the  primary  object  of  concern, 
even  though  no  obstruction  exists.  Such  un- 
fortunates, children  or  adults,  .should  be 
given  an  opportunity  to  have  this  handicap 
removed.  They  should  not  be  encouraged  to 
endure  the  misery  and  abuse  to  which  they 
are  subjected,  for  no  one  knows  the  indelible 
mental  effects  thus  produced. 

The  need  for  reconstructive  plastic  sur- 
gery to  correct  the  condition,  and  to  diminish 
the  handicap  and  the  possible  psychologic 
sequelae  is  evident.  It  should  not  be  inferred, 
however,  that  every  individual  with  a  nasal 
abnormality  should  be  operated  upon:  for 
there  is  no  direct  relationship  between  the 

Flom  tlie  Division  of  Plastic  SiirseiT.  Duke  rniversitv 
Siluiol  of  Medicine  anrl  Duke  Hospital,  Durliam.  North  Caro- 
lina. 

Read  before  the  Section  on  Ophthalmolosy  anil  Otolaryn- 
solosv.  Medical  Societv  of  the  State  of  North  Carolina.  Pine- 
hurst,  May  3,   194S. 
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size  or  severity  of  the  physical  defect  and  the 
reaction  to  it.  Individuals  with  only  slight 
or  seemingly  minor  facial  abnormalities  fre- 
quently suffer  more  mental  distress  than 
those  whose  defects  are  pronounced'".  This 
mental  distress,  which  stems  not  from  the 
physical  factors  but  from  psychologic  ones, 
is  as  real  as  actual  physical  pain  and  de- 
mands tolerant  and  understanding  consid- 
eration. 

The  plastic  surgeon  must  distinguish  be- 
tween the  patient  whose  anxiety  is  based 
upon  factors  other  than  the  presenting  com- 
plaint, and  the  patient  suffering  from  a  situ- 
ational reaction.  If  a  surgeon,  consulted  by 
a  patient  whose  psychologic  state  may  be  a 
reflection  of  the  deformity,  is  uncertain  as 
to  the  nature  of  the  reaction  or  anxiety,  he 
should  have  no  more  hesitation  in  requesting 
an  interview  with  a  psychiatrist  than  in  ask- 
ing for  a  medical  or  urologic  consultation, 
or  a  roentgen  examination.  The  psychiatrist 
will  be  able  to  help  differentiate  those  pa- 
tients whose  reaction  is  related  to  the  dis- 
figurement, and  in  whom  a  repair  or  im- 
provement of  the  abnormality  will  be  help- 
ful, from  those  with  a  psychiatric  condition 
who  will  only  find  another  symptom  for  the 
expression  of  emotional  difficulties  if  the  de- 
formity is  repaired.  The  psychologic  result 
of  the  operation  will  be  entirely  different  in 
these  two  types  of  patients.  In  one  instance, 
a  helpful  service  Avill  have  been  rendered; 
in  the  other,  a  great  wrong  may  have  been 
committed. 

As  a  general  rule,  the  more  pronounced 
the  deformity  or  loss,  the  more  likely  is  a 
reasonably  good  result  from  a  plastic  oper- 
ation to  be  acceptable  to  the  patient.  Con- 
versely, it  is  well  to  be  cautious  about  em- 
barking upon  the  correction  of  slight  de- 
fects'-'. A  patient's  inability  to  state  accur- 
ately and  succintly  the  particular  thing  that 
displeases  him  should  cause  the  surgeon  to 
have  grave  doubts  concerning  his  ability  to 
satisfy,  and  should  excite  suspicion  that  the 
accused  nose  might  not  be  the  real  difficulty. 
There  is  a  class  of  patients  who  have  a  nasal 
complex  not  relieved  by  operation,  however 
successful,  and  operations  on  such  patients 
are  to  be  avoided.  The  differential  diagnosis 
between  the  genuine  and  the  false  is,  at  least 
in  some  instances,  one  of  considerable  diffi- 

1.  Gillies,  H.  D.:  The  Development  and  Scope  of  Plastic 
SureeiT.   Bull.  Northwestern   Univ.   M.   School   3;);1.   ins:.. 

2.  Blair,  V.  P.,  and  Brown,  J.  B. :  Nasal  Abnornia'ities, 
Fancied  and  Real,  Sure,  G\niec,  &  Obst.  5.'i:707-8in  (Dec.) 
1931, 
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Fig.  1.  Bone  and  cartilasinous  framework  of 
the  nose.  The  lower  part  of  the  nasal  frame- 
work is  cartilaginous;  the  upper  part  consists 
of  bone.  The  nasal  bony  arch  consists  not  only 
of  the  nasal  bones  (C).  but  also  of  the  nasal 
process  of  the  superior  maxilla  (G).  The  lower 
lateral  cartilage,  the  alar  cartilage,  is  horseshoe- 
shaped,  consisting  of  a  lateral  crus  (A),  which 
aids  in  the  formation  of  the  ala,  and  a  medial 
crus  (A)  which,  with  the  medial  crus  of  the 
opposite  side,  supplies  the  structural  support 
for  the  columella.  The  cartilaginous  septum  (E) 
forms  the  greater  part  of  the  median  partition. 
x\nteriorly  the  septal  cartilage  becomes  continu- 
ous with  the  upper  lateral  cartilage  (B),  the 
triangular  cartilage,  which  diverges  from  it  in 
a  winglike  manner.  The  osseous  septum  com- 
prises the  perpendicular  plate  of  the  ethmoid 
(D).  the  vomer  (F),  and  the  frontal  spine  of 
the  nasal  bone. 

culty.   The  help  of  a  psychiatrist  is  of  great 
value  when  there  is  any  doubt. 

Etiology  of  Nasal  Deformities 

An  appreciation  of  the  etiologic  factors 
underlying  nasal  deformities  is  essential, 
since  failure  to  recognize  them  may  nullify 
the  expected  good  result  of  an  operation 
which  has  been  performed  expertly. 

Heredity 

Many  hypotheses  have  been  advanced  to 
explain  the  cause  of  nontraumatic  nasal  dis- 
figurements. Some  investigators  believe 
them  to  have  a  phylogenetic  origin.  The  fact 
that  nasal  deformities  are  practically  un- 
known  among  animals  and  savages'"*,   and 

3,    Fonion,   S. :   Surgery  of  Injury   and   Pla.stic  Repair,   Balti- 
more,   AVilliams   and   Wilkiris   Company,    1(139. 
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are  rarely  found  in  semicivilized  races,  lends 
support  to  the  assumption.  The  protagonists 
of  this  theory  believe  that  the  forward 
cranial  extension  incident  to  the  growth  of 
the  brain  in  its  development  from  the  an- 
thropoid to  the  human  form  has  encroached 
upon  the  nasal  bones  and  resulted  in  a  lack 
of  balance  between  the  facial  and  cranial 
parts  of  the  skull. 

The  nasal  pyramid  (fig.  1),  wedged  be- 
tween the  unyielding  frontal,  maxillary,  and 
ethmoid  bones,  is  in  a  fixed  position.  If  the 
hypothesis  just  discussed  is  true,  any 
change  in  the  cephalocaudal  diameter  will 
lead  to  buckling  and  deviation  of  one  or  more 
of  the  nasal  elements.  An  unbalanced  devel- 
opment of  the  adjoining  facial  bones  may 
also  afl'ect  the  symmetry  of  the  nasal  pyra- 
mid.  Maldevelopment  of  one  component  part 


of  the  nasal  pyramid  may  influence  the 
growth  of  the  remaining  nasal  elements  (fig. 
2  and  3).  A  preponderance  in  strength  of 
one  bone  over  another  may  cause  dislocation 
or  bending  of  the  weaker. 

An  overdeveloped  vomer  may  crowd 
against  the  descending  perpendicular  plate 
of  the  ethmoid,  causing  distortion  of  the 
septum  and  dislodgment  and  asymmetry  of 
the  nasal  structures  which  are  dependent 
upon  it  for  support.  The  normal  high-arched 
palate  of  childhood  may  fail  to  descend,  be- 
cause of  underdevelopment  of  the  maxillary 
bones.  This  high  arch  leaves  less  room  in 
the  vertical  diameter  for  the  growth  of  the 
vomer  below  and  the  perpendicular  plate  of 
the  ethmoid  above;  in  the  process  of  expan- 
sion these  bones  must  then  encroach  upon 
the  septal  cartilage  between,  thus  affecting 


Fig.  2.  The  artistic  creative  power  is  the  important  factor  in  the  success  of  the  rhinoplastic  oper- 
ation, which  may  change  the  patient's  entire  facial  appearance  and  expression.  A  long  pointed  nose 
with  a  small  hump  produces  a  deformity  which  in  some  individuals  may  produce  indelible  effects. 
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Fig.  3.  A  large  nose  situated  on  a  relatively 
small  face.  The  entire  profile  line  w  as  altered  by 
corrective  rhinoplasty  in  a  single  operation. 
While  the  glabellar  angle  was  essentially  nor- 
mal, the  elevated  profile  level  was  due  to  the 
anterior  flare  of  the  upper  lateral  cartilages, 
which,  together  with  the  high  nasal  septum, 
produced  a  nose  out  of  all  proportion  to  the 
size  of  the  patient's  face.  In  addition  to  alter- 
ing the  nasal  bridge,  the  nostrils  were  shortened 
and   the  upper  lip  lengthened. 

the  structure  and  contour  of  the  entire  nose. 
Conversely,  a  hard  palate  which  is  too  low- 
may  bring  about  a  deformity  by  causing  a 
downward  dislocation  of  the  nasal  struc- 
tures. 

The  facial  features  of  the  progeny  of 
mixed  races  are  unfortunately  not  a  fusion 
but  a  conglomeration  of  the  composing  ele- 
ments, wherein  the  genes  which  carry  the 
disfigurement  struggle  for  supremacy.  For 
example,  a  large  nose  inherited  from  one 
parent  may  be  crowded  into  a  small  face  in- 
herited from  the  other   (fig.  3). 

T)xmnia 

Because  of  its  prominence  on  the  face, 
the  nose  is  subject  to  violence  in  all  periods 
of  life.  In  the  prenatal  state,  deformations 
are  said  to  be  caused  by  the  pressure  of 
amniotic  bands,  adhesions,  excessive  con- 
traction of  the  uterus,  or  trauma  applied  to 
the  abdomen  of  the  mother.  During  the 
course  of  prolonged  labor  considerable  pres- 
sure may  be  exerted  on  the  nose,  and  despite 
the  elastic  and  pliable  consistency  of  the 
nasal  structures,  permanent  nasal  injury 
may  result.  When  forceps  are  employed  in 
the  delivery  of  an  unrotated  head  high  in 
the  pelvic  inlet,  the  tip  of  one  blade  is  likely 
to  press  against  the  base  of  the  nose,  there- 
by deforming  it. 

Growing  children  are  especially  liable  to 
nasal  trauma.  Unfortunately,  such  an  injury 
received  in  childhood,  producing  at  the  time 


no  visible  deformity  and  therefore  regarded 
as  of  little  importance,  may  cause  serious 
interference  with  the  future  development 
of  the  nasal  framework.  In  adults  also,  frac- 
tures and  dislocations  of  the  nasal  bones  and 
cartilages  may  not  be  manifest  until  some 
time  after  the  injury. 

Inflammation 

In  syphilitic  involvement  of  the  nose,  all 
of  the  elements  may  be  destroyed  and  re- 
placed by  unyielding  scar  tissue.  The  dis- 
figurement is  quite  characteristic :  becau.se 
of  the  lack  of  supporting  .structures,  the 
bridge  falls,  and  a  saddle  nose  results.  The 
loss  of  mucous  membrane  and  the  subsequent 
contraction  of  scar  tissue  cause  the  tip  and 
alae  to  retract  so  that  the  plane  of  the  nos- 
trils assumes  an  upward  position.  The  skin 
is  pale  and  glossy,  and  as  time  progresses  it 
may  be  destroyed,  leaving  only  a  hole  to 
mark  the  place  where  the  nose  was  located 
originally. 

LnpKs  usually  begins  in  the  cartilaginous 
septum  at  the  junction  of  the  skin  and  the 
mucous  membrane :  from  here  it  spreads  to 
the  external  surface.  Here  the  contraction 
of  the  scar  tissue  results  in  a  downward 
bending  of  the  tip  and  a  narrowing  of  the 
anterior  nares.  The  bones  are  usually  not 
involved. 

Other  inflammatorii  diseases  causing 
nasal  disfigurements  by  distortion  and  con- 
traction are  actinomycosis  and  rhinoscler- 
oma.  These  processes  begin  as  a  hyperemia ; 
but  since  the  bone  is  not  capable  of  swelling, 
the  tension  in  the  haversian  system  rises, 
and  the  exudate  is  forced  between  the  perios- 
teum and  the  bone.  The  pressure  of  the 
ffuid  eventually  strangulates  the  blood  sup- 
ply, and  there  results  an  absorption  of  the 
nasal  elements  with  consequent  disfigure- 
ment. 

Neoplasms 

Neoplasms  may  cause  deformity  either  by 
the  exertion  of  intranasal  pressure  or  by 
their  external  position  (fig.  4). 

Anatomic  Aspects  of  Nasal  Deformities 

Bone-cartilage  framework 

The  two  nasal  bones  articulate  with  each 
other  in  tent  fashion  anteriorly  to  form  the 
bridge  of  the  nose,  and  with  the  nasal  pro- 
cess of  the  maxilla  laterally.  Above,  they  are 
narrow  and  strong  and  supported  by  the 
bony  septum.    Below,   they  become  thinner 
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Fig.  4.  Total  reionstruction  following  amputation  of  the  nose  for  carcinoma.  The  flap  was  elevated 
from   the   forehead   and  the   unused   portion  was   replaced. 


and  wider,  and  this  relative  weakness,  as 
well  as  their  exposed  position,  accounts  for 
the  prevalence  of  fractures  in  this  location 
(fig.  1). 

The  septal  cartilage  gives  structural  sup- 
port and  contour  to  the  lower  half  of  the 
bridge  of  the  nose  and  forms  the  greater 
part  of  the  median  partition.  Anteriorly  it 
becomes  continuous  with  the  upper  lateral 
cartilages.  The  septal  cartilage  is  involved 
in  almost  every  nasal  disfigurement.  Being 
a  flexible  body,  it  yields  easily  to  pressure 
and  may  be  dislocated  from  any  or  all  of  its 
attachments.  If  it  is  dislodged  or  bent,  or 
if  for  any  reason  it  fails  to  exercise  its  func- 
tion of  support,  the  surrounding  structures 
then  also  become  displaced.  During  the 
period  of  development  the  septal  cartilage, 
through  vertical  upward  pressure  by  the 
vomer  below  it,  raises  the  dorsum  of  the 
nose.  This  fact  explains  the  failure  of  the 
forward  extension  of  the  nose  when  disease 
or  injury  to  the  vomer  occurs  before  puberty. 

Spurs  on  the  septum  may  have  to  be  re- 
moved prior  to  rhinoplasty,  since  the  nar- 
rowed nasal  arch  may  impinge  upon  them 
and  cause  obstruction  (fig.  5).  Associated 
with  a  long  nose  is  an  overhanging  septum. 
and  for  its  correction  a  wedge  of  the  septum 
and  mucous  membrane  is  removed  (fig.  5). 
Should  this  deformity  be  associated  with  a 
protruding  upper  lip,  both  can  readily  be 
corrected  by  removing  the  nasal  spine  and 
readjusting  the  nasolabial  angle  after  the 
method  of  Aufricht"'. 

I.    Aufriclit,  C:  .\  Few  Hints  and  SuiKical  Details  in  Kliiiio- 
plastr,    Larj'ngoscope,    53:317-335    (May)    1943. 


Fig.  5.  Deviation  of  the  anterior  septum  may 
cause  nasal  obstruction  in  addition  to  the  ex- 
ternal deformity  of  the  nose.  The  hump  nose 
with  an  associated  overhanging  columella  and 
septum  was  corrected  by  first  removing  the 
overdeveloped  nasal  bones  and  cartilages,  to 
lower  the  nasal  bridge  line.  Removal  of  a  wedge 
from  the  anterior  border  of  the  septum,  together 
\\\th  the  redundant  mucous  membrane,  then 
elevated  the  tip  and  reduced  the  entire  size  of 
the  nasal   pyramid. 
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Fig.  6.  Submucous  operations  in  which  the 
septum  is  extensively  resected,  the  thickened 
vomer  removed,  or  the  anterior  nasal  spine  sac- 
rificed may  cause  the  nasal  bridge  line  to  be- 
come concave,  producing  a  "false  hump."  With 
the  consequent  lowering  of  the  tip  of  the  nose, 
the  columella  may  retract.  The  deformity  may 
be  corrected  by  insertion  of  an  L-shaped  piece 
of  sculptured  cartilage,  fresh  or  preserved. 

The  anterior  extremity  of  the  vomer  abuts 
on  the  incisive  crest  of  the  maxillae  and  is 
of  much  surgical  importance.  It  is  here  that 
the  lower  segment  of  the  septal  cartilage, 
which  supports  the  tip  of  the  nose,  is  in- 
serted (fig.  1).  Submucous  operations  in 
which  the  thickened  vomer  is  widely  re- 
sected, and  especially  when  the  adjacent 
nasal  spine  has  been  sacrificed,  are  likely  to 
result  in  sinking  of  the  dorsum  and  a  conse- 
quent lowering  of  the  tip  of  the  nose  (fig.  6) . 

The  upper  lateral  cartilages — the  triangu- 
lar cartilages — are  two  flat  plates  situated 
immediately  below  the  free  border  of  the 
nasal  bones,  spreading  downward  and  out- 
ward from  the  septum  with  which  they  are 
directly  continuous.  They  form  the  approxi- 
mate middle  third  of  the  nose  and  are  ex- 
tremely important  elements  in  the  mainte- 
nance of  normal  contour  in  this  location. 
These  upper  lateral  cartilages  form  the  body 
of  the  nose  and,  with  a  hump,  flare  anteri- 
orly (fig.  3).  With  a  broad  bridge  they  are 
usually  widened  and  flat;  with  saddling  or 
a  depressed  bridge,  they  are  sunken  and  de- 
viated. When  associated  with  an  old  harelip, 
they  may  be  flattened  and  depressed  on  the 
aft'ected  side. 

The  loiver  lateral  cartilages — the  alar  car- 
tilages— encircle  the  nostrils  and  assist  in 
maintaining  their  patency.  Each  cartilage 
consists  of  a  medial  and  a  lateral  crus  (fig. 
1 ) .  The  two  medial  crura  approximate  each 
other  in  the  median  plane.  Together  with 
their  investing  soft  tissues,  they  form  the 


Fig.  7.  A  long  nose  with  a  bulbous  tip  corrected 
in   a  single  sitting. 

lower  part  of  the  nasal  septum,  which,  owing 
to  its  free  mobility,  is  referred  to  as  the 
movable  septmn.  Above,  the  medial  crura 
are  united  to  the  septal  cartilage;  posteri- 
orly, they  end  in  free  out-turned  borders ; 
anteriorly,  they  bend  to  form  angles  with 
the  lateral  crura.  The  approximation  of  the 
two  angles  then  forms  the  tip  of  the  nose. 
Sheehan'-'"  has  stated  that,  of  all  the  elements 
of  the  nasal  framework,  the  one  requiring 
the  most  delicate  handling  is  the  lateral  ex- 
tension of  the  alar  cartilages  (fig.  7).  The 
configuration  of  the  nostrils  is  directly  de- 
pendent upon  the  size,  position,  and  contour 
of  these  cartilages. 

Columella 

The  character  of  the  columella,  be  it  long, 
short,  narrow,  or  wide,  will  affect  the  shape 
of  the  nostrils.  Often  an  oblique  columella 
will  be  straight  when  more  of  the  lower  lat- 
eral cartilage  is  removed  from  either  one  side 
or  the  other.  A  retracted  columella  may  be 
corrected  in  some  instances  by  elevation  of 
the  tip  of  the  nose  (fig.  8).  Other  cases  re- 
quire the  introduction  of  a  supporting  strut 
through  a  small  separate  incision.  A  hang- 
ing columella  (fig.  7)  may  be  corrected  by 
removal  of  a  portion  of  skin  from  both  sides, 
or  by  utilization  of  the  Aufricht  procedure'"" 
to  correct  the  nasolabial  angle.  Occasionally 
surgery  is  required  on  the  columella  itself. 
A  Z  flap  may  be  inserted  at  the  base  or  tip 
to  correct  an  abnormally  oblique  one,  or  a 
V  or  Y  incision  may  be  made  at  the  base  or 
tip  for  one  especially  short. 

A)-teries  and  veins 

The  arterial  supply  to  the  nose  is  derived 
from   the   internal   and   external   maxillary 

J.    Sheehan.   J.   E.:   Plastic   Surgery   of  the   Xose,   ed.   2,   New 
York,   Paul   B.   Hoeber,   Inc.,   1936. 
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Fig.  8.  A  hook  nose,  producing  a  retracted 
columella  and  a  short  upper  lip.  By  reconstruc- 
tion of  the  nasal  pyramid,  many  of  the  facial 
angles  were  changed.  The  upper  lip  was  length- 
ened at  the  same  time  to  produce  symmetry  of 
the  lips  and  balance  with  the  chin. 

(branches  of  the  external  carotid)  and  from 
the  ophthalmic,  a  branch  of  the  internal 
carotid.  These  arteries  terminate  in  capil- 
lary plexuses  which  supply  the  nasal  mucosa, 
glands,  and  skin.  The  veins  form  a  close 
cavernous  network  immediately  beneath  the 
mucous  membrane.  They  anastomose  freely 
and  terminate  in  the  anterior  facial  and 
ophthalmic  veins. 
Nerves 

The  sensory  nerve  supply  of  the  external 
nose  is  derived  from:  (1)  the  infratrochlear, 
supplying  the  skin  of  the  root,  (2)  the  naso- 
ciliary branches  of  the  ophthalmic,  supply- 
ing the  alae  and  tip,  and  (3)  the  infraorbital 
branch  of  the  superior  maxillary,  supplying 
the  sides.  The  only  motor  nerve  to  the  nose 
is  a  branch  of  the  facial  which  is  distributed 
to  the  alar  muscles. 
Muscles 

The  muscles  of  the  nose  are  vestigial.  Im- 
mobilization following  reduction  of  nasal 
fractures  thus  offers  little  difficulty,  because 
there  is  no  muscular  pull  that  would  tend  to 
displace  the  fragments.  The  principal  mus- 
cles of  the  external  nose  are  the  compressors 
and  dilators  of  the  nostrils  and  the  depres- 
sors and  elevators  of  the  alae  nasi. 

Preoperative  Analysis  of  the  Deformity 
and  the  Plan  of  Reconstruction 

Before  attempting  the  correction  of  any 
nasal  deformity,  it  is  imperative  to  have  a 
clear  mental  picture  of  the  final  result  to  be 
achieved.  The  proper  form  and  dimensions 
of  the  nose  to  be  reconstructed  can  be  esti- 
mated only  by  a  comparison  of  the  deformed 


Fig.  9.  Webbing  of  the  upper  lip,  associated  with 
a  slight  hump,  causes  an  optical  illusion  simu- 
lating a  receding  chin.  The  nasolabial  angle  was 
corrected  by  removing  a  small  segment  from  the 
anterior  border  of  the  septum  and  the  anterior 
nasal  spine,  and  then  adjusting  the  lip  to  har- 
monize with  the  facial  contour. 

organ  with  some  standard.  The  creation  of 
a  single  norm  applicable  to  all  faces  is  im- 
possible, since  the  correct  proportions  of  a 
given  nose  will,  for  the  most  part,  depend 
upon  the  character  of  the  structures  which 
immediately  surround  it.  Furthermore,  a 
norm  such  as  this  would  not  be  desirable, 
since  criteria  of  the  ideal  shape  are  by  no 
means  universally  accepted.  Although  no 
fixed  standard  can  be  determined,  one  may 
establish  an  esthetic  norm  for  each  individ- 
ual face,  to  serve  as  a  basis  for  the  calcula- 
tion of  the  deformity.  Considerable  judg- 
ment will  be  necessary  in  evaluating  each 
person  and  face,  for  in  some  individuals 
variations  from  fixed  measurements  and  pro- 
portions, even  though  outside  of  our  arbi- 
trary normal  limits,  do  not  justify  correc- 
tion. 

In  discussing  the  question  of  a  norm, 
McCoy'"'  has  asked,  "What  standard  shall 
influence  us  in  determining  the  difference 
between  the  anomalous  relationships  and 
those  to  be  established?"  Many  dissimilari- 
ties are  found  among  individuals  who  possess 
features  within  the  range  of  normal.  An 
exact  ideal  or  normal  does  not  exist.  On  the 
other  hand,  anyone  who  attempts  to  correct 
or  alter  facial  features  must  have  in  mind 
the  condition  and  appearance  to  be  estab- 
lished. 

The  real  justification  for  an  "esthetic 
norm"  is  its  usefulness.  It  makes  it  possible 
to  visualize  a  problem  so  that  it  becomes  in- 
telligible, and  so  that  critical  judgment  may 

I!.    McCoj",    J.    D.:    .Applied    OrtlicKlontifs.    ed,    (,    Philadelphi.i, 
Lea  and   Febig-er,   1035. 
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be  utilized  in  considering  all  the  factors  in- 
volved. By  its  help,  we  will  be  better  able  to 
see  our  way  through  a  problem,  at  least  to 
the  extent  of  having  a  definite  objective  in 
view  toward  which  we  may  strive  (fig.  4). 

Any  disfigurement  of  the  nose  is  produced 
by  loss  of  tissue  or  by  distortion  of  one  or 
more  component  parts  of  the  nasal  frame- 
work from  the  position  normally  occupied 
in  relation  to  the  other  parts  or  to  the  facial 
surroundings  as  a  whole.  In  some  instances, 
there  may  be  both  loss  of  tissue  and  malpo- 
sition of  the  segments.  Since  noses  are  of 
infinite  variety,  it  is  imperative,  when  plan- 
ning the  reconstruction  and  executing  the 
repair,  to  remember  that  the  final  result 
should  be  made  to  blend  and  harmonize  with 
the  configuration  of  the  surrounding  head 
and  face,  of  which  the  nose  is  the  most  im- 
portant part.  Because  of  the  wide  normal 
variation,  the  correct  proportions  of  a  given 
nose  will  for  the  most  part  depend  upon  the 
character  of  the  structures  which  immedi- 
ately surround  it.  The  aim  of  the  reconstruc- 
tion then  is  not  to  obtain  perfect  symmetry, 
but  to  bring  an  abnormality  within  the  range 
of  normal  (fig.  9). 

The  Operation 

Safian'"',  Sheehan'",  Pickrell'**',  Fomon'"' 
and  others  have  described  and  illustrated  the 
operative  correction  of  various  types  of  nasal 
abnormalities.  The  reader  is  referred  to 
these  articles  for  details  of  the  operative 
technique. 

In  addition  to  employing  the  proper  tech- 
nical approach,  one  must  exercise  a  definite 
esthetic  sense  in  deciding  the  extent  of  the 
desired  change  (fig.  2,  3,  5,  1.  8).  While  a 
thorough  knowledge  of  the  anatomy,  physi- 
ology, and  surgery  of  the  nose  is  a  ><iiie  qua 
7?oH,  the  artistic  creative  power  is  the  impor- 
tant factor  in  the  success  of  the  operation. 
It  has  been  said'"',  "This  esthetic  sense  can 
be  developed  with  training  and  experience 
if  there  is  an  inborn  foundation  for  it;  if 
not,  it  is  as  futile  as  attempting  to  make  a 
musician  of  one  who  is  tune  deaf." 

Stnnmanj 

In  rebuilding  or  in  changing  a  nose,  the 
plastic  surgeon  is  dealing  with  material  facts 
related  to  anatomy  and  physiology,  and  with 

7  Safian.    J.:    Corrective    Rhinoplastit-    Surgery.    New    York. 
Paul  B.   Hoeber,   Inc.,   1933.  ,     .„    ■      „ 

8  Pickrell,    K.    L.:    Nasal    Deformities    and     rheir    Repair. 
Surgerj'  20:845-863    (Dec.)    1910. 


fundamental  rules  that  have  been  formulated 
in  regard  to  the  proper  ensemble  of  the 
facial  elements.  Before  deciding  to  embark 
upon  the  project,  however,  he  must  also  take 
cognizance  of  the  patient's  mental  attitude. 
If  it  has  become  warped,  it  can  in  the  end 
defeat  the  main  objective — pleasing  the  pa- 
tient— regardless  of  the  fact  that  the  recon- 
structed nose  might  be  surgically  and  artis- 
tically as  near  perfection  as  the  available 
material  and  skill  will  permit.  The  psycho- 
logic status  of  patients  who  seek  facial  cor- 
rections should,  therefore,  be  considered. 

Because  of  the  natural  prominence  of  the 
nose,  any  nasal  deformity  is  conspicuous. 
The  reconstruction  of  the  defects  by  those 
properly  trained  and  qualified  offers  very 
little  difficulty  for  the  patient,  and  will  in  a 
great  many  instances  result  in  a  greatly  im- 
proved general  appearance.  The  psychic  im- 
portance of  reconstructive  surgery  of  the 
nose  has  been  emphasized.  A  comparatively 
simple  operation,  performed  under  local 
anesthesia,  often  relieves  the  patient  of  a 
deformity  which  has  been  the  source  of  men- 
tal anguish  and  anxiety.  The  counsel  of  "pa- 
tient resignation"  too  often  given  by  physi- 
cians and  friends  is  unkind  and  unsound  in 
the  light  of  sui'gical  achievements  in  plastic 
surgerv. 


THE  TECHNIQUE  OF  BREAST 
FEEDING 

Frank  Howard  Richardson,  M.D., 
F.A.C.P.,  F.A.A.P. 

Black  Mountain  and  Asheville 

The  art  of  breast  feeding  is  apparently 
becoming  one  of  the  lost  arts,  so  far  as  a 
great  many  American  physicians  and  nurses 
are  concerned'''.  It  is  not  yet  a  lost  art  with 
American  mothers,  among  whom  there  still 
exists  a  vast  reservoir  of  good  will  toward 
natural  feeding:  even  here,  however,  it  is 
losing  ground.  The  policy  of  a  great  many 
physicians — and  it  is  difficult  to  say  whether 
pediatricians  or  obstetricians  lead  in  this 
unscientific  attitude — seems  to  be:  Keep 
hands  ofl['  until  breast  feeding  has  shown  it- 
self to  be  unworkable,  and  then  step  in  and 
take  over  with  artificial  feeding.   When  that 

Head    before    the    Section    on    Periiatrics.    Medical    Society    of 
the   State   of   North   Carolina,    Pineburst.    May   5,    1918. 

1.    (a)  Sedjnrick,  J.  P.  and  Fleischner,  E.  G. :  Breast  Feeding 
in    the    Reduction    of    Infant    Mortality.    Am.    J.    Pub. 
Health   n  :153    (Feb.)    1921. 
(h)   Smith.   C.   H.:  The  Diet   of  Young  Infants,   Ne\v  Y'ork 
State  J.   Med.   41:2395-2406    (Dec.   15)    1941. 
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proves  difficult,  it  is  too  late  to  go  back  to 
breast  feeding. 

The  paradox  here  consists  in  the  fact  that 
no  physician  of  standing  has  ever  gone  on 
record  as  believing  that  bottle  feeding  is 
superior  to  breast  feeding'-' ;  yet  it  is  unusual 
to  find  a  doctor  who  is  willing  to  study  seri- 
ously the  physiology  of  lactation  and  suck- 
ling, and  to  learn  a  tithe  as  much  about 
breast  feeding  as  he  knows  about  some  form 
of  artificial  feeding'-". 

My  firm  belief,  which  is  backed  by  my  own 
experience  and  by  a  wealth  of  authoritative 
literature,  is  that  the  vast  majority  of  Amer- 
ican mothers  can  nurse  their  babies.  Many 
can  nurse  them  with  very  little  effort,  but 
there  are  a  great  many  others  who  will  not 
make  a  go  of  it  except  with  informed  medi- 
cal assistance.  These  mothers  need  the  con- 
scientious supervision  of  a  doctor  who  has 
made  a  close  study  of  the  factors  involved, 
and  can  vary  them  as  skillfully  (and  as 
scientifically)  as  he  varies  the  contents  of  a 
formula  or  changes  the  prescription  of  a 
proprietary  infant  food. 

I  began  some  years  ago  to  collect  titles 
and  articles  on  the  subject  of  breast  feeding. 
So  far,  I  have  found  more  than  three  hun- 
dred contributions'^'.  You  will,  I  think,  be 
pleased  to  learn  that  divergent  and  bitterly 
opposing  views  have  been  expressed  on  every 
phase  of  this  subject,  just  as  on  every  other 
topic  that  doctors  discuss  and  fight  over. 
This  fact  raises  my  hopes  for  the  increasing 
popularity  of  breast  feeding;  for  doctors  are 
apt  to  lose  interest  in  any  subject  upon  which 
there  is  anything  like  universal  agreement. 

Outline  of  Technique  Employed 

Today  I  propose  to  outline  the  technique 
of  breast  feeding  that  I  have  found  effective 
for  the  vast  majority  of  mothers.  I  believe 
any  doctor  can  make  it  work — but  only  after 
he  has  modified  it  to  suit  each  individual 
case.  He  can  do  that  only  by  sitting  down 
with  the  mother  and  learning  what  her  prob- 
lems are. 

Prenatal  period 

Some  months  before  the  baby  is  to  be  born, 
the  doctor  should  have  a  chat  with  the  ex- 
pectant mother  to  find  out  whether  she 
wishes  to  nurse  her  baby.    I  have  long  since 

2.  Stl-onff.    R.    A.:    The    Decline    of    Breast    Feedinsr,    Internnt. 
M.  Digest  .■iJ  :I2.3-124    (Feh.)    i<i:i9. 

3.  Riclinrdson.    F.    H. :    Simplifying    Mcitlierlioi)cl,    New    York, 
G,  P.   Putnam's  Sons,   192.">. 

I.    Richardson,  F,  H,:  Brea.st  Feeding  Comes  of  Age.  in  prep- 
aration. 


given  up  crusading  at  this  point.  The  ad- 
vantages of  natural  feeding  are  presented — 
its  relative  ease,  inexpensiveness,  freedom 
from  worry,  and  increased  liberty  for  the 
mother,  as  compared  with  the  cumbersome, 
confining,  uncertain  and  expensive  features 
of  bottle  feeding.  It  is  stressed  that  the  baby 
benefits  from  breast  feeding  both  psycholog- 
ically'"" and  by  increased  resistance  to  dis- 
ease"". The  mother  is  assured  that  not  she, 
but  her  doctor,  will  be  the  one  to  do  the 
worrying.  Then  she  and  her  husband  are 
left  to  decide  the  question.  The  answer  is  not 
often  in  doubt,  if  the  situation  has  been  pre- 
sented fairly  and  honestly. 

If  the  mother  decides  in  favor  of  breast 
feeding,  her  breasts  and  nipples  are  exam- 
ined. If  the  nipples  are  inverted,  she  is 
taught  to  pull  them  out  gently  and  hold  them 
for  a  few  moments  three  times  a  day.  In 
any  event,  she  is  told  to  sop  them  with  pled- 
gets of  cotton  dipped  in  alcohol,  to  toughen 
them  for  their  coming  ordeal'-". 

Postpartum  period 

After  birth,  the  baby  is  put  to  the  breast 
as  soon  as  the  mother's  condition  permits, 
and  this  process  is  repeated  every  four  hours 
during  the  day  and  every  six  during  the 
night.  No  attempt  is  made  at  first  to  do  more 
than  accustom  him  to  the  procedure;  if  he 
doesn't  get  much,  his  mother  is  reassured 
and  told  that  it  makes  no  difference.  It  has 
not  yet  been  proved  w'hether  he  gets  enough 
colostrum  to  do  him  any  good'"',  but  at  least 
we  are  keeping  as  close  to  Nature's  plan  as 
we  can.  Judging  by  what  we  know  about  the 
salutary  effect  of  colostrum  in  cow's  milk"*' 
it  is  at  least  not  unreasonable  to  assume  that 
the  human  infant  may  derive  some  benefit 
from  his  mother's  colostrum. 

During  these  early  days  certain  precau- 
tions are  most  important.  There  must  be  no 
so-called  "prelacteal  feeding"''"  in  the  mis- 
taken notion  that  the  physiologic  loss  of 
weight  which  occurs  in  the  first  week  should 
be  lessened.  Nothing  but  water  is  permitted, 
and  that  after  the  baby  has  nursed,  not  be- 
fore. 

.-;.  Childers.  A.  T.  and  Hamil,  B,  M. :  Emotional  Problems 
in  (liildren  as  Related  to  the  Duration  of  Breast  Feeding 
in    Infancy,   Am.   J.   Orthops.ychiat.    2:l.-i4-142    (April)    1932. 

I),  Cirulee,  C.  G. :  Breast  Feeding.  Proc.  Inter.state  Postgrad. 
M.  \.   North  America    (1913),    pp.   I3.i-137,    1944. 

'.  Abt,  I.  A.:  Facts  and  Fallacies  About  Breast  Feeding, 
St.   Paul  M.  J.   17:281-2911,   191.1, 

>i.  Smith,  T,  and  Little.  R.  B.:  The  Signiflcance  of  Colostrum 
to  tlie  \e\v-Bom  Calf,  J.  Exper.  Med.  30:131-198  (Aug.) 
1922. 

9.  Brennemann.  J.:  Dr.  Brennemann's  Xotes  on  Infant  Feed- 
ing, Maternal  and  Artificial,  Butler,  Indiana.  H  R  Farn- 
ham,   1919. 
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Neither  must  any  attempt  be  made  to  les- 
sen the  mother's  moderate  degree  of  discom- 
fort attendant  to  the  "coming  in"  of  the 
milk.  There  must  be  no  laxatives,  no  tight 
binding  of  the  breasts — nothing  more  than 
a  temporary  limitation  of  fluids.  Otherwise 
the  oversupply  of  milk  will  quickly  be  suc- 
ceeded by  a  deficiency.  Nature  is  never 
wasteful,  and  she  coordinates  the  supply 
with  the  demands  of  the  infant,  provided 
this  automatic  adjustment  is  not  tampered 
with. 

The  mother  must  be  taught  to  use  both 
breasts  at  each  feeding,  alternating  their 
order,  and  being  sure  to  empty  the  first  one 
completely  each  time.  While  it  is  the  custom 
of  many  nurses  and  many  hospitals  to  per- 
mit the  use  of  only  one  breast  at  a  nursing'^"', 
few  mothers  have  enough  milk  to  use  but  one 
breast  at  a  feeding'"'.  The  nursing  time 
should  be  limited  only  by  the  necessity  of 
conserving  the  nipples.  The  time-honored 
tw'enty-minute  nursing  period  is  distinctly 
"out,"  in  spite  of  the  published  reports  that 
the  baby  gets  most  of  his  supply  during  the 
first  two  to  eight  minutes'*''. 

Critical  jjerioch 

Every  mother  should  be  forewarned  that 
there  are  certain  critical  periods  when  breast 
feeding  trembles  in  the  balance.  These  occur 
when  she  first  sits  up  in  bed,  when  she  first 
gets  out  of  bed,  when  she  goes  home  from 
the  hospital,  when  she  first  attempts  to  re- 
sume housekeeping — in  fact,  whenever  she 
takes  up  additional  duties  that  tire  her.  It 
is  fatigue  that  cuts  down  milk  supply,  and 
not  the  mother's  failure  to  stuff'  herself.  She 
may  eat  as  much  or  as  little  as  her  appetite 
dictates,  provided  only  that  she  takes  a  quart 
of  the  best  milk  obtainable  every  day.  and 
drinks  a  glass  of  water  half  an  hour  before 
each  nursing'*^'. 

Breast  feeding  is  also  threatened  when  the 
mother  loses  fluid  from  her  body,  as  when 
she  perspires  freely,  when  she  has  a  slight 
diarrhea,  and  when  menstruation  is  re-estab- 
lished. (When  so-called  "menstrual  milk" 
produces  "colic,"  it  is  because  its  scanti- 
ness'*^' causes  hunger,  and  for  no  other  rea- 
son.) What  shall  she  do  at  such  times — or 
at  any  other  times  when  she  has  the  slightest 
doubt  that  the  baby  has  taken   enough   to 


10.    Witkin.    M. :   Newer   Ciincepts   of  Breast-Feediiis.    Brit.    M. 
J.    I:4n-lt2    (Mar.    31)    10(5. 

Turner,   M.  L.:  Some  Observations  from   \ature.   Tr.   Sect, 
on    Dis-eaises   of  Children    of    .A.M,.\..    1!I2.3 
Richardson,    F.    H. :    Critical    Periods    in    Breast    Feeding, 
Hysreia  20:224-226    (Mar.1    19 12. 
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satisfy  him? 
Complementury  feeding 

The  offering  of  a  "complementary"  or 
completing  feeding  at  such  times,  using  for 
this  purpose  whatever  artificial  feeding  the 
doctor  would  ordinarily  prescribe  for  a  baby 
of  the  same  age  and  size  who  had  to  be 
weaned,  gives  the  youngster  an  opportunity 
of  making  up  for  any  lack  of  supply  on  his 
mother's  part.  This  may  be  employed  at  any 
time — even  during  the  first  few  days  (after 
the  colostrum  has  been  succeeded  by  milk) 
if  the  secretion  of  true  milk  starts  slowly 
or  if  it  seems  inadequate.  Complementary 
feeding  must  be  offered  only  after  the 
breasts  have  been  emptied  by  the  baby ;  if 
it  is  given  before,  he  is  very  likely  to  fail  to 
supply  the  stimulation  of  sucking  necessary 
to  maintain  adequate  milk  secretion. 

What  about  the  danger  of  overfeeding — 
that  bugbear  we  were  taught  as  medical  stu- 
dents to  fear,  with  its  diagnostic  signs  of 
vomiting,  "colic,"  flatulence,  bad  stools,  ec- 
zema, and  too  rapid  gain  in  weight?  Frankly, 
I  am  convinced  that  it  just  cannot  be  done, 
with  all  due  respect  to  the  authorities  who 
say  that  it  occurs  frequently.  If  you  have  the 
patience  and  know-how  to  persuade  a  nurs- 
ing baby  to  take  more  food  than  he  wants, 
then  you  are  a  better  man  than  I  am.  Even 
if  you  should  succeed,  the  baby  always  has 
the  last  word,  and  can  regurgitate  any  over- 
plus. (Any  time  he  spits  up,  by  the  way,  for 
any  reason  except  real  illness,  he  should  be 
permitted  and  even  encouraged  to  be.gin  his 
whole  meal  right  over  again,  if  he  will  do  so. 
Regurgitation  in  an  infant  is  accompanied 
by  no  nausea;  he  "swallows  up"  almost  as 
readily  and  with  as  little  effort  as  he  "swal- 
lows down.")  I  believe  that  a  few  such  trials 
will  convince  the  unprejudiced  observer  that 
it  is  impossible  to  overfeed  the  nursing  in- 
fant. Yet  it  is  only  fair  to  state  that  Charles 
Hendee  Smith  believes  the  reverse  to  be  the 
case'i"'. 

"Gas"  and  colic 

How  about  "gas"?  There  is  no  such  thing 
as  gas  from  indigestion  in  the  baby  fed  on 
his  mother's  milk.  To  be  sure,  he  may  gulp 
down  enough  air  to  fill  up  his  stomach  and 
so  reduce  his  capacity  for  food  before  he  has 

iX.  Grulee  and  Caldwell,  however  [Grulee.  C.  G.  and  Cald- 
well, F.  C:  The  Influence  of  Menstruation  on  Breast- 
Milk.  Am.  J.  Dis.  Child.  S  :374-3S(i  fMay)  Idl.'v]  found  'a 
period  of  increase  beirinninff  with  the  first  day  of  men- 
struation and  lasting  from  10  days  to  2  weeks  thereafter. 
Then  there  occurred  a  diminution  .  .  .  which  reached  its 
lowest  point  4  to  7  days  previous  to  mensti-uation  after 
which   there    was   a    gradual    increase." 
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taken  enough  to  carry  him  over  until  his 
next  feeding.  The  x-ray  pictures  of  Smith 
and  LeWald  demonstrate  this  occurrence 
beautifully"".  To  obviate  it,  most  mothers 
are  familiar  with  the  process  inelegantly 
known  as  "burping"  or  "bubbling."  This  con- 
sists in  placing  the  infant  over  the  shoulder 
or  on  the  knee  and  patting  him,  none  too 
gently,  on  the  back  until  the  bubble  of  air 
(which  is  not  "gas"  from  indigestion,  as  it 
is  so  often  assumed  to  be)  escapes.  Inasmuch 
as  this  procedure  makes  more  room  in  the 
stomach,  the  baby  should  be  put  back  on  the 
breast  and  allowed  to  fill  the  space  thus 
made  available. 

Colic  can  usually  be  explained  on  the  basis 
of  hunger,  provided  it  is  not  confused  with 
the  very  agonizing  colicky  cramps  of  intus- 
susception, or  perhaps  with  the  pain  of  ap- 
pendicitis. As  these  conditions  have  other 
diagnostic  signs,  there  is  not  much  excuse 
for  mistaking  them  for  "colic."'"'  The  cure 
of  colic  consists  usually  in  giving  more  food 
— though  this  statement,  like  most  of  the 
others  made  here,  has  its  vigorous  dissidents 
as  well  as  its  strenuous  defenders. 

A  device  that  has  proved  very  helpful 
when  the  baby  is  not  getting  enough  milk  to 
carry  him  over  the  four-hour  interval  until 
the  next  feeding  is  stool  training  as  an  ad- 
junct to  nursing'-".  While  modern  psycholo- 
gists object  strenuously  to  any  form  of  bowel 
training,  it  has  been  my  experience  that  most 
babies  easily  fall  into  the  habit  of  a  regular 
evacuation  before,  during  or  after  each  feed- 
ing. The  easiest  way  to  establish  this  habit 
is  by  inserting  a  small  soap  stick  into  the 
rectum  after  each  feeding,  and  then  placing 
a  small  "lap  chamber"  against  the  baby's 
buttocks  as  he  lies  on  his  back  in  his  mother's 
lap  or  on  a  table.  Usually  the  soap  stick  is 
necessary  only  for  a  day  or  two.  After  the 
evacuation  has  made  more  intra-abdominal 
space  available,  the  baby  is  put  back  on  the 
breast  and  frequently  gets  a  sizable  incre- 
ment of  milk. 

Feeding  intervals 

What  about  so-called  "self  demand'"?  A 
great  deal  has  recently  been  made  of  this 
reversion  to  the  bad  old  days  when  the  baby 
pulled  at  his  mother's  dress  whenever  he 
wanted  a  nip,  and  kept  her  his  slave  for  nine 
months,  with  never  a  minute's  peace  day  or 
night.  Most  of  us  have  obtained  the  good  ef- 


Sniith,  C.  H.  and  Le  Wald,  I,, 
tare  on  Digestion  in  Infancw 
282   (Apr.)    1915. 


T.:  The  Influence  of  I'os- 
Ani.    J.    Dis.    Cliild.    9:21)1- 


fects  of  this  custom,  without  making  the 
mother  suffer  from  its  obvious  drawbacks, 
by  permitting  a  reasonable  latitude  about 
her  nursing  hours.  If  she  finds  the  baby  un- 
able or  unwilling  to  go  on  a  four-hour  sched- 
ule at  any  time,  the  three-hour  schedule  may 
be  substituted  until  he  can  be  induced  to  take 
enough  to  carry  him  over  the  longer  inter- 
val. 

The  10  p.m.  and  2  a.m.  feedings  can  be 
combined  advantageously  by  letting  the 
child  sleep  after  his  6  p.m.  feeding  until  he 
wakes  of  his  own  accord — probably  around 
midnight.  He  will  probably  give  up  his  night 
feedings  entirely  around  the  end  of  the  sec- 
ond month,  if  not  earlier,  provided  he  is 
getting  enough  to  satisfy  him. 

Manual  expression 

No  presentation  of  the  subject  of  breast 
feeding  would  be  complete  that  did  not  de- 
scribe manual  expression.  This  is  emptying 
the  breast  by  means  of  the  best  breast  pump 
there  is,  the  human  hand"-".  The  following 
method,  which  has  been  described  by  Dr. 
J.  P.  Sedgwick,  should  be  taught  all  mothers. 

"The  breast  is  grasped  about  1  or  2  cm.  back  of 
the  colored  areola,  and  a  milking  motion  is  carried 
out  toward  the  nipples  ...  No  massage  of  the  breast 
proper  is  allowed  .  .  .  The  ducts  which  contain  the 
milk  extend  but  a  short  distance  back  of  the  areola. 
Any  one  who  has  ever  seen  a  cow  knows  that  the 
teats  are  milked  and  not  the  cow's  bag.""''' 

Conclusion 
How  many  babies  can  be  breast  fed,  and 
for  how  long'?  Statistics  are  available  from 
demonstrations  for  those  who  want  them""'. 
My  own  experience,  however,  as  well  as  the 
experience  of  many  others  who  have  taken 
breast  feeding  seriously  enough  to  learn  a 
technique  for  obtaining  it,  encourages  me  to 
believe  that  the  vast  majority  of  infants  can 
be  carried  through  the  period  of  infant  feed- 
ing on  the  breast.  In  most  cases  where  breast 
feeding  fails,  it  is  the  doctor  who  is  at  fault. 

Discussion 

Dr.  McQueen  Salley  (Hendersonville) :  Since  Dr. 
Richardson  has  invited  me  to  disagree  with  him 
wherever  possible,  I  shall  take  exception  with  him 
on  the  question  of  gas  or  air.  I  do  not  believe  the 

I,-..  Davies.  V. :  A  Simple  Teehnic  for  the  Manual  Expression 
of  .Mothers'  Milk,  Am.  J.  Dis.  Child.  -0:14?-!  lii  (Sept.) 
1913. 

Hi.  Sedgwick,  J,  P.:  Establishment.  Maintenance,  and  Ue- 
institution  of  Breast  Feeding,  J..\.M.A.  |)9:117-11m  (Aug. 
11)    1917. 

17.  In  Nassau  County,  New  York,  nine  tenths  of  the  mothers 
nursed  for  one  month  and  two  thirds  for  seven  months 
(Richardson.  F.  H.:  Universalizing  Breast  Feeding  in  a 
Community,  .I..\,M..\.  85:6(JS-671  (.\ug.  29)  192.1):  in  Cort- 
land. New  York,  77  per  cent  nursed  for  nine  months 
(.\nnual  Report  of  the  Division  of  Maternal,  Infant,  and 
Cliild  Hygiene  of  the  State  of  New  York  for  the  year 
1921),  p.  76). 
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nursing  baby  ever  swallowed  air.  I  do  know  that 
the  action  of  dilute  hydrochloric  acid  on  certain 
liquids  does  produce  gas,  and  that  is  what  happens 
with  the  nursing  baby.  I,  am  convinced  also  that  in- 
digestion causes  the  green  stools  so  frequently  s-=tn. 
As  to  an  ironclad  nursing  interval,  I  never  insist 
upon  this.  If  the  baby  gets  hungry  before  three 
hours,  I  permit  him  to  nurse  after  two  and  one-half 
hours. 

Dr.  Richardson:  I  am  going  to  ask  Dr.  Salley,  who 
is  an  expert  radiologist,  to  see  if  he  can  disprove 
the  contention  of  Dr.  Hendee  Smith  and  Dr.  LeWald, 
whom  I  quoted  in  my  text.  Their  pictures  show  con- 
clusively the  occurrence  of  a  large  bubble  of  air  in 
a  baby  "swallowing  in  the  prone  position.  I  do  not 
consider  green  stools  significant  in  the  nursing  in- 
fant. I  agree  with  Dr.  Salley  that  the  baby  should 
determine  his  nursing  interval;  but  if  he  gets 
enough  he  will  usually  go  four  hours. 

Dr.  Roy  Smith  (Greensboro):  What  foods  should 
be  denied  the  nursing  mother? 

Dr.  Richardson:  She  can  take  any  food  which  does 
not  cause  indigestion  in  herself. 

Dr.  Aldert  S.  Root  (Raleigh):  I  sometimes  find 
inverted  nipples  in  infants.  When  this  occurs,  I 
instruct  the  mother  to  use  gentle  pressure  to  pull 
them  out,  so  that  when  they  grow  up  they  may 
nurse  their  babies. 

Dr.  LeRoy  Butler  (Winston-Salem):  What  do  you 
do  for  colic?  Also  will  you  tell  us  how  frequently 
you  succeed   in  keeping  your  babies  on  the  breast? 

Dr.  Richardson:  In  my  experience  "colic"  is  al- 
most always  another  name  for  hunger,  although 
Dr.  LaBruce  Ward  disagrees.  Dr.  Ward  believes  that 
many  babies  are  hypertonic  and  have  colic  due  to 
their  heightened  irritability. 

As  to  the  percentage  of  babies  I  am  able  to  keep 
on  the  breast,  I  rarely  fail  if  I  have  a  mother  and 
baby  from  birth.  When  I  do  fail,  it  is  almost  always 
because  the  mother,  the  attending  obstetrician,  or 
the  family  doctor  is  openly  or  covertly  opposed  to 
breast  feeding. 

Dr.  Samuel  F.  Ravenel  (Greensboro):  It  is  grati- 
fying in  these  modern  days  to  discover  that  a 
woman's  breasts  have  a  utilitarian  purpose.  A  few 
of  the  women  that  I  encounter  in  my  practice  are 
able  and  willing  to  nurse  their  babies.  Most  of  these 
are  phlegmatic,  rather  bovine-type  farm  women 
with  vigorous,  ravenous  infants  and  with  husbands 
who  are  stone  deaf.  The  majority  of  mothers,  I  re- 
gret to  say.  cannot  nurse  their  infants.  Frank  talks 
about  the  sin  of  driving  babies  to  the  bottle.  In  my 
experience,  women  who  are  forced  to  nurse  their 
babies  are  often  driven  to  another  kind  of  bottle 
by  the  baby's  constant  screaming.  Seriously,  it  does 
seem  to  me  that,  of  the  women  who  conscientiously 
try  to  nurse  their  babies,  the  majority  fail. 

Dr.  Richardson:  The  attending  physician  who  is 
not  completely  convinced  of  the  feasibility  as  well 
as  the  advantages  of  breast  feeding  will  have  diffi- 
culty in  selling  the  article  on  which  he  is  not  him- 
self sold.  I  will  admit  that  many,  women  consider 
they  will  be  hampered  and  restricted  if  they  nurse 
their  babies.  I  believe  it  is  the  duty  as  well  as  the 
privilege  of  the  physician  to  make  breast  feeding 
less  confining  than  artificial  feeding. 

Dr.  .1.  LaBruce  Ward  (Asheville):  This  is  a  very 
important  paper,  and  I  agree  with  it  in  part.  I 
don't  agree,  however,  that  a  soap  stick  should  be 
used  to  make  the  baby  have  a  movement. 

I  believe  that  the  factor  which  has  contributed 
most  to  the  failure  of  mothers  to  nurse  their  babies, 
for  the  past  ten  or  fifteen  years,  is  prelacteal  feed- 
ing, which  we  should  all  oppose. 

I   think   the   doctor   is   largelv   to    blame   for   not 


making  mothers  nurse  their  babies.  In  my  experi- 
ence, at  least,  the  baby  is  not  considered  as  belong- 
ing in  the  domain  of  the  pediatrician  until  the  neo- 
natal period  is  past.  Fi-equently  the  pediatrician  is 
called  in  when  a  baby  is  three  or  four  days  old,  after 
he  has  already  been  put  on  a  bottle  and  his  mother 
has  been  given  stilbestrol. 

Breast  feeding  gives  the  baby  a  sense  of  belong- 
ing to  the  mother,  a  sense  of  security,  which  he  does 
not  have  when  he  is  on  the  bottle.  I  explain  the  ad- 
vantages of  breast  feeding  to  the  mother,  and  if  she 
refuses  to  try  it,  I  decline  to  treat  the  baby. 

Dr.  Richardson:  I  admire  Dr.  Ward's  courage,  but 
I  have  given  up  tiying  quite  so  hard  to  convert 
mothers  to  breast  feeding.  If  they  are  willing  to  do 
their  best,  I  can  always  promise  them  success;  but 
such  willingness  on  the  mother's  part  is  almost 
essential  to  the  maintenance  of  breast  feeding. 


TREATMENT  OF  SIMPLE  FRACTURES 

OF  THE  SHAFT  OF  THE  FEMUR  BY 

A  FIXED  TRACTION  SPICA 

A  PreUminarij  Report 

Robert  A.  Moore,  M.D. 

Earl  W.  Schafer,  M.D. 
Winston-Salem 

Immobilization  of  fractures  of  the  shaft 
of  the  femur  by  a  method  incorporating  trac- 
tion and  countertraction  into  a  single  or 
double  hip  spica  has  been  employed  by  the 
senior  author  for  many  years,  with  good  re- 
sults. It  has  been  used  in  all  age  groups  and 
both  sexes.  The  advantages  of  this  method 
are  that  it  obviates  the  necessity  for  skeletal 
traction  and  long  hospitalization. 

Throughout  this  paper  the  term  "fixed 
traction  spica"  will  be  used  to  indicate  the 
apparatus  described  herein. 

Method 
Premainpidutire  phase 

Patients  admitted  to  the  hospital  with 
simple  fractures  of  the  femoral  shaft  are 
seen  first  in  the  emergency  room,  where  a 
Thomas  leg  splint  is  applied.  A  limited  phy- 
sical examination  is  made,  and  sedatives  and 
analgesics  are  administered.  Shock  therapy 
is  given  if  necessai'y.  Later  such  patients 
are  moved  to  the  x-ray  room  on  the  rolling 
ambulance  litter  and  carefully  lifted  to  the 
x-ray  table,  a  member  of  the  orthopedic 
house  staff  supervising  the  handling  of  the 
patient. 

After  satisfactory  anterior-posterior  and 
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lateral  x-ray  films  are  obtained,  the  patient 
is  usually  transported  to  his  room,  where 
the  Thomas  leg  splint  is  removed  and  adhe- 
sive traction  applied.  The  leg  is  placed  on  a 
flat  pillow,  with  the  heel  extending  beyond 
the  pillow  edge,  and  is  immobilized  with 
sandbags  along  either  side.  Approximately 
10  pounds  of  weight  is  applied  to  the  extrem- 
ity. The  necessary  laboratory  examinations 
are  made,  and  a  thorough  physical  examina- 
tion is  done,  care  being  taken  to  maintain 
traction  and  immobility  of  the  affected  leg. 
The  foot  of  the  bed  is  then  raised  on  low 
shock  blocks  (4  inches)  so  that  the  body 
may  act  as  countertraction.  If  both  femurs 
are  fractured,  adhesive  traction  is  applied  to 
each  lower  extremity  and  the  foot  of  the  bed 
is  raised  higher  to  afford  more  countertrac- 
tion. 

Adhesive  traction  is  applied  by  the  follow- 
ing method :  The  leg,  if  hairy,  is  shaved  and 
painted  with  tincture  of  benzoin.  Three-inch- 
wide  adhesive  tape  is  then  used  to  strap  a 
wooden  spreader  block  to  the  leg,  about  2 
inches  below  the  foot.  This  tape  is  carried 
up  both  sides  of  the  leg  at  least  as  far  as  the 
mid-thigh.  The  spreader  block  is  placed 
close  enough  to  the  plantar  surface  of  the 
foot  to  aid  in  maintaining  dorsiflexion.  A 
short,  three-inch-wide  piece  of  tape  covers 
the  proximal  side  of  the  spreader  block  and 
the  adhesive  side  of  the  tape  over  the  mal- 
leoli. If  the  spreader  block  is  wide  enough 
and  the  adhesive  tape  properly  placed,  there 
will  be  no  irritation  of  the  malleoli.  To  add 
further  protection,  the  ankle  may  be  wrap- 
ped loosely  with  wide  gauze  bandage  before 
application  of  the  adhesive  tape.  One-inch- 
wide  adhesive  tape,  previously  unrolled,  is 
applied  carefully  but  loosely  in  a  widely 
spaced  spiral  from  .about  two  inches  above 
the  malleoli  to  the  mid-thigh.  Care  is  taken 
to  avoid  the  head  of  the  fibula  and  the  patella 
when  applying  the  one-inch  adhesive  tape. 
This  adhesive  traction  is  to  be  incorporated 
later  into  the  spica.  Skin  traction  has  proved 
to  be  adequate,  and  skin  irritation  has  not 
been  a  complication. 

Manipidatii^e  phase 

Usually  the  patient  is  completely  evaluated 
by  the  morning  after  admission.  He  is  then 
transported  to  the  orthopedic  room,  and 
after  the  administration  of  an  anesthetic 
is  placed  on  the  fracture  table.  The  lower 
extremities  are  in  moderate  abduction,  trac- 
tion is  made  on  both  ankles,  and  the  knees 


are  slightly  fiexed. 

The  ankles  are  wrapped  in  sheet  wadding 
cotton,  over  which  wide  muslin  bandage  is 
applied  in  a  double  half-hitch  manner  and 
tied  to  the  foot  pieces  with  the  feet  at  90 
degrees  dorsiflexion.  The  spreader  block  and 
adhesive  tape  distal  to  the  ankle  and  not  ad- 
herent to  it  are  pushed  out  of  the  way  poster- 
iorly. Any  necessary  traction  and  manipula- 
tion are  now  carried  out,  and  the  alignment 
is  checked  fluoroscopically  until  satisfactory 
reduction  is  accomplished. 

A  generous  amount  of  sheet  wadding  cot- 
ton is  used  to  pad  the  lower  abdomen,  pelvis, 
and  hips,  as  well  as  the  unaffected  thigh 
down  to  the  knee  and  the  affected  thigh  down 
to  the  ankle.  Additional  pads  of  cotton  or 
felt  are  used  to  pad  the  trochanteric  regions 
and  the  crests  of  the  ilia. 

Eight-inch,  slow-drying  plaster  is  used  to 
place  a  pelvic  band  over  the  sheet  wadding. 
The  upper  edge  of  this  band  is  usually  lo- 
cated at  the  umbilicus.  Usually  two  rolls  are 
utilized  in  this  step.  Next  perineal  straps 
(made  by  sewing  together  two  pieces  of  mus- 
lin about  three  inches  wide  and  thirty-six 
inches  long,  stuffed  with  cotton,  and  pressed 
flat'")  are  snugly  applied  up  over  the  plaster 
pelvic  band  anteriorly  and  posteriorly.  The 
perineal  straps  must  be  applied  tightly  and 
pulled  upward  and  outward  against  the  junc- 
tion between  thigh  and  buttock  at  an  angle 
of  about  45  degrees.  Each  strap  is  held  under 
tension  by  an  assistant,  and  the  ends  are 
parallel  and  well  above  the  upper  edge  of 
the  plaster  pelvic  band.  Additional  plaster  is 
applied  to  the  band  to  cover  the  straps,  and 
the  ends  are  then  turned  down  and  covered 
with  more  plaster.  This  step  establishes  the 
countertraction  for  the  femur. 

Slight  flexion  of  the  knees  is  attained  by 
carrying  three-  or  four-inch  gauze  bandage 
under  the  knee  outside  the  cotton  padding 
and  up  to  an  overhead  horizontal  bar. 

Six-inch,  slow-drying  plaster  is  wrapped 
around  both  thighs  to  just  above  the  knees 
in  a  circular  and  figure-of-eight  manner.  The 
inguinal  regions  of  the  spica  are  reinforced 
with  plaster  slabs  bilaterally.  A  wet  plaster 
slab  (one  roll)  is  now  placed  between  the 
gauze  suspension  from  the  inguinal  region 
of  the  affected  thigh  over  the  anterior  aspect 
of  the  knee  to  the  mid-tibial  region. 

1.  The  perineal  straps  are  fashioned  after  the 
Taylor  hip  splint  used  for  the  treatment  of  tuber- 
culosis of  the  hip. 
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Figure  1 


An  iron  rod,  bent  into  a  rectangular  shape 
and  open  at  one  end,  is  held  by  an  assistant, 
while  wet  plaster  is  loosely  draped  over  the 
lower  parts  of  the  parallel  bars  to  form  a 
sling  supporting  the  padded  calf  of  the  af- 
fected leg.  This  rod  reaches  from  mid-thigh 
to  approximately  six  inches  beyond  the  foot 
piece  of  the  table.  The  upper  or  open  ends 
of  the  rod  are  solidly  incorporated  into  the 
portion  of  the  spica  above  the  knee  by  the 
addition  of  more  plaster.  Now  a  thin  layer 
of  plaster  is  applied  over  the  lower  part  of 
the  parallel  rods,  snugging  down  the  draping 
plaster  ends  of  the  sling  as  well  as  covering 
the  anterior  plaster  slab  from  the  knee  down 
to  the  low  tibial  region. 

After  the  plaster  has  become  firm,  the 
ankle,  traction  straps  and  padding  on  the  af- 
fected side  are  carefully  removed.  At  the 
same  time  the  traction  on  the  unaffected  side 
is  reduced,  but  this  foot  remains  bound  to 
the  foot  piece  of  the  table. 

The  rope  through  the  middle  of  the 
spreader  block  of  Buck's  extension  is  now 
wrapped  around  the  block  in  an  anterior- 
posterior  direction  one  and  one  half  times, 
and  tied  where  the  rope  comes  through  the 
hole.  Two  long,  three-inch-wide  strips  of 
automobile  innertubing  are  carried  between 
the  rope  and  the  spreader,  one  on  either  side 
of  the  hole  (one  strip  anterior  to  the  hole 
and  one  posterior).  The  ends  of  the  rubber 
strips  are  pulled  over  the  closed  end  of  the 
rod  and  tied  under  the  desired  tension  in 
square  knots.  A  safety  pin  is  run  through 
both  ends  of  each  rubber  strip  just  distal  to 
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the  knot  to  prevent  slipping. 

A  crossbar  of  plaster  is  applied  between 
the  thighs  just  above  the  knees  and  bowed 
anteriorly  to  facilitate  placement  of  a  bed- 
pan. The  bar  also  affords  a  grasping  point 
to  facilitate  turning  the  patient. 

By  this  time  the  plaster  is  sufficiently  dry 
to  remove  the  wide  gauze  bandage  suspend- 
ing the  knees.  It  is  loosened  by  a  see-saw 
motion  and  one  side  is  cut  where  it  enters 
the  plaster;  it  is  then  pulled  out  the  other 
side.  Care  must  be  exercised  to  remove  this 
piece  of  material  without  breaking  it;  if 
allowed  to  remain  in  place,  it  may  cause 
pressure  against  the  popliteal  region. 

The  pubic  region  of  the  spica  is  trimmed 
and  the  unaffected  lower  extremity  is  re- 
leased from  the  foot  piece  of  the  table.  When 
the  fixed  traction  spica  is  deemed  diy 
enough,  the  patient  is  transferred  to  a  roll- 
ing litter  in  the  prone  position,  face  to  the 
side,  so  that  the  gluteal  region  of  the  spica 
may  be  trimmed.  Laterally  the  visible  por- 
tions of  the  perineal  straps  form  the  margins 
and  prevent  the  plaster  from  rubbing  the 
skin  of  the  buttocks. 

When  both  femurs  are  fractured,  a  double 
fixed  traction  spica  is  applied.  Both  lower 
extremities  are  put  up  in  fixed  traction,  with 
the  usual  two  perineal  straps  acting  as 
countertraction. 

Postm anipulative  phase 

The  patient,  attended  by  an  anesthetist,  is 
transported  to  his  room,  where  a  heat  cradle 
is  placed  over  the  spica.  The  following  day 
anterior-posterior  and  lateral  x-rays  are 
taken  to  check  the  position  of  the  fragments. 
At  this  time  correction  in  the  amount  of  trac- 
tion may  be  made  if  necessary.  Wedging  of 
the  spica,  although  not  employed  in  the  cases 
to  be  reported,  may  be  done  if  necessary. 

After  the  fracture  is  considered  in  satis- 
factory position,  the  plaster  thoroughly  dry, 
and  the  general  condition  of  the  patient  sat- 
isfactory, he  may  be  discharged  home,  to 
return  to  the  office  or  clinic  in  about  one 
month  for  a  repeat  x-ray  examination.  If 
x-ray  films  are  satisfactory,  the  patient  is 
encouraged  to  contract,  voluntarily  and 
periodically,  the  quadriceps  and  hamstring- 
muscles  of  the  completely  immobilized  lower 
extremity.  At  the  end  of  six  to  eight  weeks 
(from  the  time  of  reduction)  for  young  chil- 
dren, ten  to  twelve  weeks  for  adolescents. 
and  about  sixteen  weeks  for  adults,  another 
visit  is  made.   At  this  time  a  window  is  cut 


out  over  the  fracture  in  the  anterior  part  of 
the  spica,  and  films  are  made.  If  these  show 
the  fracture  well  healed,  the  spica  is  re- 
moved. 

Following  removal  of  the  spica,  a  regimen 
of  physiotherapy  to  be  carried  out  in  the 
home  or  outpatient  department  is  outlined. 
The  patient  is  taught  to  walk  with  the  aid 
of  crutches,  then  with  a  cane  until  the 
muscles  are  strong  enough  to  permit  unaided 
weight-bearing. 

Comparison  with  Other  Methods 

The  fixed  traction  apparatus  described 
above  differs  from  Hoke's  traction  apparatus 
in  that  the  latter  incorporates  the  entire  leg 
and  foot  of  the  unaffected  side  in  plaster; 
hence  traction  on  the  affected  side  produces 
countertraction  against  the  sole  of  the  foot 
of  the  unaffected  side.  In  the  apparatus  pre- 
sented here  countertraction  is  made  possible 
with  perineal  straps,  and  the  unaffected  limb 
is  free  from  the  knee  down. 

The  method  also  differs  from  Roger  And- 
erson's well-leg  traction,  since  the  latter 
does  not  include  the  pelvis  in  plaster  but 
again  utilizes  countertraction  in  the  well  leg 
by  means  of  a  metal  stirrup  incorporated 
in  plaster  and  attached  to  a  Kirschner  wire 
or  pin  through  the  lower  end  of  the  tibia  of 
the  affected  side. 

Review  of  Thirty-One  Fractures  Treated 
by  This  Method 

Age  and  sex  distribidion 

The  series  of  cases  upon  which  this  report 
is  based  is  made  up  of  31  fractures  occurring 
in  28  patients.  The  ages  of  the  patients 
ranged  from  9  months  to  93  years  (table  1). 
Twenty  of  the  patients  were  males  and  8 
were  females — a  ratio  of  2:1. 

Table  1 

Afie   Grmip  No.  Pntients 

Less  than  2  years  3 

3-15   years    15 

16-20  "  years   t 

21-80  years 4 

Above   80    2 

Total    28 

Types  a)id  locations  of  fractures 
(tables  2  and  3) 

All  cases  presented  were  fresh  fractures 
except  two.  In  one  of  these,  seen  two  and  a 
half  months  after  injury,  callus  formation 
had  taken  place,  but  malunion  w^as  present. 
In  the  other,  seen  five  weeks  after  injury, 


518 


NORTH   CAROLINA    MEDICAL  JOURNAL 


October,  1948 


Table  2 
Types  of  Fractures 

Displdcefl- 
J)  i  s  1)1(1  Cftl     dninnhnttctl        V,iili.fl>hif 


Table  4 
Average  Results  by 


Age   Groups 


Transverse   17 

Oblique   4 

Spiral  2 


Total 23 


4 


2 
1 

.1 


(/       Tnlill 

20 

8 


31 


yii.  Crisi'S 

6 

■7 


Table  3 
Location  of   Fractures 

Lnrntiiin 

Upper  third - 

Junction  of  upper  and  middle  thirds 

Middle    third    11 

Junction  of  middle  and  lower  thirds <3 

Lower  third  f' 

Total 31 

displacement  of  the  fragments  had  occurred. 
Twenty-three  fractures — about  two  thirds 
of  the  series — were  displaced.  Four  frac- 
tures were  displaced  and  comminuted.  The 
most  common  type  of  fracture  was  a  trans- 
verse displaced  fracture  in  the  middle  third. 
In  only  2  cases  were  accompanying  tibial 
fractures  present.  Three  cases  were  bilateral 
fractures  of  the  femoral  shafts. 

Length  of  hospitalization  and 
results  of  treatment  (table  -i) 

Four  patients  (1  infant  and  3  children) 
were  treated  as  outpatients.  One  patient 
with  bilateral  femoral  shaft  fractures,  a 
right  tibial  fracture,  and  a  displaced  upper 
right  femoral  epiphysis  was  hospitalized 
fifty-seven  days.  The  average  period  of  hos- 
pitalization for  all  cases  was  nine  days.  More 
than  half  of  the  patients  were  hospitalized 
one  week  or  less. 

In  this  small  series  of  31  fractures  of  the 
femoral  shaft,  none  of  which  were  com- 
pound, satisfactory  healing  was  obtained  in 
all  cases  except  that  of  one  aged  patient  who 
died  on  the  seventh  postmanipulative  day  in 
congestive  heart  failure.  This  patient  was 
93  years  old.  One  86-year-old  female  ob- 
tained satisfactory  healing  of  the  fracture 
but  never  was  able  to  walk  unaided.  Three 
cases  required  open  reduction.  One  patient, 
a  17-year-old  girl  in  whom  the  spica  was  re- 
moved nine  weeks  after  reduction,  refrac- 
tured  her  femur  in  bed  while  being  assisted 
on  a  bedpan. 

Other  Uses  of  the  Method 
Although  it  is  not  within  the  scope  of  this 
paper  to  report  results  following  the  use  of 
the  fixed  traction  spica  in  other  orthopedic 
conditions  of  the  hip  and  femur,  nevertheless 
■\ve  wish  to  impress    the    reader    with    the 


A  (If.'    Gr-/np 

Under  2  years 
2-5   years 
6-10  years 
11-15  years 
16-20   .years 
21-80   years 


Time  Required 
ftn'  Healiltfl 
(DeteniiiiucI  hii  X-Raii) 

36  days 
1.58  months 
2.50  months 
2.66  months 
3.95  months 
3.5  months 


Time  Required 

f()T  Vufiided 
Setf-Lnefni\;l:im 

49  days 
2.13  months 
3.30  months 
4.66  months 
5.18  months 
6.00  months 


of   the   apparatus.    It    has   been 
success   in   the   following   condi- 


versatility 
used  with 
tions: 

1.  Simple  fractures  of  the  femoral  shaft. 

2.  Slipped  femoral  epiphysis — con.serva- 
tive  treatment  or  prior  to  reduction  and  in- 
ternal fixation. 

3.  Tuberculosis  of  the  hip — conservative 
treatment  or  prior  to  fusion. 

4.  Osteomyelitis  of  the  femoral  head, 
neck,  and  acetabulum.  The  fixed  traction 
spica  is  an  adjunct  to  treatment,  since  it 
immobilizes  the  part,  gains  leg  length  where 
there  is  destruction  of  bone,  and  in  time  per- 
mits evaluation  of  new  bone  formation  with 
the  part  at  rest. 

5.  Undisplaced  fracture  of  the  femoral 
neck. 

6. 
ation 

7. 

8. 
tion. 

9. 


Intertrochanteric  fractures  when  oper- 
is  contraindicated. 
Intracapsular  femoral  fractures. 
After  open  reduction  with  screw  fixa- 


Pathologic  fracture  of  the  femur. 
Sum  mar II 

1.  A  series  of  31  fractures  of  the  shaft  of 
the  femur  treated  by  closed  reduction 
and  fixed  traction  are  presented  as  a 
preliminary  report. 

2.  Satisfactory  healing  was  obtained  in  all 
cases  except  one  (a  93-year-old  woman 
who  expired  on  the  seventh  day). 

3.  We  believe  that  the  healing  time  was  not 
increased  by  the  use  of  this  method  of 
treatment. 

4.  The  average  period  of  hospitalization 
was  nine  days. 

5.  Expense  to  the  patient  and  institution  is 
minimal. 

6.  The  dangers  accompanying  open  reduc- 
tion or  skeletal  traction  are  avoided. 

Conclusions 
We  realize  that  similar  results  can  be  ob- 
tained by  more  than  one  method  of  treat- 
ment, and  do  not  intend  to  leave  the  impres- 
sion that  this  method  is  the  best.  However, 
bed   space   is   limited   in   many   institutions. 
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and  this  method  affords  a  short  period  of 
hospitalization  for  the  majority  of  cases.  In 
our  hands  results  seem  equally  as  satisfac- 
tory as  with  other  methods  requiring  much 
longer  hospitalization. 


THE  EFFECT  OF  TOBACCO  ON 

ESTRUS,  PREGNANCY,  FETAL 

GROWTH,  AND  LACTATION 

.4  Critical  Review  of  the  Literature 

Rowland  V.  Long,  M.D. 

Lexington 

and 

William  A.  Wolff,  Ph.D. 

Winston-Salem 

The  attempt  to  demonstrate  toxic  effects 
of  tobacco  in  its  various  forms  is  as  old  as 
the  history  of  its  use.  In  the  earlier  medical 
literature  it  was  both  condemned  and  ac- 
claimed, being  described  as  deleterious  to 
digestion  and  sexual  desires,  but  recom- 
mended in  the  treatment  of  catarrh,  hemor- 
rhoids, and  hydrocephalus"'. 

During  recent  years,  a  vast  amount  of  con- 
scientious work  has  been  done  in  an  attempt 
to  demonstrate  the  effects  of  tobacco  and  its 
constituent,  nicotine,  on  the  human  organ- 
ism. Numerous  investigators  have  studied 
its  effect  on  the  cardiovascular,  gastrointes- 
tinal, respiratory,  and  central  nervous  sys- 
tems. The  measurable  effects  on  mental  and 
physical  efficiency  have  also  been  recorded. 

The  past  two  decades  have  seen  tobacco 
production  and  consumption  grow  by  leaps 
and  bounds.  Since  a  large  part  of  the  in- 
crease in  consumption  is  attributed  to  the 
woman  smoker'-',  considerable  research  has 
been  directed  to  the  possible  toxic  effects  of 
nicotine  on  certain  physiologic  processes  of 
the  female — namely,  estrus,  pregnancy,  fetal 
growth,  and  lactation.  This  research,  both 
experimental  and  clinical,  is  reviewed  crit- 
ically in  the  present  report,  which  is  in- 
tended as  an  introduction  to  clinical  studies 
to  be  published  in  the  future. 

Numerous  animal  experiments  have  been 

From  tlie  Tobacco  Research  Laboratory.  Bowman  Gray 
School  of  Medicine  of  Walce  Forest  Collese.  Winston-Salem. 
X.  C. 

Thi.s  study  was  made  possible  by  a  grant  from  tlie  Meilica' 
Relations  Division  of  William  F.sty  ami  Company.  Inc..  nf 
New  York. 

1.  (a)  Willich.  A.  F.  M. :  Lectures  on  Diet  ami  RoKimon. 
ed.  2,  Boston.  Joseph  Xancrede.  isdii.  (hi  Darwin.  K.: 
Zoonomia:  or  the  Laws  of  Orsanic  Life.  ed.  :i.  Bns'hm. 
Thomas  and   Andrew.^,    1809. 

2.  Thompson.  W.  B. :  Nicotine  in  Breast  Milk.  Am.  .1.  Ohst. 
&    nynec.    26:6li2-6(i7    (Nov.)    19M. 


carried  out  to  obtain  information  which 
might  have  some  bearing  on  the  use  of  to- 
bacco by  the  pregnant  or  lactating  woman. 
However,  in  the  interpretation  of  data  thus 
obtained,  many  authors  have  ignored  certain 
basic  differences  between  animal  and  human 
subjects,  such  as  (1)  the  relative  dose  of 
nicotine  as  milligrams  per  kilogram  of  body 
weight,  (2)  the  mode  and  rate  of  nicotine 
administration,  (3)  the  matter  of  tolerance 
or  habituation  to  nicotine,  (4)  species  dif- 
ferences in  the  response  to  nicotine. 

The  amount  of  nicotine  consumed  and  the 
rate  of  consumption  during  cigarette  smok- 
ing vary  with  several  factors,  including  com- 
position of  the  cigarette,  speed  of  smoking, 
temperature  of  the  smoke,  fraction  of  the 
cigarette  smoked,  and  the  amount  of  smoke 
inhaled'-'".  Under  the  usual  conditions  for 
smoking,  it  may  be  assumed  that  a  smoker 
absorbs  approximately  3  mg.  of  nicotine 
from  one  cigarette  in  a  smoking  period  of 
five  to  ten  minutes.  For  a  woman  weighing 
60  Kg.  (132  pounds),  this  is  a  dose  of  0.05 
mg.  of  nicotine  per  kilogram,  administered 
at  a  rate  of  0.005  to  0.01  mg.  per  kilogram 
per  minute.  The  moderate  smoker  who  uses 
ten  cigarettes  per  day  absorbs  a  total  of  0.5 
mg.  of  nicotine  per  kilogram  in  ten  separate 
doses  distributed  over  a  ten-  to  fifteen-hour 
period.  This  dose  and  rate  of  administra- 
tion is  only  a  small  fraction  of  that  used  in 
the  majority  of  animal  experiments  reported 
to  date. 

Information  on  tolerance  and  species  dif- 
ferences among  animals  is  limited  to  a  few 
scattered  observations. 

Effect  on  the  Estrus  Cycle 

Various  methods  and  species  of  animals 
have  been  used  in  an  attempt  to  demonstrate 
a  direct  or  indirect  effect  of  nicotine  on  the 
estrus  cycle.  The  earliest  experimental  work 
was  that  of  Ogata'".  He  was  unable  to  dem- 
onstrate by  careful  macroscopic  studies  any 
pathologic  changes  in  the  ovaries  of  sexually 
mature  young  rabbits  injected  with  a  physio- 
logic saline  extract  of  cigar  smoke.  Histo- 
logic studies  were  not  done.  Thienes  and 
Behrend'-'',  using  injections  of  a  0.1  per  cent 

;l.    Bosrcn.    E. ;    Composition    of    Ci^'arets    and    Cigaret    Snn)kc. 

.L-\.M..\.    i):!:lll(i-lU4    (Oct.    12)    I!l29. 
(.    Og.ita.  S. :  Preliminary'  Report  of  Studies  on   the  Inllue'.ice 

of   Alcohol  and   Nicotine  upon   the  Ovary,   J.   M.   KcseaiTh 

4ii:i2:M2r.  1919. 
.">.    (a)   Behrend,    -\.   and    Thienes.    C.   H. :   Chronic  Nicotinism 

in  Voung  Rats  and  Rabhits:   Effect  on  Growth  and  Estrus'. 

J.   Pharmacol.    \-   Exper.    Therap.    4(i:ii:i-124    (S-pt.i    1932: 

(b)   Thiene.s.    C.    H. :    Failure    of   Nicotine    to   Alter   Estrus 

Cycle  in    W\ute  Rat.    Proc.    Soc.   Exper.    Biol.    ,\-    Med.    2S: 

7in-7ti    (April)    1931. 
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solution  of  pui-e  nicotine,  in  a  dose  of  5  mg. 
per  kilogram  twice  daily,  failed  to  produce 
any  changes  in  the  estrus  cycle  of  white  rats. 
The  cycle  was  closely  followed  by  daily  vag- 
inal smears. 

According  to  Campbell"'',  Unbchan  and 
Nakasawa  reported  that  nicotine  causes  the 
ovaries  of  white  mice  to  cease  their  produc- 
tion of  the  estrogenic-producing  hormone. 
Nakasawa  further  observed  that  atrophy  of 
the  ovaries,  uterus,  and  vagina  took  place, 
and  that  continued  injections  of  nicotine 
prevented  the  occurrence  of  pregnancy. 
Lee'"'  found  that  daily  nicotine  injections 
into  white  mice  stopped  the  estrus  cycle  and 
produced  atrophy  of  the  vaginal  mucosa  and 
endometrium,  with  hyperplasia  of  the  vagi- 
nal submucosa.  He  also  noted  rapid  ripen- 
ing of  the  graafian  follicles  followed  by 
cloudy  degeneration,  indicating  that  nicotine 
first  stimulates  but  later  inhibits  ovarian 
activity.  In  one  group  of  animals  an  injec- 
tion of  luteohormone  or  anterior  pituitary 
extract,  given  concomitantly  with  the  nico- 
tine, markedly  inhibited  the  changes  just  de- 
scribed. 

Winkler  and  Fenner'^',  reporting  on  clini- 
cal studies  among  women  workers  in  tobacco 
factories,  noted  a  high  percentage  of  delayed 
menarche,  early  menopause,  menstrual  dis- 
turbances, dysmenorrhea,  and  endometritis. 
These  investigators  also  substantiated  the 
experimental  evidence  of  Lee  as  to  the  inhi- 
bition of  nicotine  by  luteohormone,  and  con- 
cluded that  female  animals  have  a  much  high- 
er resistance  to  nicotine  intoxication  than 
do  males.  Myers,  however,  quoting  numer- 
ous opinions  and  without  presenting  clinical 
or  experimental  data,  concluded  that  "ac- 
cording to  reports  the  female  is  injured  more 
than  the  male."<«' 

Wilson  and  De  Eds""'  found  that  when 
healthy  female  rats  were  fed  a  diet  contain- 
ing 0.025  per  cent  nicotine,  which  gave  them 
a  daily  dose  of  12  to  15  mg.  per  kilogram  of 
body  weight,  the  menses  became  irregular. 
When  the  nicotine  dose  was  doubled,  the  food 
intake  M'as   reduced   and  the  normal   men- 

(1.  Campbell,  A.  M. :  Excessive  Cigarette  SmokiriK  in  Women 
and  Its  EITect  upon  Tlieir  Reprofluctive  Efficiency,  ,1. 
Michifran    M.    Six-.    .•!4:U6-l,il    (Marcli)    l!i3.i. 

7.  Lee,  Y,  C:  Experimental  Studies  on  the  Relation  lietween 
Nicotine    and    Sexual    Hormone,    J,    Severance    Union 
Coll.   2:10S-158,   l!i.3.->. 

8.  Winkler.  H.  and  Fenner,  R.:  Inwieweit  lieeinfUissen 
Sexualhormone  die  Nicotintnxizitat,  Klin.  Wclins-hr. 
in.'i+.ui.lT    (N'ov.)    1942. 

9.  Mvers.  ,1.  I..:  Influence  of  Smoking  on  Health.  Tr.  Am. 
Larvns.   A.   62  :.'!40-.15ri,   19+0. 

10.  Wilson,  R.  H.  and  De  Eds.  F.:  Mcotine  Toxicity;  EITect 
of  Nicotine-Containins  Diets  on  Estrus  Cycle,  ,T.  Pharma- 
col. &  Exper.  Therap.  59:260-26.3    (March^    1937. 
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strual  rhythm  stopped  completely  in  three 
days.  A  control  group  was  placed  on  an  in- 
sufficient diet  without  the  addition  of  nico- 
tine. The  menstrual  cycle  stopped  in  eight 
days — an  indication  that  malnutrition  in  ex- 
perimental animals  may  be  a  factor  in  ex- 
plaining the  divergent  results  reported  by 
diff'erent  investigators.  This  observation 
suggests  that  the  alleged  effect  of  nicotine 
on  the  menstrual  cycle  may  be  the  result  of 
an  inadequate  diet. 

Effect  on  Pregnancii  unci  Fetal  Groirth 

A  great  deal  of  work  has  been  directed 
toward  the  establishment  of  an  antepartum 
regimen  free  from  any  deleterious  influence 
on  the  mother  or  fetus.  This  has  led  a  num- 
ber of  workers  to  investigate  the  possible 
effect  of  cigarette  smoking  on  pregnancy. 
Chiasson"^'  found  exceptionally  high  fertil- 
ity and  abundant  lactation  in  a  group  of 
French  women  who  were  habitual  pipe 
smokers.  A  somewhat  analogous  observation 
has  been  made  in  experimental  animals'"'. 

Essenberg,  Schwind,  and  Patrae"-'  used 
two  procedures  for  demonstrating  the  effect 
of  nicotine  on  the  offspring  of  albino  rats. 
One  group  of  pregnant  rats  was  placed  in  an 
atmosphere  of  cigarette  smoke  for  three  min- 
utes daily.  The  other  group  received  a  daily 
subcutaneous  injection  of  0.5  to  1.0  cc.  of  a 
1:1000  nicotine  solution.  This  dose,  pi'ob- 
ably  1.5  to  3.0  mg.  per  kilogram  of  body 
weight,  produced  characteristic  nicotine  con- 
vulsions within  one  minute  of  injection.  Two 
thirds  of  the  offspring  from  both  groups 
were  underweight,  because  of  the  absence 
of  the  normal  body  fat.  There  was  no  marked 
effect  on  skeletal  growth — a  fact  previously 
observed  by  Behrend  and  Thienes'""'.  Of  the 
females  injected  with  nicotine,  63.3  per  cent 
lost  one  or  more  of  their  young  before  wean- 
ing, and  33.3  per  cent  lost  all  of  their  young; 
in  a  control  group  which  had  not  received 
nicotine  in  any  form  only  23.3  per  cent  lost 
one  or  more  of  their  young  before  weaning. 
Lidividual  variation  was  considerable.  Even 
though  these  authors  stated  that  they  sub- 
jected rats  "to  tobacco  smoke  that  would 
approximate  human  smoking  of  about  a 
package  of  cigarettes  per  day,"  a  daily  three- 
minute  exposure  to  smoke  cannot  be  consid- 

11.  Chiasson,  M,  J.,  cited  by  Johnson,  W.  M.:  Effects  of  To- 
bacco Smoking,  Correspondence,  J. A.M. A.  93:1909  (Dec. 
14>    1929. 

12.  E.ssenber^r.  .T.  M.,  Schwind.  J.  V.,  and  Patras,  A,  R.: 
Effects  of  Nicotine  and  Cigarette  Smoke  on  Pregnant 
Female  Albino  Rats  and  Their  Offsprins,  J.  Lab.  &  Clin. 
Med.   23:708-717    (April)    19)o. 
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ered  identical  with  human  smoking,  either  as 
to  the  nicotine  dose  or  as  to  rate  of  absorp- 
tion. 

In  a  somewhat  similar  experiment,  Schoe- 
neck""  blew  the  smoke  of  one  cigarette  into 
the  nostrils  of  a  rabbit  each  day.  The  weight 
of  the  offspring  from  rabbits  exposed  to 
smoke  was  approximately  17  per  cent  less 
than  the  weight  of  those  in  the  control  series, 
and  the  stillbirth  rate  was  ten  times  greater 
than  that  in  the  controls.  This  author  as- 
sumed that  the  nicotine  dose  given  to  the 
rabbit  was  equivalent  to  that  taken  by  a 
human  being  who  smokes  twenty  cigarettes 
per  day;  but  he  overlooked  the  difference  in 
the  mode  of  administration.  The  human 
smoker  receives  twenty  separate  doses,  each 
of  about  0.05  mg.  per  kilogram,  while  the 
rabbits  received  in  a  single  dose  relatively 
twenty  times  the  amount  of  smoke  taken  at 
one  time  by  the  human  being,  and  presum- 
ably twenty  times  the  amount  of  nicotine. 

Mgalobeli'^^',  on  the  basis  of  limited  clin- 
ical data,  concluded  that  among  women  who 
work  in  tobacco  factories  there  are  fewer 
pregnancies,  more  abortions,  and  a  greater 
infant  mortality  rate  in  the  age  group  from 

1  to  3  years.  Campbell'^''  is  of  the  opinion 
that  excessive  smoking,  in  a  small  propor- 
tion of  maternity  cases,  has  a  detrimental 
effect  on  the  patient's  general  health.  He  re- 
ported on  an  analysis  of  replies  from  sev- 
enty-five members  of  the  American  Society 
of  Obstetrics  and  Gynecology,  whose  opin- 
ions strongly  indicated  that  smoking,  except 
in  moderation,  is  unfavorable  to  the  health 
of  expectant  mothers.  The  same  author, 
however,  was  unable  to  demonstrate  any  his- 
tologic changes  in  the  ovaries  and  uteri  of 

2  healthy  female  rabbits  which  had  received 
10  mg.  of  nicotine  intravenously  or  40  mg. 
subcutaneously  three  times  each  week  for 
nine  months. 

Proof  that  nicotine  crosses  the  placental 
barrier  is  lacking.  Sontag  and  Wallace'"'^ 
found  that  the  fetal  heart  rate  was  increased 
by  about  5  beats  per  minute  after  the  mother 
had  smoked  a  cigarette.  The  recordings 
were  made  by  auscultation,  however,  and  the 
differences  observed  may  be  due  to  individ- 

13.  Schoeneck.  F.  J.:  Ciirarette  Sinokiiiir  in  rre^rnaiicv.  New 
York  State  .7.   Med.   41 :1!)  ;:i-10ts    (Oct.    1)    11)11. 

14.  Mgalobeli.  M.:  Einfluss  der  .Arbeit  in  der  Tal>akindu.'itrie 
auf  die  Gesclileclitssphare  der  .Arheiterin.  Monatscbr.  f. 
Geburtsh   u.   Gj-nak.   ssri.ir-SlT    (June)    liiSI. 

15.  Campbell.  A.  M.  r  Effect  of  Excessive  Cisraret  Smoking  on 
Mate-Tial  Health,  ,\ni.  J.  Obst.  &  Gvnec.  31  :o02-30S 
(March)   I93n. 

10.  Sonfaa.  L.  W.  and  'R'allace.  R.  F.;  EfTect  of  Ciaaret  Smok- 
ing during:  Pregnancy  upon  Fetal  Heart  Rate,  ."Vm.  J. 
Obst.  &   GjTiec.   29:77-83    (Jan.)    1935. 


ual  error.  Five  subjects  were  used,  one  be- 
ing a  non-smoker.  In  this  last  case,  a  de- 
crease in  the  fetal  heart  rate  was  recorded. 
The  increase  of  rate  in  the  smokers,  the 
authors  felt,  was  suggestive  that  nicotine 
crosses  the  placental  barrier.  There  is  a  pos- 
sibility that  this  deduction  may  be  correct, 
as  smoking  produces  an  increase  in  the  heart 
rate  of  the  adult"''. 

Effect  on  Lactation 

In  a  very  careful  study.  Hatcher  and  Cros- 
by""*' have  shown  that  massive  doses  of  nico- 
tine inhibit  lactation  in  cats  for  about  six 
hours.  Regardless  of  the  dose,  no  toxic  symp- 
toms could  be  produced  in  nursing  kittens 
and  no  permanent  effects  on  lactation  could 
be  demonstrated.  These  authors  found  that 
5  mg.  of  nicotine  per  kilogram,  given  in  four 
doses  over  a  period  of  two  and  one-half 
hours,  made  a  cow  sick  and  suppressed  lac- 
tation for  several  hours.  The  next  day — 
twenty  hours  after  the  last  nicotine  dose — 
the  cow  appeared  normal  and  the  milk  flow 
was  normal.  This  dose  of  nicotine  is  massive 
and  would  correspond  to  that  obtained  by 
smoking  100  cigarettes  in  two  and  one-half 
hours. 

In  a  report  to  Hatcher"*^',  members  of  the 
Department  of  Obstetrics  and  Gynecology  of 
Cornell  Medical  College  stated  that  they  had 
not  observed  that  smoking  decreased  lacta- 
tion or  had  any  effect  on  the  nursing  infants. 
Perlman  and  Dannenberg"'"  recorded  simi- 
lar findings  in  human  mothers.  A  definite 
correlation  was  noted  between  the  number 
of  cigarettes  smoked  and  the  quantity  of 
nicotine  excreted  in  the  milk  and  urine,  but 
no  effect  on  the  nurslings  was  demonstrated. 
It  was  suggested  that  a  tolerance  to  nicotine 
on  the  part  of  the  infants  may  explain  the 
lack  of  toxic  symptoms.  In  this  connection 
it  is  worth  noting  that  young  rats  develop  a 
marked  resistance  to  the  convulsive  action  of 
nicotine,  while  adults  do  not'-'". 

Other  studies  on  the  nicotine  content  of 
milk  have  been  reported.  Thompson'-'  con- 
cluded that  one  of  his  patients  eliminated  in 
her  milk  0.06  to  0.24  mg.  of  nicotine  in  a 

17.    Grollnian.   \.:  The  Cardiac  Output  of  Man  in  Health  and 

Disea.se.    Springfield.    Illinois,    Charles    C.    Thomas',    1932,    p. 

159. 
If^.    Hatcher.    R.    .\.   and   Crosbv.    H. :   Elimination    of   Nicotine 

in    Milk,    J.    Pharmacol,    k    Exper.    Therap.    32:1-6    (Nov.) 

1927. 

19.  Perlman,  H.  H..  Dannenburg,  .\.  M.,  and  Sokoloff,  N,: 
Excretion  of  Nicotine  in  Breast  Milk  and  Trine  from 
Cigaret  Smoking;  Its  Etfect  on  Lactation  and  Nursling. 
J.A.M..\.    I2(i:10fi:!-I009    (Nov.    2S)    1912. 

20.  Behrend,  \.  and  Thienes,  C.  H. ;  Development  of  Toler- 
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twenty-foLU"  hour  pei-iod,  and  demonstrated 
the  presence  of  nicotine  in  milk  of  two  other 
.patients.  Chemical  and  biologic  tests  indi- 
cated no  more  than  traces  of  nicotine  in  milk 
from  a  woman  who  smoked  twenty  to 
twenty-five  cigarettes  per  day""*'.  Similarly, 
only  traces  of  nicotine  were  found  in  milk 
from  a  cow  which  had  received  large  doses 
of  nicotine""'. 

Campbell"""  felt  that  it  is  in  the  nervous, 
high-strung,  excitable  individual  who  smokes 
excessively  that  lactation  is  diminished. 
Thompson'-'  concluded  that  nervousness  is  a 
definite  factor  in  suppressing  lactation,  re- 
gardless of  nicotine  intake,  and  that  the  ef- 
fect of  the  drug  is  not  the  sole  or  even  the 
chief  factor  involved.  In  this  connection 
Johnson'-"  stated,  "As  to  its  effect  on  the 
nei'vous  system,  I  am  inclined  to  think  that 
the  average  highly  nervous  individual 
smokes  to  excess  because  he  is  nervous. 
rather  than  that  he  is  nervous  because  he 
smokes  to  excess.  In  the  average  individual 
the  efi'ect  of  a  smoke  seems  to  be  more  sooth- 
ing than  stimulating." 

Comment 

Numerous  factors  must  be  considered  in 
judging  the  clinical  value  of  studies  reviewed 
here.  A  sharp  distinction  must  be  made  be- 
tween acute  nicotine  poisoning  and  the 
chronic  effects  produced  by  habitual  use  of 
tobacco,  especially  cigarette  smoking.  The 
use  of  massive  doses  of  nicotine  in  experi- 
mental animals  has  yielded  much  valuable 
information  on  nicotine  poisoning.  Such  data 
have  some  bearing  on  the  acute  poisoning 
which  may  result  from  accidental  or  delib- 
erate ingestion  of  nicotine  insecticides  by 
human  beings.  Under  no  circumstances 
should  it  be  assumed  that  chronic  effects  of 
nicotine  in  the  human  subject  are  similar  to 
acute  effects  of  nicotine  in  animals.  This 
error  in  reasoning  has  been  made  by  several 
authors  quoted  here.  To  date,  there  have 
been  no  animal  experiments  which  fully  sim- 
ulate smoking  by  the  human  being.  Hence, 
no  analogy  can  be  drawn  from  the  experi- 
mental data  at  hand. 

A  second  defect  in  several  papers  reviewed 
here  is  the  presentation  of  arbitrary  opin- 
ions on  smoking  without  either  experimental 
or  clinical  data  which  support  the  author's 
views'"'^-'". 

Little  objective  evidence  is  available  as  to 

21.    Johnson,-    \V.    M. :    Tobacco    Sniokint-:    A    Clinical    .-ituclv, 
.l.A.NJ.A.    !i:;:i-)(i.viiii7    (Aiiir.    sn    I!i2!i. 


the  effect  of  nicotine  on  the  physiologic  pro- 
cesses of  the  human  female.  By  far  the  larg- 
est part  of  the  work  reviewed  is  based  on 
clinical  observation,  and  here  the  variance 
of  opinions  is  outstanding.  In  an  attempt  to 
show  some  correlation  between  the  number 
of  cigarettes  consumed  and  toxic  manifesta- 
tions, the  majority  of  the  researchers  have 
failed  to  consider  the  possibility  of  other 
factors  which  may  influence  their  observa- 
tions. Among  these  factors  is  the  presence 
of  products  other  than  nicotine  in  tobacco, 
the  degree  of  nicotine  absorption'-'-',  the 
variable  nicotine  content  of  different 
brands' ■■',  individual  sensitivity  to  tobacco'--", 
the  speed  of  smoking''',  and  the  fraction  of 
cigarette  consumed. 

Co»cIusio)i 

I\Iuch  research  work  of  a  high  standard 
must  be  done  on  the  use  of  tobacco  by  the 
human  female  before  definite  conclusions 
concerning  its  toxicity  or  lack  of  toxicity 
can  be  drawn.  The  situation  has  not  changed 
since  1932,  when  Behrend  and  Thienes"'"' 
wrote,  "A  critical  review  of  the  subject  of 
chronic  poisoning  by  tobacco  or  nicotine  in- 
dicates that  we  have  a  dearth  of  dependable 
data  upon  which  judgment  can  be  based." 

22.    Chapman.   D.   G. :  Effects  of  Toliacco  Smoking  on  \'ascular 

System.  Virpinia  M.  Monthly  OlU.-.l-tjO  (Nov.1  lii.ST. 
2:t.  (ai  Herrell.  W.  K.  and  Ciisick.  I'.  L. :  Effect  of  Inhalation 
of  Tol>acco  Smoke  on  \'a.scular  S>stem.  with  Reference 
to  Chanfre  in  Blood  Pressure,  M.  C"lin,  North  .America 
■J.-l:l(i:i:i-l(iKi  (July)  19.39. 
(1))  Scns'itivit\'  to  Tobacco  Smoke,  Queries  and  Minor 
Notes,   J.A.M..\.    111:913    (M.ircb  ii  >    I9ni. 


EFFECTS   OF   THE   USE   OF   TOBACCO 

ON  NATURAL  BLOOD  SULFO- 

CYANATES  AND  BLOOD 

PRESSURE  LEVELS 

Verne  S.  Caviness,  M.D.,  F.A.C.P. 
Raleigh 

In  the  original  report  of  the  "Correlation 
Between  Blood  Pressure  and  the  Concentra- 
tion of  Sulfocyanates  in  the  Blood"''',  based 
on  a  study  of  244  unselected  individuals  who 
had  never  taken  sulfocyanates  therapeutic- 
ally or  experimentally,  it  was  demonstrated 
that  average  blood  sulfocyanate  levels  vary 
inversely  with  the  blood  pressure  levels. 
Also,  it  was  shown  that  each  such  individual 

From  the  Cardiovascular  Department,  Rex  Hospital.  Raleigh. 
North  Carolina. 

Read    before   the   Roy.ster  Oub,    Raleigh.   June    in,    IDIS. 

1.  Caviness.  V.  S„  Bell.  T.  A.  and  Satterfield.  G.  H.:  The 
Correlation  Between  Blood  Pressure  and  the  Concentration 
of  Sulfocyanates  in  the  Blood.  North  Carolina  M.  J,  2: 
')S.-)-592    (Nov.)    1911. 
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has  a  fixed  level  of  blood  sulfocyanate'^-' 
which  is  constant  and  does  not  change  ma- 
terially from  week  to  week.  (The  average 
weekly  variation  for  the  group  was  0.14  mg. 
per  100  cc.  of  blood.)  It  was  also  reported 
that  "we  have  not  demonstrated  any  tobacco 
factor  and  are  of  the  opinion  that  any  tobac- 
co influence  noted  in  the  past  may  have  been 
due  to  the  tobacco  smoke  present  in  saliva. 
We  do  not  believe  it  could  have  any  appre- 
ciable effect  on  blood  sulfocyanates."'" 

Since  this  first  report,  the  inverse  ratio 
between  blood  sulfocyanate  levels  and  blood 
pressure  readings  has  been  demonstrated  re- 
peatedly. A  group  in  Philadelphia  has  at- 
tempted to  prove  by  a  study  of  8  selected 
cases  that  tobacco  influences  natural  blood 
sulfocyanate  levels''".  Although  their  figures 
could  not  justify  any  controversy  over  the 
subject,  it  appears  advisable,  since  the  ques- 
tion has  been  raised,  to  publish  in  some  detail 
data  uncovered  in  our  original  work  on 
which  the  conclusions  were  based.  The  ac- 
cumulated material  was  rather  voluminous 
and  it  has  been  considered  neither  necessary 
nor  expedient  to  publish  all  the  data  on 
which  some  of  the  less  important  conclusions 
were  based.  Additional  information  is  now 
being  offered  regarding  any  possible  correla- 
tion between  the  use  of  tobacco  and  natural 
blood  sulfocyanate  levels. 

For  various  reasons  satisfactory  informa- 
tion was  not  secured  regarding  the  use  of 
tobacco  in  24  cases.  These  failures  wei'e  acci- 
dental, and  since  they  were  well  scattered 
throughout  all  groups,  the  general  picture 
would  not  be  significantly  altered  if  data 
were  available  on  the  additional  24  cases.  It 
appears  to  be  advisable  to  omit  these  cases 
and  report  only  on  220  cases  for  whom  full 
data  are  available. 

In  our  work,  as  previously  reported,  we 
have  arranged  and  used  the  following  classi- 
fication of  blood  pressui-e  groups' i-'. 

Below  106  sj\stolic hypotension 

106  - 130  systolic normal  pressure 

131  - 140  systolic border  line 

141  and  above  systolic hypertension 

Diastolic  pressure  should  be  approximately 
two  thirds  of  systolic  pressure  in  the  normal 
pressure  group.  No  diastolic  pressure  above 
85  is  considered  normal. 

2.  Caviness,  V.  S..  Umphlett.  T.  L.  and  Royster.  C.  L. :  Blood 
Pressure  and  SuJfocvanates,  Am.  J.  M.  Sc.  204;G8S-6!'7 
(Nov.)    1942. 

3.  Trasoff,  A.  and  Schneeberi.  X.  G.:  Tlie  Naturally  Oeour- 
rins  Blood  Sulfocyanates  and  Their  Relation  to  Blood 
Pressure.  Am.  J.  XI.  So.  207:03-67    (Jan.)   1914. 


Much  of  the  earlier  work  with  sulfocyan- 
ates was  done  by  dentists,  and  many  of  their 
studies  were  made  only  on  saliva.  In  some 
cases,  especially  among  smokers,  the  salivary 
sulfocyanate  level  was  found  to  be  higher 
than  among  some  non-smokers.  So  far  as 
we  have  been  able  to  learn,  no  one  has  ever 
been  able  to  establish  any  evidence  that 
smokers  maintain  higher  blood  sulfocyanate 
levels  than  non-smokers.  Apparently  the  im- 
pression that  the  use  of  tobacco  i-aises  sulfo- 
cyanate levels  arose  from  a  small  number  of 
determinations  made  on  saliva.  It  is  also 
probable  that  the  higher  levels  in  smokers 
resulted  from  the  presence  of  smoke  or  par- 
ticles of  tobacco  in  the  saliva.  The  dental  in- 
vestigators were  searching  for  a  cause  for 
tooth  decay,  but  since  their  studies  did  not 
yield  any  information  of  value  in  this  field, 
the  studies  were  abandoned'"". 

A  study  of  hypertensive  patients  being 
treated  with  sulfocyanates  in  Rex  Hospital 
Cardiovascular  Clinic  showed  that,  with  a 
few  significant  exceptions,  there  was  a  char- 
acteristic drop  in  systolic  and  diastolic  pres- 
sures as  the  sulfocyanate  level  rose.  When 
treatment  was  stopped,  there  was  a  gradual 
rise  in  the  systolic  and  diastolic  pressures, 
accompanied  by  a  fall  in  blood  sulfocyanate 
levels,  until  the  levels  of  blood  pressure  and 
blood  sulfocyanate  that  prevailed  before 
treatment  was  begun  were  re-established 
Subsequent  periods  of  treatment  and  rest 
from  treatment  gave  the  same  results.  So 
striking  and  constant  were  these  changes 
that  a  study  was  undertaken  to  determine 
whether  any  correlation  existed  between  nat- 
ural blood  sulfocyanate  levels  and  blood  pres- 
sure levels.  The  possibility  of  some  correla- 
tion between  the  use  of  tobacco  and  natural 
blood  sulfocyanate  levels  was  studied  at  the 
same  time  with  the  same  subjects. 

It  was  apparent  that  subjects  were  needed 
for  this  study  who  would  represent  a  good 
cross  section  of  ages,  blood  pressure,  physi- 
cal health  and  sex,  and  still  be  kept  in  com- 
parable environments.  It  appeared  to  be 
important  that  all  subjects  be  kept  under 
definite  control  with  regard  to  physical 
activity,  rest,  diet,  and  the  use  of  tobacco. 
These  precautions  were  prompted  by  the 
knowledge  that  sulfocyanates  are  end  prod- 
ucts of  protein  metabolism. 

4.     (a)   Pauli:    Sulfocyanides.    Miinchen    Med.    Wehnsehr.    No. 
4.    1!103. 
(b)   Sollniann,   T.   H.t  Manual  of  PliarniiU-ology.   Its  Appli- 
cation   to    Therapeutics    and   Toxicology,    ed.    :!.    Phila- 
delphia,  W.  B.  Saunders  Co..    I!i2ii.   p.   <»i!>. 
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Two  such  groups  were  studied.  Samples 
of  blood  from  all  persons  admitted  to  two 
state  institutions  were  collected  the  second 
morning  after  admission,  before  breakfast 
and  before  any  tobacco  was  used.  On  ad- 
mission, all  subjects  were  at  rest  for  obser- 
vation, and  in  both  institutions  the  diet  was 
ordinarily  the  same  for  each  subject.  Appar- 
ently we  had  as  close  a  control  over  the  en- 
vironment, diet,  and  activities  of  the  sub- 
jects as  was  possible. 

At  the  State  Prison,  the  diet  contained  an 
average  of  145  Gm.  of  protein,  185  Gm.  of 
fat,  and  575  Gm.  of  carbohydrate,  with  an 
estimated  average  daily  intake  of  about  4500 
calories.  This  is  probably  within  average 
limits  for  laborers.  At  Dix  Hill  (Mental 
Hospital)  the  diet  contained  an  average  of 
131  Gm.  of  protein,  81  Gm.  of  fat,  and  309 
Gm.  of  carbohydrate,  giving  an  average  daily 
intake  of  2900  calories. 

The  results  of  this  study,  as  previously 
published'^',  showed  a  range  of  natural  blood 
sulfocyanate  levels  from  0.31  mg.  to  2.55 
mg.,  and  by  blood  pressure  groups  showed 
an  inverse  ratio  between  the  blood  sulfo- 
cyanate levels  and  the  blood  pressure  levels. 
All  individuals  who  showed  a  definite  eleva- 
tion of  blood  pressure  also  presented  a  low 
blood  sulfocyanate  level.  A  number  of  sub- 
jects who  had  lower  blood  sulfocyanate  levels 
were  individuals  who  had  been  at  least  semi- 
starved.  This  was  particularly  true  among 
new  admissions  to  the  mental  hospital.  The 
average  blood  sulfocyanate  level  for  the 
group  with  normal  pressures  was  1.2  mg. 
We  have  previously  commented  on  the  need 
for  a  quantitative  method  of  determining 
pressor  substances  in  blood.  Studies  made 
only  on  depressor  substances  can  show  only 
one  side  of  the  picture,  and  as  a  consequence 
satisfactorily  comprehensive  analyses  can 
not  be  obtained.  The  correlation  between 
pressor  and  depressor  substances  is  needed. 

With  respect  to  the  use  of  tobacco,  the  220 
subjects  for  whom  we  had  full  data  were 
distributed  among  all  groups  in  both  institu- 
tions. As  would  be  expected,  subjects  who 
presented  hypotension  were  definitely  in  the 
minority.  The  largest  group  was  made  up 
of  109  subjects  with  normal  pressure,  of 
whom  89  used  tobacco  and  20  did  not.  The 
next  largest  group,  the  hypertension  group, 
contained  64  subjects,  of  whom  49  used  to- 
bacco and  15  did  not.  There  were  30  indi- 
viduals in  the  borderline  group,  of  whom  22 


used  tobacco  and  8  did  not.  The  hypotension 
group  contained  17  subjects,  of  whom  12 
used  tobacco  and  5  did  not.  These  figures 
(table  1)  rather  closely  parallel  the  distri- 
bution in  the  population  at  large  of  blood 
pressure  groups  and  of  users  and  non-users 
of  tobacco. 

Table  1 

Users  and   Non-LTsers  of  Tobacco  by   Blood 

Pressure  Groups 

Prison  Dix  Hill 


HvpoteiLsion   6  2  8  6  3  9 

Noi'mal  Pressure    62  14  76  27  6  33 

Border  Line 13  .5  18  9  3  12- 

Hypertension 22  6  28  27  9  36 

The  details  in  this  study  showing  the  blood 
sulfocyanate  levels  have  previously  been  pub- 
lished'". In  this  study  it  appears  to  be  ade- 
quate to  use  only  summaries  of  the  volum- 
inous figures  previously  jniblished. 

It  is  interesting  to  note  that,  of  the  26  sub- 
jects who  showed  a  blood  sulfocyanate  level 
above  1.70  mg.,  25  used  tobacco  and  only  1, 
with  a  sulfocyanate  level  of  1.95,  was  an  ab- 
stainer. Of  the  subjects  whose  sulfocyanate 
level  was  below  1  mg.,  70  used  tobacco  and 
34  did  not.  The  group  with  a  blood  sulfo- 
cyanate level  below  0.75  mg.  contained  49 
tobacco  users  and  17  non-users.  Among  those 
who  had  a  sulfocyanate  level  of  0.40  mg.  or 
less,  10  used  tobacco  and  only  1  was  an  ab- 
stainer. The  abstainer  was  one  of  five  who 
had  the  minimum  level  of  0.31  mg.  The  other 
four  used  tobacco. 

It  will  be  observed  that  25  of  26  individ- 
uals who  showed  the  higher  sulfocyanate 
concentrations,  regardless  of  pressure  levels, 
used  tobacco.  Also,  all  except  one  in  the  min- 
imum level  group  used  tobacco.  Obviously 
there  is  no  pattern  of  any  statistical  signifi- 
cance to  be  found  here. 

Gertrude  M.  Cox,  Head  of  the  Department 
of  Experimental  Statistics,  State  College. 
Raleigh,  gave  this  opinion : 

"The  analysis  of  these  KSCN  values  for  the 
tobacco  users  as  compared  to  the  non-users 
shows  no  effect  of  the  use  of  tobacco  on 
KSCN  values.  In  fact  there  is  more  varia- 
tion between  the  KSCN  values  of  non-users 
than  there  is  between  the  users  as  comjjared 
to  non-users.  In  other  words,  there  is  no 
evidence  in  these  data  that  KSCN  values  are 
related  to  the  use  of  tobacco. 

"Also,  the  study  made  on  the  number  of 


October,  1948 


VINBARBITAL    SODIUM— BURWELL 


525 


tobacco  users  in  the  four  groups — hypoten- 
sion, normal,  border-line  and  hypertension — 
shows  that  in  this  sample  there  is  no  evi- 
dence of  the  percentage  of  tobacco  users  dif- 
fering from  one  group  to  another.  However, 
this  result  is  somewhat  obviated  by  the  small 
numbers  of  non-tobacco  users." 

Conclusions 

Carefully  controlled  studies  of  220  unse- 
lected  subjects  who  represented  a  satisfac- 
tory variation  in  age,  sex,  and  health  failed 
to  show  any  significant  statistical  indication 
of  any  relation  between  blood  sulfocyanate 
and  blood  pressure  levels  and  the  use  or  non- 
use  of  tobacco. 


OBSERVATIONS   ON   THE   USE   OF 

VINBARBITAL  SODIUM  IN 

OBSTETRICS 

John  C.  Burwell,  Jr.,  M.D. 

"  ■    Greensboro 

Previous  reports  on  the  use  of  vinbarbital 
sodium  in  obstetrics  have  been  based  on  ob- 
servations made  in  service  cases.  For  this 
reason,  it  was  felt  that  a  study  on  the  use 
of  the  drug  in  private  obstetric  patients 
would  be  of  interest. 

Methods  and  Mutericd 

In  July,  1946,  I  began  to  use  vinbarbital 
sodium'''  on  alternate  cases  (group  1)  in 
my  private  obstetric  practice,  without  regard 
to  age,  parity,  or  stage  of  labor.  The  drug 
was  not  used  on  patients  with  heart  disease 
nor  on  those  with  breech  presentations, 
purely  because  any  accidents  occurring  in 
such  cases  would  be  attributed  by  the  patient 
to  "experimentation  with  a  new  drug." 
Dosages  were  not  standardized,  but  were 
varied  according  to  clinical  indications  such 
as  the  condition  and  dilatation  of  the  cervix, 
the  interval  and  duration  of  uterine  contrac- 
tions, and  the  patient's  parity  and  weight. 
The  smallest  total  dose  was  6  grains  and  the 
largest  23;  the  average  was  about  16  grains. 
The  general  procedure  was  to  administer  6 
grains  orally  in  combination  with  1  150 
grain  of  scopolamine  as  soon  as  labor  was 
definitely  established,  and  to  supplement  this 
initial  dose  when  necessary  for  analgesia 
during  the  first  stage  of  labor.    Ten  to  12 


Froni   the   Sternberger   and   St.    Leo's   Hospitals.    Greensboro, 
North  Carolina. 

1.    Made   available   through   the   courtesy   of   Sliaip   \    Dohme 
under  the  trade  name.  Delvinal  Sodium. 


grains  were  administered  intravenously  for 
anesthesia  as  the  fi.rst  stage  neared  comple- 
tion, or  even  at  the  beginning  of  the  second 
stage. 

Most  of  the  alternate  cases  (group  2)  re- 
ceived Demerol  in  combination  with  scopola- 
mine as  an  analgesic,  and  all  alternate  cases 
received  ether,  nitrous  oxide,  or  both  as  an 
anesthetic. 

Between  July,  1946  and  August,  1947,  a 
total  of  266  cases  were  studied.  Of  these,  131 
or  49  per  cent  received  vinbarbital  sodium, 
and  135  or  51  per  cent  received  other  agents. 
There  were  81  primiparas  and  50  multiparas 
in  the  first  group,  88  primiparas  and  47 
multiparas  in  the  second  group.  Eleven  pa- 
tients, or  4.1  per  cent,  had  breech  deliveries. 
Ages  varied  from  17  to  44  and  averaged  26 
for  both  groups. 

Residts 

Analgesia  and  amnesia 

In  all  cases  vinbarbital  provided  complete 
analgesia,  and  in  most  cases  was  also  suffi- 
cient for  anesthesia.  The  patients  receiving 
it  had  no  recollection  of  any  procedures  car- 
ried out  following  the  intravenous  adminis- 
tration until  consciousness  slowly  returned 
ten  to  twelve  hours  later.  The  majority  ex- 
pressed disbelief  when  informed  that  their 
baby  was  already  several  hours  old.  In  those 
few  cases  for  which  supplemental  anesthesia 
was  required,  gas-oxygen-ether,  or  simple 
open  ether  anesthesia  was  added  without 
difficulty  for  either  mother  or  infant.  These 
agents  were  rarely  necessary  except  for  the 
subcuticular  portion  of  the  episiotomy  re- 
pair. 

Length  of  labor  and  necessity 
for  operative  procedures 

The  average  length  of  labor  for  the  first 
group  was  nine  hours  and  twelve  minutes ; 
for  the  second  group,  eight  hours  and 
eighteen- minutes.  This  slight  difference  in  so 
small  a  series  was  not  felt  to  be  significant. 
There  were  90  low  forceps  deliveries  and  83 
episiotomies  in  the  first  group,  91  low  for- 
ceps deliveries  and  67  episiotomies  in  the 
second  group.  Three  mid-forceps  deliveries 
were  performed  in  each  group. 

Blood  loss 

No  facilities  for  accurate  measurement  of 
blood  loss  were  available,  but  the  total  loss 
for  each  patient  was  estimated  as  being 
small,  moderate,  or  excessive.    In  the  group 
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which  received  vinbarbital,  10  patients  had 
a  blood  loss  which  was  classified  as  moder- 
ate. In  the  other  group,  11  lost  a  moderate 
amount  of  blood,  and  2  an  excessive  quan- 
tity. - 
Morbidity 

The  incidence  of  morbidity  in  the  first 
group  was  6.1  per  cent  (8  patients).  Two  of 
these  patients  had  mastitis,  one  a  virus 
pneumonia  beginning  on  the  seventh  post- 
partum day,  and  the  other  five  low-grade 
endometritis.  The  morbidity  for  the  second 
group  was  4.4  per  cent  (6  cases) — 1  case  of 
mastitis  and  5  cases  of  low-grade  endome- 
tritis. 

Fetal  mo)-taUtii 

Death  of  the  fetus  occurred  in  8  cases — an 
over-all  fetal  mortality  of  3.0  per  cent.  The 
corrected  mortality  was  1.5  per  cent.  There 
were  2  deaths  in  the  first  group — one  a  7 
pound,  4  ounce  male  monstrosity  with  ab- 
sence of  the  abdominal  viscera,  who  died  one 
hour  and  forty-five  minutes  after  birth,  and 
the  other  a  stillborn  macerated  female.  In 
the  latter  case  fetal  movements  had  stopped 
three  days  prior  to  delivery,  and  no  fetal 
heart  could  be  heard  during  labor. 

Six  deaths  occurred  in  the  alternate  series. 
Two  premature  infants  —  both  of  thirty 
weeks  gestation — died  one  to  four  hours  fol- 
lowing delivery.  One  full  term  male  died 
during  a  thirty-hour  labor  in  which  delivery 
was  effected  by  version  and  breech  extrac- 
tion. The  fetal  heart  sounds  were  lost  three 
hours  prior  to  delivery,  and  autopsy  findings 
were  non-contributory.  The  fourth  case  was 
that  of  a  stillborn  6  pound,  12  ounce  male 
(breech  presentation),  in  which  the  fetal 
heart  was  lost  one  hour  prior  to  the  begin- 
ning of  the  second  stage  of  labor.  Autopsy 
findings  were  again  non-contributory.  In  the 
fifth  case — another  stillborn  baby,  whose 
heart  sounds  were  lost  two  hours  prior  to 
the  end  of  the  first  stage — the  placenta 
showed  evidences  of  premature  separation 
and  the  autopsy  showed  bloody  fluid  in  both 
alveoli  and  bronchi.  The  sixth  baby,  a  7 
pound,  3  ounce  male,  attempted  inspiration 
spontaneously,  but  expired  after  four  and 
one-half  hours  despite  attempts  at  resusci- 
tation by  both  a  pediatrician  and  an  oto- 
laryngologist. The  only  analgesia  or  anes- 
thesia had  been  gas,  oxygen,  and  ether  for 
the  second  stage.  Autopsy  showed  amniotic 
fluid  in  bronchi  and  alveoli. 


Comparison   of   Vinbarbital    Sodium    with   Other 
Analgesic  Agents  in  266  Private  Obstetric  Cases 
Group  1  Group  2 

Vinbarbital  SikHiiiii     (IIIu  r  .4f/./i(.s- 

Total  no.  of  cases 131   (49%)  135   (51%) 

Primiparas  81  88 

Multiparas    50  47 

Average   age   26  26 

Average   length   of   labor....  9'  12"  8'  18" 

Low    forceps    90  91 

Mid   forceps  3  3 

Episiotomy   ,...  83  67 

Moderate    blood    loss 10  11 

Excessive   blood  loss —  2 

Morbidity    8(6.1',;)  6  (4.4'/r  ) 

Fetal    mortality    2  (1.5'y  )  6  (iA'A  ) 

Corrected  fetal  mortality. ...  —  4(3.0%) 

In  none  of  these  fetal  deaths  was  it  felt 
that  either  analgesic  or  anesthetic  agents 
were  a  factor. 

Effect  on  infant 

In  the  first  group  four  infants  required 
moderate  resuscitation  measures,  and  one  re- 
quired measures  which  were  considered 
drastic.  In  the  second  group,  five  infants 
required  moderate  resuscitation  and  two  re- 
quired more  drastic  measures.  It  was  not  felt 
that  the  incidence  of  cases  in  which  resusci- 
tation was  necessary  was  higher  than  the 
general  average  following  any  anesthetic  or 
analgesic  agent. 

Complications 

Restlessness  during  the  recovery  period 
was  noted  in  15  per  cent  of  the  patients  in 
the  first  group.  Blurred  vision  was  noted  in 
approximately  the  same  percentage  of  cases, 
but  was  not  unpleasant.  Those  patients  who 
were  questioned  expressed  a  desire  for  the 
same  medication  with  future  deliveries. 

The  only  near  serious  consequences  of  vin- 
barbital sodium  occurred  in  2  patients  who, 
during  the  recovery  period,  attempted  am- 
bulation in  a  semi-conscious  state.  Both  fell 
to  the  floor,  but  fortunately  received  no  in- 
juries, probably  because  of  the  complete  re- 
laxation occasioned  by  the  drug. 

Summary 

In  a  series  of  266  private  obstetric  cases, 
alternate  patients  received  vinbarbital  so- 
dium. When  compared  with  other  analgesic 
or  anesthetic  agents  which  were  adminis- 
tered to  the  remaining  patients,  vinbarbital 
was  found  to  give  more  complete  amnesia 
with  a  comparable  safety  factor  from  both 
maternal  and  fetal  standpoints.  Neither 
length  of  labor  nor  the  incidence  of  opera- 
tive deliveries  was  increased  significantly 
by  vinbarbital  sodium.    Morbidity  and  blood 
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loss  were  unaffected.  The  patients  receiving 
vinbarbital  sodium  expressed  a  desire  for 
the  same  medication  with  future  deliveries. 
My  findings  are  in  complete  agreement 
with  those  of  Dr.  Lewis  and  his  co-workers'-' 
regarding  the  safety  of  the  drug  from  both 
maternal  and  fetal  standpoints,  the  relief 
of  pain  afforded,  and  the  absence  of  compli- 
cations. 

Co)ich(sio)is 

1.  Vinbarbital  sodium  is  a  valuable  addi- 
tion to  our  obstetric  armamentarium. 

2.  The  drug  is  suitable  for  almost  all 
types  of  patients,  provided  that  constant  ob- 
servation is  provided  during  the  recovery 
period. 

3.  It  offers  the  obstetrician  an  excellent 
agent  for  the  safe  and  immediate  relief  of 
pain  in  cases,  of  active,  rapidly  progressing 
labor,  where  the  action  of  other  drugs  is 
frequently  too  slow. 

2.  Lewis.  M.  S. ;  \'iiil):irlHtal  Sudiiiin  for  Obstetric  Amnesia, 
.\iialf;esia.  and  Anestliesia,  Am.  .1,  Ohst.  &  Gvnee.  .il  :;lP;i- 
tii2    (March)    19 Ki. 


Maternal  Welfare  Section'^ 


CESAREAN   SECTION   IN   THE 

HOSPITALS  OF  NORTH  AND 

SOUTH  CAROLINA 

Cesarean  section  is  an  operation  which  is 
widely  used  to  solve  obstetric  problems.  Two 
previous  publications  of  the  Maternal  Wel- 
fare Committee  have  been  devoted  to  this 
subject;  one  considered  the  general  indica- 
tions for  use  of  the  procedure  and  reviewed 
the  inherent  dangers  to  the  mother  and 
child'".  The  other  reviewed  Williams'  series 
of  cases'-',  and  suggested  that  similar  good 
results  could  not  be  expected  in  the  general 
use  of  the  operation''^'. 

These  articles  came  to  the  attention  of 
Dr.  W.  S.  Rankin,  director  of  the  Duke  En- 
dowment. Following  is  an  excerpt  from  his 
letter  to  the  Maternal  Welfare  Committee. 

''Prepared  by  the  Maternal  Welfare  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina: 


Frank  R.  Lock,  M.D., 

Chairman 
J.  Street  Brewer,  M.D. 
G.  M.  Cooper,  M.D. 
E.  W.  Franklin.  M.D. 


T.  L.  Lee,  M.D. 
G.  O.  Moss,  M.D. 
C.  .J.  Powell,  M.D. 
Ivan  Procter,  M.D. 
R.  A.  Ross,  M.D. 


"Last  year  I  read  with  sympathetic  interest  the 
statement  of  the  Maternal  Welfare  Committee  of  the 
Medical  Society  of  the  State  of  North  Carolina  on 
'The  Intelligent  Use  of  Cesarean  Section.'  Your 
statement  suggested  to  me  at  the  time  that  when 
all  hospital  reports  for  1947  are  in,  we  might  tabu- 
late the  frequency  with  which  the  operation  was 
used  and  the  fatality  rates  following  the  operation 
in  the  hospitals  of  the  two  states.  That  we  have 
done  and  I  enclose  herewith  a  copy  of  the  tabulation 
[table  1].  You  will  note  that  the  hospitals  are  identi- 
fied only  by  numbers,  not  by  names." 

Table  1 

The  Duke  Endowment 

1947   Hospital   Statistics 

Incidence    of    Deliveries    by    Cesarean    Section    in 

One  Hundred  and  Thirty-Two  North  and  South 

Carolina    General    Hospitals,    with 

Mortality    Rates 


Cesiirean   Section.    Maternal  Welfare   Section,    North   Caro- 
lina   M.    J.    7:622-(>21    (Nov.)     1946. 

■\Villiams.   ,1.   T. :   Cesarean    Section    in   the   Interest   of   the 
Mother,    North    Carolina   M.    J.    9;1.-!T-141    (March)    19  IS. 
The    Intelli^^ent    Use    of    Cesarean    Section,    Maternal    Wel- 
fare Section,  North  Carolina  M.  J.  9:205-206   (April)    1948. 


1 

2 

3 
4 
5 

6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 


North  Carolina 


Total  No. 
DeUveriefi. 
JurbtrUiif/ 
Stillhirtlis 

19 
118 
184 
93 
913 
354 
625 
337 
165 
442 

1,657 
468 
698 
121 
356 
680 
777 
612 
427 

1,177 
731 

1,233 

1,288 
255 
163 
776 
168 
844 

1,685 
487 

1,096 
568 
503 
682 
566 
837 

1,073 
173 

1,439 

1,206 
728 
560 
669 
749 

1,118 
717 
540 
469 
766 
377 


Xin 


Cesarean  Sections 


her 
7 


22 
24 
11 
83 
30 
51 
25 
12 
29 
109 
28 
42 

7 
19 
35 
40 
30 
20 
54 
33 
56 
56 
11 

7 
33 

7 
35 
69 
20 
44 
23 
20 
26 
21 
31 
40 

6 
51 
41 
25 
19 
23 
25 
36 
22 
17 
14 
22 
11 


Deaths     Murtiilitii 


9.1% 


3.6', 


3.3% 


1.8'  r 


5.0 '/c 
2.3% 

5.0% 
3.8  "f 
4.8% 


4.9% 

4.0% 

10.5%. 

4.3% 


4.5% 


4.5' 


liicidfiicf 

of 

Cesarean 

Section 

36.8'/r 

18.6% 
13.0% 
11.8% 
9.1%. 
8.5% 
8.2% 
7.4%, 
7.3% 
6.6% 
6.6% 
6.0%, 
6.0% 
5.8% 
5.3%, 
5.1% 
5.1% 
4.9% 
4.7% 
4.6 '/o 
4.5% 
4.5%, 
4.3% 
4.3% 
4.3'/, 
4.3% 
4.2% 
4.1% 
4.1%, 
4.1% 
4.0% 
4.0% 
4.0% 
3.8% 
3.7% 
3.7% 
3.7% 
3.5% 
3.5% 
3.4% 
3.4% 

3.4% 
3.3% 
3.2% 
3.1% 
3.1% 
3.0% 
2.9%, 
2.9% 


I 
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REIDSVILLE 


ELIZABETH  • 
CITY 


WINSTON-SALe'm     .»  ROCKY  MOUNT 

GREENSBORO  •DURHAM  i    ^ 

HICKORY,  •  .     WILSON  '^ 

ASHEVILLE      °        STATESVILLE       .,  RAL?1GH       *  WASHINGTON/ 

•  SALISBURY  COLDSBORO*  '^^^cr^^ 

KINSTON,o  ^p  . 

^!lit?]!!°     ."CHARLOTTE  ^^w  BERN^^-^^j/ 

L^  FAYETTEVILLE  ^^       -^ 


MATERNAL    DEATHS  IN 
NORTH    CAROLINA 
SINCE   AUGUST  I,  1948 


Total  No. 

Iiicitieiiri' 

Total  Xo. 

luvitlenee 

Deliveries, 

of 

Delireries, 

oi 

Inelitf1i}ifi 

Cesarean  Sei 

tions 

Cfsnreo)! 

hirliiiliiio 

Ci-'sdi'i'uii  Sect 

'ona 

CcHarean 

Stillbirths 

Kiniiher 

Deaths 

Mortalitij 

Sectifni 

Stillliirths 

Xiniilnr 

Deaths 

Mortalitij 

Scffinn 

51 

907 

25 

1 

4.0% 

2.8% 

6 

704 

59 

8.4% 

52 

2,708 

72 

2.7%. 

7 

341 

28 

1 

3.6% 

8.2% 

53 

1,810 

46 

1 

2.2%. 

2.5% 

8 

646 

53 

8.2% 

54 

1,614 

38 

2.4% 

9 

326 

26 

1 

3.8% 

8.0% 

55 

779 

17 

2.2% 

10 

423 

32 

7.6% 

56 

646 

14 

2.2% 

11 

706 

49 

1 

2.0% 

6.9% 

57 

243 

5 

2.1% 

12 

413 

26 

6.3% 

58 

543 

11 

2.0'/;. 

13 

1,113 

64 

1 

1.6% 

5.8% 

59 

329 

6 

1.8% 

14 

972 

55 

5.7% 

60 

342 

6 

1.8% 

15 

1,502 

84 

.1 

1.2% 

5.6% 

61 

(i70 

12 

1.8% 

16 

477 

26 

5.5% 

62 

(-.41 

11 

1.7% 

17 

222 

12 

5.4% 

63 

621 

10 

1.6% 

18 

365 

19 

5.2% 

64 

189 

3 

1.6% 

19 

2,286 

97 

1 

1.0% 

4.2% 

65 

1,265 

19 

1 

5.3% 

1.5% 

20 

564 

22 

3.9% 

66 

494 

7 

1 

14.3% 

1.4% 

21 

579 

22 

3.8% 

67 

1,471 

21 

1.4% 

22 

638 

24 

2 

8.3% 

3.8% 

68 

861 

11 

1.3%: 

23 

1,510 

52 

1 

1.9% 

3.4% 

69 

272 

3 

1.1% 

24 

1,407 

43 

3.1% 

70 

1,073 

12 

1.1% 

25 

2,331 

65 

2.8% 

71 

1,983 

21 

1.1% 

26 

295 

8 

2.7% 

72 

561 

6 

1.1% 

27 

607 

16 

1 

6.3% 

2.6% 

73 

391 

4 

1.0  f, 

28 

293 

7 

2.4% 

74 

1,149 

11 

1.0% 

29 

176 

4 

2.3% 

75 

639 

(i 

.9% 

30 

1,099 

22 

1 

4.5% 

2.0% 

76 

482 

4 

.8% 

31 

54 

1 

1.9% 

77     ■ 

708 

5 

.7% 

32 

112 

2 

1.8% 

78 

1,618 

12 

1 

8.3% 

.7% 

33 

1,269 

17 

1.3% 

79 

989 

6 

.6% 

34 

170 

2 

1.2% 

80 

483 

3 

.6% 

35 

815 

10 

1.2% 

81 

157 

1 

.6% 

36 

614 

7 

1.1% 

82 

481 

3 

.6% 

37 

1,217 

12 

1.0% 

83 

200 

1 

.5% 

38 

561 

5 

.9% 

84 

774 

4 

.5% 

39 

461 

3 

.7% 

85 

485 

2 

.4% 

40 

716 

5 

.7% 

86 

529 

2 

.4% 

41 

248 

1 

.4% 

87 
88 
89 

312 
101 
167 
270 

1 

.3% 

Total     28.234 
Total  both 

1,239 

12 

1.0% 

4.4% 

90 

states 

90,880 

3,202 

37 

1.2% 

3.5% 

91 

0 

Total 

62.646 

1.963 

23 

1.3% 

3.1% 

Table  Z 

Causes  of  Death 

South 

Carolina 

Number  of  Ca 

ses 

Direct  Cause     Coutributinr/  Cause 

1 

39 

7 

1 

14.3% 

17.9% 

Toxemia   of  pregnancy 

12 

4 

2 

926 

146 

15.8% 

Infection     

3 

1 

3 

140 

22 

15.7% 

Hemorrhage  

2 

1 

4 

761 

72 

9.5% 

Anesthetic    

4 

2 

5 

136 

12 

8.8% 

Cardiac    disease 

4 

2 
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In  North  Carolina  during  1947  there  were 
109,372  live  births,  with  187  maternal  deaths 
— a  mortality  of  0.17  per  cent'^'.  Cesarean 
sections  were  performed  in  1963  cases,  or 
1.8  per  cent  of  all  deliveries.  Three  and  one 
tenth  per  cent  of  all  hospital  deliverie.-;  in 
North  Carolina  are  by  the  abdominal  route. 

The  maternal  death  rate  following  this 
operation  has  vastly  improved  in  recent 
years.  However,  25  mothers  died  following 
cesarean  section  in  North  Carolina  during 
1947 — a  mortality  of  1.3  per  cent.  Fifteen 
of  the  deaths  occurred  within  twenty-four 
hours  after  the  operation. 

The  Maternal  Welfare  Committee  has  re- 
viewed the  clinical  records  of  the  25  mothers 
who  died  following  cesarean  section.  There 
was  an  error  in  the  medical  management  of 
24  of  the  25  cases.  In  the  majority,  more 
than  one  cause  was  responsible  for  the  pa- 
tient's death  (table  2).  In  a  cardiac  patient, 
for  example,  the  anesthetic  and  shock  of  the 
operation  may  be  a  greater  factor  in  the  pa- 
tient's death  than  the  primary  heart  condi- 
tion. 

It  is  clear  from  a  study  of  the  records  that 
cesarean  section  was  not  the  best  method  of 
delivery  for  21  of  the  patients.  An  unsatis- 
factory consultation,  or  none,  was  obtained 
in  these  21  cases.  In  2  of  the  4  cases  in  which 
a  satisfactory  indication  was  present,  the 
operation  was  used  in  an  attempt  to  save  the 
child  when  the  mother's  condition  was  hope- 
less. 

Although  toxemia  of  pregnancy  was  the 
direct  cause  of  death  in  12  cases,  11  of  the 
patients  probably  would  have  survived  on 
standard  conservative  management  followed 
by  vaginal  delivery.  Three  additional  pa- 
tients with  hypertension  died  suddenly,  im- 
mediately following  the  administration  of  a 
spinal  anesthetic. 

A  fourth  sudden  death  followed  adminis- 
tration of  a  spinal  anesthetic  to  a  normal 
woman  for  an  elective  operation.  Sodium 
pentothal  anesthesia  was  a  contributing  fac- 
tor in  the  deaths  of  2  patients  with  cardiac 
disease.  They  probably  would  have  lived  if 
they  had  received  the  benefit  of  longer 
periods  of  conservative  treatment  and  a  vag- 
inal delivery  with  local  or  ether-and-oxygen 
anesthesia. 

Blood  was  not  immediately  available  for 

I.  Infant  and  .Maternal  Deaths,  with  Rates  per  lOoo  Live 
Births,  Health  Bull.  (N.  C.  State  Board  of  Health,  Raleigh) 
di-.lR   (May)    1948. 


the  patients  who  died  of  hemorrhage.  Al- 
though one  of  them  received  two  transfu- 
sions, she  was  in  poor  condition  for  an  op- 
eration. Earlier  transfusion  with  larger 
quantities  of  blood  could  have  saved  her  life. 
In  the  final  analysis  by  the  Maternal  Wel- 
fare Committee,  24  of  the  25  deaths  follow- 
ing cesarean  section  were  considered  to  be 
preventable.  The  large  number  of  success- 
ful operations  recorded  in  table  1  is  a  tribute 
to  the  skill  of  the  surgeons  and  obstetricians 
in  the  two  Carolinas.  The  record  can  be 
improved  by  skillful  administration  of  the 
proper  anesthetic,  by  the  provision  and  use 
of  laboratory  and  blood  bank  facilities,  and 
by  careful  selection  and  preparation  of  the 
patient. 


CHAPTERS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


JosiAH  C.  Trent,  M.D.,  F.A.C.S..  Editor 
Durham 

X 

SURGERY  OF  THE  HEART  AND 
PERICARDIUM 

"The  road  to  the  heart  is  only  2  or  3  cm. 
in  a  direct  line,  but  it  has  taken  surgery 
nearly  2400  years  to  travel  it."  Sherman's 
words  following  the  first  successful  suture 
of  a  human  heart  wound  by  Rehn  in  1896 
portray  the  struggle  of  the  early  surgeons 
in  this  field. 

Like  many  other  branches  of  surgery, 
cardiac  surgery  began  in  the  field  of  trauma. 
The  attention  of  the  early  physicians  was 
directed  to  the  heart  chiefly  because  of 
wounds,  which  until  quite  recent  times  were 
regarded  as  being  necessarily  fatal.  The 
teaching  of  Hippocrates  that  a  "wound  of 
the  bladder,  brain,  heart,  diaphragm,  small 
intestine,  stomach  and  liver  is  deadly"  was 
accepted,  and  the  peculiar  sensitiveness  of 
the  heart  was  emphasized  by  Aristotle,  Cel- 
sus,  and  Galen  and  asserted  again  later  by 
such  writers  as  Fallopius,  Fabricius,  Bar- 
bette and  Boerhaave.  These  teachings  were 
carried  through  the  centuries,  to  be  repeated 
as  recently  as  the  latter  part  of  the  nine- 
teenth century  in  the  words  of  Billroth 
("The  surgeon  who  would  attempt  to  suture 
a  wound  of  the  heart  would  lose  the  respect 
of  his  colleagues")  and  in  the  thoughts  of 
Paget  ("No  new  method  or  no  new  discovery 
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can  overcome  the  natural  diflkulties  that 
attend  a  wound  of  the  heart"). 

During  these  same  centuries,  however, 
there  were  dissenters,  and  it  is  to  their  con- 
tinued efforts  that  cardiac  surgery  owes  its 
advance.  The  sixteenth  century  heard  Hol- 
lerius  question  the  verity  of  the  generally 
accepted  belief  that  all  cardiac  wounds  were 
fatal.  Cabriolanus  followed  up  with  2  cases 
of  an  unhealed  wound  and  a  scar  respective- 
ly in  the  hearts  of  two  individuals  who  were 
hanged,  and  maintained  that  death  need  not 
follow  a  cardiac  injury.  In  1642  Idonis  Wolf 
observed  a  healed  heart  wound  in  a  deer,  and 
in  the  same  year  Tourby  observed  a  cicatrix 
in  the  heart  of  a  man  who  had  had  a  sword 
wound  four  years  before  his  death. 

During  the  following  century  attention 
was  focused  on  the  presence  of  blood  in  the 
pericardial  sac,  and  Bonetus  and  Morgagni 
observed  that  pressure  on  the  heart  exerted 
by  the  blood  in  the  pericardium  could  cause 
cardiac  arrest.  Riolanus  had  long  before 
(1650)  suggested  sternal  trephining  for  as- 
piration of  the  pericardial  sac,  but  it  was  not 
until  1828  that  Larrey,  Napoleon's  sui'geon, 
reported  the  first  successful  aspiration.  He 
likewise  showed  experimentally  that  in  dogs 
cardiac  wounds  were  not  necessarily  fatal. 
From  then  until  the  eighteen-nineties  peri- 
cardiocentesis Avas  the  principal  subject  of 
discussion  and  experimentation.  Jowett  of 
Nottingham  showed  that  a  trocar  could  be 
used  for  entering  the  sac,  and  in  1847  Kyber 
of  St.  Petersburg  recorded  a  number  of  para- 
centeses performed  during  an  epidemic  of 
pericarditis  associated  with  scurvy.  During 
the  next  twenty  years  many  new  advocates 
of  the  procedure  published  their  reports.  By 
1870  the  method  was  in  routine  use,  and  a 
number  of  sites  for  puncture  were  proposed. 
At  the  same  time  it  was  gradually  appreci- 
ated that  paracentesis  had  definite  dangers 
and  did  not  empty  the  pericardium,  and  the 
argument  raged  regarding  the  respective 
merits  of  aspiration  and  incision. 

Although  the  first  ninety  years  of  the  nine- 
teenth century  were  important  from  the 
standpoint  of  the  development  of  pericardio- 
centesis, the  stage  was  also  being  readied  for 
the  actual  attack  on  the  heart.  George 
Fischer,  in  1868,  published  his  epoch-making 
compilation  of  452  cases  of  heart  injuries, 
including  a  considerable  number  of  spon- 
taneous recoveries.  In  1871  Callender  suc- 
cessfully removed  a  needle  from  the  heart. 


In  1881  Roberts  suggested  that  cardiac 
wounds  should  be  treated  by  suture.  This  op- 
eration was  performed  on  rabbits  in  1882 
by  Block.  Then,  in  1895,  Del  Vecchio  dem- 
onstrated, before  the  Eleventh  International 
Medical  Congress  in  Rome,  a  healed  wound 
in  the  heart  of  a  dog.  The  operation  was 
performed  on  human  patients  during  the  fol- 
lowing year  not  once,  but  on  three  occasions. 
Cappelen,  of  Christiania,  in  the  latter  part 
of  1895  operated  on  the  human  heart,  and 
early  in  the  next  year  (March,  1896)  Farina, 
of  Rome,  also  sutured  a  dagger  wound.  Both 
patients  died,  but  Farina's  case  lived  until 
the  eighth  day  and  the  wound  was  shown 
to  be  healed.  In  September  of  the  same  year 
Rehn  of  Frankfurt  finally  achieved  the  suc- 
cessful suture  of  a  heart  wound,  and  demon- 
strated the  result  before  the  German  Surgi- 
cal Society  in  Berlin  seven  months  later. 
Cardiac  surgery  had  at  last  begun,  and  the 
masters  had  to  bow  to  the  few  who  refused 
to  believe  that  it  could  not  be  done. 

Suturing  of  the  heart,  then,  was  the  turn- 
ing point  in  the  history  of  cardiac  surgery. 
It  terminated  the  long  era  of  argument  and 
theory  over  cardiac  wounds,  and  opened  the 
door  to  a  new  era  of  cardiac  surgery  and  ex- 
perimentation. 

The  advance  of  cardiac  surgery  since 
Rehn's  first  successful  case  has  been  truly 
remarkable.  In  1895  Weil  had  proposed  that 
t^e  pericardium  should  be  removed  in  cases 
of  constrictive  pericarditis.  In  1898  Bren- 
tano,  Samways  and,  later,  Brunton,  sug- 
gested that  surgical  intervention  might  be 
employed  for  valvular  lesions,  especially  mi- 
tral stenosis.  Franck,  as  early  as  1899,  pro- 
posed section  of  the  sympathetic  nerves  for 
the  relief  of  pain  in  cases  of  angina  pectoris. 
In  1902  Brauer  recommended  the  removal  of 
part  of  the  anterior  chest  wall  for  the  relief 
of  mediastino-pericarditis.  and  this  was  per- 
formed by  Peterson.  By  1907  Morison  sug- 
gested and  had  carried  out  a  "decompres- 
sion" of  the  heart.  The  following  year  Tren- 
delenburg elaborated  his  operation  for  pul- 
monary embolism,  though  without  a  success- 
ful result.  During  this  time,  also,  the  eflScacy 
of  procedures  such  as  cardiac  massage  had 
been  demonstrated:  Lane's  work  in  1903  on 
this  phase  of  surgery  was  outstanding. 

During  the  first  part  of  the  twentieth  cen- 
tury, there  were  several  important  advances 
in  anesthesia  which  were  to  facilitate  greatly 
the  progress  of  cardiac  surgery.  Chief  among 
these  was  the  evolution  of  endotracheal  in- 
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sufflation  in  1909  by  Meltzer  and  Aiier,  a 
technique  applied  later  to  clinical  anesthesia 
by  Elsberg.  This,  plus  the  developments  in 
thoracic  surgery  during  the  first  thirty 
years,  made  possible  the  rapid  advancement 
in  cardiac  surgery. 

The  second  decade  of  the  twentieth  cen- 
tury saw  Rehn  and  Sauerbruch  performing 
decortication  for  constrictive  pericarditis  in 
1913.  Valvular  stenoses  were  also  treated  by 
Doyen  (1913),  Tuffier  (1914),  and  Cutler 
(1923).  with  varying  degrees  of  success.  In 
1916  Jonnesco  began  the  treatment  of  angina 
pectoris  by  sympathectomy.  In  1924  Kirsch- 
ner  successfully  performed  an  embolectomy 
on  a  case  of  embolism  of  the  pulmonary  ar- 
tery, and  more  recently  other  cases  have 
been  dealt  with  in  a  similar  manner. 

Since  1920,  most  of  the  outstanding  work 
in  cardiac  surgery  has  been  limited  to  three 
fields :  valvular  disease,  coronary  disease, 
and  traumatic  surgery.  Progress  in  valvular 
lesions  has  possibly  been  the  slowest  of  the 
three,  although  the  efi'orts  of  Cutler,  Smithy, 
and  others  foretell  of  miracles  to  come.  If 
a  method  can  be  developed  for  sidetracking 
the  blood  flow  during  operation,  progress  in 
this  field  will  certainly  plunge  ahead  of  all 
the  rest. 

The  studies  in  coronary  occlusion  have  led 
to  three  general  subdivisions  of  surgical 
therapy:  (1)  interruption  of  nervous  path- 
ways, (2)  introduction  of  extracardiac  col- 
lateral vessels,  and  (2)  ligation  of  the  great 
cardiac  vein.  Jonnesco's  work  with  cervical 
sympathectomy  has  already  been  mentioned. 
It  was  soon  learned  that  the  cervical  sympa- 
thetic connections  with  the  spinal  cord  are 
by  way  of  the  upper  thoracic  ganglia,  and 
therefore  Leriche  proposed  stellate  ganglio- 
nectomy  in  place  of  cervical  sympathectomy. 
Then  in  1927  it  was  discovered  that  the  car- 
diac plexuses  are  directly  connected  with  the 
upper  four  or  five  thoracic  sympathetic 
ganglia  by  thoracic  cardiac  nerves.  Mandl 
and  White  showed  that  alcohol  injection  or 
resection  of  these  ganglia  effectively  relieved 
anginal  pain.  The  same  results  were  ob- 
tained with  posterior  rhizotomy  (Singer) 
and  later  with  anterior  rhizotomy  (Raney). 
Cone  modified  the  latter  procedure  even  fur- 
ther by  sectioning  the  posterior  roots.  An- 
other form  of  interruption  of  nervous  path- 
ways has  been  favoured  by  Fauteux — name- 
ly, a  pericoronary  neurectomy.  The  plexus, 
including  sympathetic  and  vagus  fibers,  is 


destroyed  at  the  root  of  the  aorta  and  pul- 
monary artery.  All  of  these  operations  are 
still  being  performed,  and  time  alone  will  de- 
termine the  most  efficacious  method. 

The  earliest  experimental  work  aimed  at 
establishing  an  extraneous  collateral  blood 
supply  in  coronary  disease  was  that  of  Beck 
in  1932.  He  made  use  of  fibrous  pericardi- 
um, pericardial  fat,  omentum,  and  skeletal 
muscle  from  the  chest  wall  as  grafts  to  sup- 
ply new  vessels.  O'Shaughnessy  duplicated 
this  work  independently,  using  omental 
grafts.  Later  Beck  scarified  the  parietal 
pericardium  with  asbestos  powder  and  pow- 
dered talc.  Although  there  has  been  consid- 
erable criticism  of  the  method,  the  long-term 
results  in  these  cases  of  induced  pericarditis 
are  awaited  with  considerable  interest. 

An  entirely  difi'erent  approach  to  the  prob- 
lem of  improving  the  myocardial  circulation 
has  been  developed  by  Fauteux.  Basing  his 
approach  on  Oppel's  demonstration  in  1913 
that  venous  ligation  in  a  limb  is  a  valuable 
procedure  in  dealing  with  arterial  disease 
or  injury,  and  Gross's  observation  that  oc- 
clusion of  the  coronary  sinus  appears  to  com- 
pensate in  some  way  for  later  ligation  of  a 
coronary  artery,  Fauteux  has  ligated  the 
great  cardiac  vein  in  the  human  patient 
suffering  from  localized  coronary  ischemia. 
As  with  the  nerve  operations,  the  results  of 
this  form  of  attack  on  coronary  disease 
should  prove  most  interesting. 

Progress  in  the  field  of  traumatic  cardiac 
surgery  was  delayed  until  the  second  World 
War,  although  Elkin  had  done  considerable 
work  on  the  subject  previously.  The  experi- 
ences of  Harken  and  his  associates  during 
the  last  war,  in  connection  with  foreign 
bodies  in  and  close  to  the  thoracic  blood  ves- 
sels and  heart,  are  particularly  worthy  of  re- 
view, since  they  deal  with  practical  aspects 
of  intracardiac  surgery.  In  view  of  Harken's 
reports,  surgery  has  advanced  a  long  way 
since  Rehn's  first  cardiac  suture  only  fifty 
years  ago. 

Although  the  heart  has  been  one  of  the 
last  organs  in  the  body  to  be  attacked  sur- 
gically, progress  in  this  field  has  been  excep- 
tional. When  the  second  milestone  (a  method 
of  sidetracking  the  blood  flow  during  intra- 
cardiac operations)  has  been  reached,  the 
future  of  cardiac  surgery  will  certainly  be 
unlimited. 

James  D.  Moody,  M.D. 
Duke  Hospital 
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THE  NATION'S  HEALTH 

"THE  NATION'S  HEALTH"  is  an  elab- 
orate book  of  186  pages  which  contains  Mr. 
Oscar  Ewing's  report  to  the  President  on 
the  ten-year  health  program. 

It  may  be  recalled  that  there  was  consid- 
erable skepticism  concerning  the  motives  of 
Mr.  Ewing  and  his  associates  in  calling  the 
National  Health  Assembly  last  May.  Many 
who  fear  federal  control  of  the  practice  of 
medicine  remembered  a  similar  conference 
held  in  the  early  days  of  the  New  Deal,  which 
furnished  propaganda  for  the  proponents  of 
the  Wagner-]Murray-Dingell  type  of  legisla- 
tion. When,  however,  ]Mr.  Ewing's  Assembly 
adjourned  without  having  recommended 
compulsory  insurance,  even  so  astute  a  stu- 
dent of  human  nature  and  of  medical  affairs 
as  the  editor  of  the  .To}irnal  of  the  American 
Medical  Association  was  lulled  into  stating 


editorially  that  "the  subsequent  develop- 
ments and  the  final  action  taken  have  re- 
solved, the  doubts  and  anxieties  .  .  .  While 
there  are  .still  knotty  problems  not  yet  un- 
raveled .  .  .  the  nation  seemed  to  be  on  the 
way  toward  the  development  of  a  plan  for 
the  production  and  distribution  of  medical 
services  suitable  to  the  American  democ- 
racy."'^' I 

Unfortunately  Mr.  Ewing's  report  to  the 
President  justifies  the  suspicion  that  the  As- 
sembly was  intended  only  as  a  source  of 
propaganda  for  those  who  would  force  fed- 
erally controlled  medicine  on  this  country. 
For  example,  in  the  section  entitled  "Volun- 
tary or  Government  Insurance,"  Mr.  Ewing 
says  that  "Many,  though  not  all,  representa- 
tives of  labor  and  other  consumer  groups 
were  strong  spokesmen  for  a  Government 
plan.  Many,  but  not  all,  representatives  of 
medical  groups  believed  that  voluntary  in- 
surance was  the  only  acceptable  solution."'-' 
Mr.  Ewing,  therefoi'e,  "reexamined  this  en- 
tire issue  as  objectively  as  possible"  and  is 
"forced  to  the  conclusion  that  the  voluntary 
insurance  plans  can  never  do  the  job  that 
the  national  interest  requires  to  be  done."<^> 

In  other  words,  "Papa  knows  best." 

The  whole  book  is  devoted  to  a  rehash  of 
the  old,  familiar  arguments  for  compulsory 
health  insurance  under  federal  supervision. 
The  now  thoroughly  discredited  Selective 
Service  figures  ("5.000,000  men  declared  un- 
fit physically  or  mentally")  are  taken  out  of 
mothballs.  This  intellectual  dishonesty  is  in 
itself  enough  to  discredit  the  rest  of  the  re- 
port. It  is  not  necessary  to  review  all  the 
shopworn  arguments  for  a  socialistic  system 
of  medicine,  but  it  may  be  pertinent  to  offer 
a  few  comments  on  the  report  as  a  whole. 

As  Dr.  Marjorie  Shearon  says,  *' 

"It  is  ludicrous  for  an  out-and-out  politician  like 
Ewing  to  publish  a  report  on  the  Nation's  health. 
Such  a  report  should  emanate  from  the  Surgeon 
General  of  the  USPHS.  This  is  exactly  the  sort  of 
thing  that  former  Commissioner  of  Education  Stude- 
baker  complained  of  when  he  resigned.  Here  is  a 
docimient  politically  conceived,  politically  engineered, 
and  politically  timed.  Can  one  doubt  it  is  intended 
to  help  put  Ewing  on  the  map  and  to  publicize  the 

1.  The  Xation.il  Henlth  Assemblv,  Editorial.  J.A.M.A.  1.37: 
rwiUT   (May  si   i!)4s. 

2.  Tlie  Xation's  Health:  a  Ten  Tear  Program.  A  Report  to 
the  President  by  Oscar  R.  Ewins.  Federal  Security  Ad- 
ministrator,   TTas'hinirtnn,    Federal    Security    Agency,    1948, 

■  p.     7.1. 

3.  The  Xation's   Health(2),   p.   8S. 
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President's  legislative  program?  Ewing  has  en- 
deavored to  make  himself  and  his  top  administrative 
assistants  spokesmen  in  the  highly  technical  fields 
of  health  and  medicine.  Does  a  report  on  health  re- 
quire tinkering  by  professionally  unqualified  per- 
sons?"'" 

Particularly  insidious  is  the  clanger  inher- 
ent in  Mr.  Ewing's  proposal  to  divert  federal 
funds  to  the  medical  schools  and  hospitals  of 
the  country.  Since  many  of  our  schools  and 
hospitals  are  owned  and  maintained  by  vari- 
ous religious  denominations,  the  acceptance 
of  such  funds  would  constitute  a  violation 
of  the  fundamental  doctrine  concerning  the 
separation  of  church  and  state.  Further- 
more, even  non-denominational  medical 
schools  and  hospitals  should  hesitate  long 
before  giving  the  politicians  in  Washington 
such  a  golden  opportunity  to  control  their 
policies. 

Another  insidious  scheme  is  the  proposal 
to  train  2,800  "health  educators" — one  "for 
every  50,000  population."  To  quote  Dr. 
Shearon  again : 

"Theoretically  such  an  educator  helps  people  to 
acquire  knowledge  concerning  health  and  its  attain- 
ment. 

"Actually,  under  the  training  program  of  the  Pub- 
lic Health  Service,  such  educators  receive  an  unfor- 
tunate indoctrination  in  the  philosophy  of  State  med- 
icine. Perhaps  they  are  sent  to  Ann  Arbor  to  be 
indoctrinated  by  Nathan  Sinai.  Or  they  may  go  to 
the  University  of  North  Carolina  to  hear  Dr.  Lucy 
Morgan,  daughter  of  TVA  Morgan,  expatiate  on  the 
wonders  of  Social  Security  medicine  .  .  . 

"Grants  for  such  training  are  now  being  made 
through  the  Kellogg  Foundation  and  through  the 
State  health  departments.  Mayhew  Derryberry, 
Ph.D.,  formerly  on  Perrott's  statf  and  now  on 
Mountin's  staff,  is  chief  of  the  Office  of  Health 
Education,  USPHS.  He  works  closely  with  Lucy 
Morgan.  Derryberry  was  the  prime  mover  in  the 
Health  Workshops  exposed  by  the  Harness  Sub- 
committee last  year.  The  Government  could  not  de- 
vise a  more  useful  scheme  for  developing  a  great 
army  of  evangelists  for  nationalization  than  by  train- 
ing so-called  health  educators.  They  work  at  the 
grass-roots. "U' 

One  final  thought  is  that  it  seems  some- 
what presumptuous  for  Messrs.  Ewing  and 
Truman  to  propose  a  "ten-year  program" 
just  on  the  eve  of  a  national  election,  after 
which  it  is  quite  possible  that  both  of  them 
will  be  seeking  employment  elsewhere. 

4.  American  Medicine  and  the  Political  Scene,  published  by 
the  Shearon  Medical  Legislative  Service,  Washington,  v.  2, 
no.  29   (Sept.  10)    10  IS. 


DR.  JAMES  KING  HALL 

Although  Dr.  James  K.  Hall,  who  died  on 
September  10,  spent  most  of  his  professional 
life  in  Virginia,  he  never  lost  his  love  for  his 
native  state  of  North  Carolina.  He  was  one 
of  six  honorary  members  of  its  State  Medical 
Society,  and  seldom  missed  an  annual  ses- 
sion. He  was  on  the  staff  of  the  State  Hos- 
pital in  Morganton  from  1905  until  1911, 
when  he  and  two  associates  founded  the 
Westbrook  Sanatorium  in  Richmond.  He  was 
president  of  this  institution  until  his  death. 

In  1912  he  married  Miss  Laura  Ervin, 
who,  with  three  sons,  survive  him.  They 
brought  his  body  back  to  be  buried  in  the 
Morganton  cemetery  on  Sunday,  September 
12. 

During  his  life  many  honors  came  to  Dr. 
Hall,  unsought,  as  a  tribute  to  his  profes- 
sional and  personal  ability.  He  was  at  vari- 
ous times  president  of  the  Richmond  Acad- 
emy of  Medicine,  vice  president  of  the  Med- 
ical Society  of  Virginia,  chairman  of  the 
Governor's  Advisory  Board  on  Mental  Hy- 
giene, president  of  the  National  Association 
of  Private  Psychiatric  Hospitals,  president 
of  the  Southern  Psychiatric  Association, 
and  president  of  the  American  Psychiatric 
Association.  In  1935  his  alma  mater,  the 
University  of  North  Carolina,  bestowed  upon 
him  the  honorary  degree  of  LL.D. 

Many  years  ago  Hanford  Henderson  wrote 
a  remarkable  essay  called  "The  Aristocratic 
Spirit."  Had  he  known  Dr.  Hall  as  an  inti- 
mate friend,  it  would  be  easy  to  believe  that 
in  this  essay  Mr.  Henderson  was  using  him 
as  his  model  of  the  true  aristocrat.  For  ex- 
ample, "The  aristocrat  .  .  .  must  love  excel- 
lence .  .  .  disinterestedly . . .  Greed,  arrogance, 
snobbishneses,  cruelty  can  never  be  the  qual- 
ities of  an  aristocrat,  for  the  excellence 
which  he  seeks  in  the  great  outer  world,  he 
seeks  still  more  passionately  in  himself  .  .  . 
He  repudiates  with  vigor  all  class  conscious- 
ness ...  is  an  uncompromising  individualist, 
and  so  opposes  the  major  currents  of  the 
hour." 

No  better  epitaph  for  Dr.  Hall  could  be 
found  than  a  few  sentences  from  a  letter 
written  by  one  of  his  most  intimate  friends : 
"He  was  a  great  man.  a  great  friend  of  man, 
and  a  devoted  loyal  friend  to  those  he  loved, 
and  he  was  a  great  and  devoted  psychiatrist. 
We  shall  all  miss  him  very  much.  His  re- 
mains were  interred  here  in  the  town  ceme- 
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terv    and    I    have    been    up    several    times    to  "if    the    causative    spinal    injuries    are    corrected 

speak    to    him.    but    I    tind    his    spirit    is    not  "'ithin    a   few   days   after   polio    sets    in     the    great 

^          ,,                                                             '  majority    of   cases   will    respond    immediately.    And, 

there.  even  most  chronic  cases  respond  to  such  treatment 

:;:      ;:=      (I      :;:                                 '  Very  satisfactorily  in  due  course  of  time." 


THE  POLIO  PROBLEM  SOLVED 

The  August  issue  of  this  journal  contained 
an  article  on  poliomyelitis  by  Dr.  William 
F.  Friedewald,  associate  professor  of  medi- 
cine at  Emory  Lhiiversity,  and  an  editorial 
reprinting-  a  summary  of  the  current  concep- 
tion of  the  disease  which  had  been  prepared 
by  Dr.  Charles  P.  Stevick,  state  epidemiolo- 
gist. Both  these  authorities  admitted  that 
there  were  still  some  gaps  in  our  knowledge 
of  the  disease. 

Thanks  to  the  rapid  progress  of  science, 
the  Journal  is  able  this  month  to  present 
an  authoritative  exposition  of  the  etiology 
and  treatment  of  poliomyelitis.  In  the  Tirin 
City  Sentinel  for  September  4,  a  two-column 
advertisement  by  Dr.  Floyd  Strupe,  chiro- 
practor, explains  the  real  etiology  of  this 
dread  disease.  By  his  own  admission,  Dr. 
Strupe's  statement  is  based  on  exhaustive 
research. 

"The  chiropractor  has  proved  in  thousands  of 
cases,  and  is  daily  adding'  to  this  proof,  that  an- 
terior-polio-myelitis is  the  result  in  most  instances, 
of  a  pinch  on  the  anterior  portion  of  the  spinal  cord 
or  of  pressure  on  motor  nerves  where  they  make 
their  exit  from  between  the  joints  of  the  spine.  The 
pinch  results  from  twisted  spinal  joints  caused  by 
falls  and  other  accidents  to  which  children  are  con- 
stantly subjected. 

"The  reason  for  the  greater  incidence  of  this  dis- 
ease in  the  Spring.  Summer  and  Fall,  is  the  call  of 
the  outdoors  with  its  inducements  for  tree  climbing, 
bicycle  riding,  wrestling,  diving,  leap  frog,  and  other 
games  through  which  spinal  injuries  originate.  The 
low  incidence  of  polio  in  the  Winter  is  the  result 
of  youngsters  being  cooped  up  in  schools  and  in 
their  homes  most  of  the  time.  Fear  of  chastisement 
often  prevents  children  revealing-  their  falls  and 
other  accidents  to  their  parents." 

How  gratifying  it  is  to  have  such  a  simple 
explanation  for  the  seasonal  variation  of  the 
disease !  It  is  true  that  in  cold  weather  quite 
a  few  youngsters  subject  their  spines  to  con- 
siderable strain  on  the  football  gridirons 
and  basketball  courts  of  the  nation.  Wrest- 
ling is  not  limited  to  the  summer  months. 
either.  It  may  be.  however,  that  the  thicker 
trousers  worn  in  the  winter  serve  to  mitigate 
the  fear  of  chastisement,  so  that  injuries 
are  more  readily  confessed  to  and  more 
quickly  corrected  by  chiropractic  adjust- 
ment. 

Fortunately,  the  cure  of  polio  is  as  simple 
as  the  explanation  of  its  cause. 


Obviously  the  sensible  thing  for  a  physi- 
cian to  do  when  he  is  asked  to  treat  a  patient 
with  poliomyelitis  is  to  send  for  the  nearest 
chiropractor. 

WILL  C.  BRAUN 

On  Sunday,  September  12,  Will  C.  Braun 
died  at  his  home  in  Chicago.  Although  he 
held  no  medical  degree,  there  are  few  physi- 
cians who  have  meant  more  to  the  medical 
profession  than  he  did.  Fifty-six  of  the  80 
years  of  his  life  were  devoted  to  the  Ameri- 
can Medical  Association.  From  a  modest 
beginning  as  "subscription  solicitor  and  all- 
around  office  helper"  in  1891,  he  became  ad- 
vertising manager  of  the  JOURNAL  and  busi- 
ness manager  of  the  American  Medical  As- 
sociation. He  had  the  remarkable  sort  of 
personality  that  made  doing  business  with 
him  a  pleasure,  and  that  literally  endeared 
him  to  his  business  friends  and  colleagues. 
When  he  retired  in  1946  to  be  succeeded  by 
his  first  assistant,  Mr.  Thomas  R.  Gardiner, 
his  friends  and  associates  arranged  a  ban- 
quet in  his  honor.  This  occasion  will  be  long 
remembered  by  those  privileged  to  be 
present. 

It  has  been  said  that  institutions  are  often 
the  lengthened  shadows  of  individuals.  More 
than  one  individual's  shadow  is  represented 
in  the  American  Medical  Association.  Along 
with  Drs.  Nathan  Smith  Davis  and  George 
H.  Simmons  the  layman.  Will  Braun.  will  be 
remembered  as  long  as  there  is  an  American 
Medical  Association. 

DR.  ROSS  McELWEE 

One  of  the  most  familiar  faces  at  State 
Society  meetings  will  be  missed  next  year. 
Dr.  Ross  McElwee.  of  Statesville.  died  on 
September  8  after  several  months'  illness. 
Dr.  McElwee  was  one  of  the  most  faithful 
members  of  the  State  Society.  For  some 
years  he  represented  the  Society  in  the 
House  of  Delegates  of  the  American  Medical 
Association.  His  loyalty  to  his  friends,  his 
genial  personality,  and  his  high  professional 
ideals  made  him  one  of  the  most  highly 
respected  members  of  the  Society.  He  will 
be  sadlv  missed  in  the  vears  to  come. 
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Winston-Salem 

A  63-year-old  man  was  admitted  to  the 
North  Carolina  Baptist  Hospital  on  Febru- 
ary 22,  1948,  with  a  tentative  diagnosis  of 
a  lymphomatous  process. 

His  present  illness  apparently  began  in 
the  fall  of  1946,  when  he  began  feeling  "run 
down."  Physical  examination  at  that  time 
revealed  some  lymphadenopathy.  A  cervical 
lymph  node  was  removed,  and  the  pathologic 
report  was  "probably  lymphoma  or  leuke- 
mia." There  is  some  question  as  to  whether 
or  not  the  patient  received  x-ray  therapy  at 
that  time.  Little  is  known  of  the  patient's 
course  from  then  until  January,  1948,  when 
he  rapidly  developed  ascites.  The  develop- 
ment of  ascites  was  accompanied  by  dysp- 
nea, v\-eakness,  loss  of  appetite,  and  reduced 
urinary  outi5ut.  During  a  period  of  about 
six  weeks  several  abdominal  paracenteses 
were  done,  and  as  much  as  7  liters  of  fluid 
was  removed  at  one  time.  No  description 
of  this  fluid  is  available. 

Examination  elsewhere  showed  a  red 
blood  cell  count  of  3,400,000,  and  a  white 
blood  cell  count  of  23,000,  with  mononuclear 
cells  predominating  in  the  blood  smear. 
There  seemed  to  be  some  question  as  to 
whether  these  mononuclear  cells  w'ere  large 
lymphocytes  or  myeloblasts,  and  the  consen- 
sus at  that  time  was  that  the  patient  had 
chronic  lymphatic  leukemia.  On  the  basis  of 
this  diagnosis  he  was  given  x-ray  therapy, 
receiving  a  total  of  1480  r.  in  air  anteriorly 
over  the  abdomen  and  400  r.  in  air  posteri- 
orly over  the  abdomen  between  January  14 
and  February  12.  During  the  course  of  x-ray 
therapy  the  patient's  white  cell  count 
dropped  from  23,000  to  6,400,  but  the  pa- 
tient failed  to  show  any  clinical  improve- 
ment. 

Although  the  patient  himself  gave  no  his- 
tory of  alcoholism,  we  are  assured  that  sev- 
eral years  ago  he  was  a  very  heavy  drinker; 
it  is  not  certain  whether  or  not  he  had  been 
drinking  recently.  Members  of  his  family 
stated  that  his  eating  habits  had  been  ex- 
tremely poor;  he  ate  very  irregularly  and 
sometimes  would  miss  as  many  as  three  or 
four  consecutive  meals.  The  patient  had  one 
brother  who  died  of  cancer. 


Physical  examination  upon  admission  to 
this  hospital  showed  a  few  firm,  shotty 
lymph  nodes  in  the  posterior  cervical  region, 
in  both  axillae,  and  in  the  right  inguinal 
region.  None  of  these  nodes  were  thought 
to  be  definitely  enlarged.  Some  ascites  was 
present,  and  the  abdominal  wall  was  lax. 
No  abdominal  organs  could  be  palpated  at 
first,  but  later,  following  a  paracentesis,  the 
liver  could  be  felt  as  an  irregular  mass  in 
the  right  subcostal  region.  It  extended  about 
three  fingers'  breadth  below  the  costal  mar- 
gin.  The  spleen  was  not  felt. 

Blood  count  showed  15  Gm.  of  hemo- 
globin, 4,950,000  red  blood  cells,  and  5.500 
white  blood  cells,  with  75  per  cent  segmented 
polymorphonuclear  cells,  2  per  cent  non- 
tegmented  polymorphonuclear  cells,  1  per 
cent  eosinophils,  20  per  cent  lymphocytes 
and  2  per  cent  monocytes.  The  sedimenta- 
tion rate  was  10  mm.  in  an  hour.  The  plate- 
let count  was  normal.  The  mean  corpuscular 
volume  was  99  cubic  microns.  Urinalysis 
was  negative,  and  a  Kahn  test  was  negative. 
Nonprotein  nitrogen  was  36  mg.  per  100  cc. 
uric  acid  4.2  mg.  per  100  cc.  Total  serum 
proteins  were  5.3  Gm.  per  100  cc. — albumin 
2.9,  globulin  2.3.  Aspiration  of  the  bone  mar- 
row was  performed,  and  showed  the  marrow 
to  be  hypercellular,  with  increased  activity 
in  both  white  cells  and  red  cells,  but  with 
normal  maturation.  There  was  no  evidence 
of  malignant  infiltration  or  of  a  leukemic 
process  in  the  marrow. 

Fluoroscopy  and  a  film  of  the  chest  showed 
elevation  of  both  diaphragms,  most  marked 
on  the  left.  The  heart  and  aorta  were  nor- 
mal. A  barium  meal  examination  showed  no 
intrinsic  lesions  of  the  esophagus,  stomach, 
or  duodenum ;  films  made  at  five  and  twenty- 
four  hours  showed  no  pathology  in  the  large 
or  small  bowel.  A  barium  enema  was  also 
negative. 

A  galactose  tolerance  test  showed  an  ex- 
cretion of  1.2  Gm.  and  the  hippuric  acid  test 
an  excretion  of  1.6  Gm.  A  bromsulfalein 
test  showed  100  per  cent  retention  in  fifteen 
minutes,  70  per  cent  in  thirty  minutes,  and 
30  per  cent  in  forty-five  minutes.  A  glucose 
tolerance  test  showed  a  fasting  level  of  105 
mg.  per  100  cc  ,  a  rise  to  203  and  200  in  one 
and  two  hours  respectively,  and  a  fall  to 
119  and  90  in  three  and  four  hours  respect- 
ively. 

Biopsy  of  an  inguinal  lymph  node  showed 
only  chronic  lymphadenitis  and  no  evidence 
of  malignancy. 
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It  was  felt  that  the  patient  should  be 
treated  as  a  cirrhotic.  He  was  given  a  diet 
containing  120  to  140  Gm.  of  protein,  250 
to  400  Gm.  of  carbohydrate,  and  100  Gm.  of 
fat  daily.  Whenever  the  patient  became  un- 
able to  take  the  diet  by  mouth,  it  was  given 
by  means  of  a  tube.  Medication  consisted  of 
Salyrgan,  1  Gm.  of  methionine  three  times  a 
day,  and  1  cc.  of  crude  liver  extract  four 
times  a  day  intramuscularly.  The  patient  did 
not  respond  to  treatment,  and  on  March  8, 
1948,  an  abdominal  paracentesis  was  done 
because  of  extreme  distention,  severe  gen- 
eralized abdominal  pain,  and  respiratory  dis- 
tress. Six  thousand  cubic  centimeters  of 
amber  fluid  with  a  specific  gravity  of  1.006 
was  obtained;  culture  of  this  fluid  was 
sterile.  The  total  protein  content  of  the 
ascitic  fluid  was  2.4  per  cent.  A  few  white 
blood  cells  and  occasional  red  blood  cells 
were  present.  Following  the  paracentesis 
the  patient's  respiratory  difficulty  improved 
considerably,  but  he  became  stuporous  and 
unable  to  take  food  by  mouth.  Despite  tube 
feeding  and  intravenous  infusions  he  went 
progressively  down  hill  and  expired  on 
March  11,  1948. 

DiscMSsio)i 

Dr.  David  Cayer  :  This  case  might  be  dis- 
cussed by  an  evaluation  of  the  outstanding- 
physical  findings  as  they  developed.  These 
signs  were  generalized  lymph  node  enlarge- 
ment, noted  approximately  one  year  prior 
to  the  final  hospital  admission ;  the  rapid  de- 
velopment of  ascites  six  or  eight  weeks  be- 
fore death;  and  enlargement  of  the  liver. 

Lijmph  node  etiloj'gcment 

]\Iany  of  the  more  frequent  causes  of  gen- 
eralized lymph  node  enlargement  can  be 
fairly  well  ruled  out  from  the  information 
given  in  the  clinical  summary.  Tuberculous 
lymphadenitis  is  unusual  in  a  man  of  this 
age.  and  the  absence  of  fever  and  pathology 
in  the  pulmonary  or  gastrointestinal  tract, 
as  well  as  the  negative  laboratory  data,  the 
lymph  node  biopsy,  and  the  description  of 
the  ascitic  fluid,  eliminate  this  possibility. 
A  diffuse  gummatous  syphilitic  hepatitis 
accompanied  by  generalized  lymphadenop- 
athy  can  also  be  dismissed  in  view  of  the 
entirely  negative  venereal  history  and  the 
negative  blood  serology.  There  is  also  little 
to  justify  a  diagnosis  of  metastatic  carcino- 
ma to  so  many  variable  sites  in  addition  to 
the  peritoneal  surfaces.   There  is  nothing  to 


suggest  a  primary  site,  and  the  areas  which 
are  the  most  frequent  sites  of  primary  ma- 
lignancy— that  is,  the  stomach  and  bowel —  | 
have  been  studied,  with  negative  results. 

Hodgkin's  disease,  although  it  is  seen  most 
frequently  in  a  younger  age  group,  is  a  defi- 
nite possibility  which  could  explain  all  the 
findings.  In  75  per  cent  of  the  cases  of 
Hodgkin's  disease,  however,  splenomegaly  is 
present ;  and  where  the  abdominal  nodes  and 
liver  are  involved,  fever  is  usually  a  promi- 
nent feature.  It  was  not  mentioned  in  the 
present  case.  The  wasting  and  anemia  which 
usually  accompany  Hodgkin's  disease  are 
also  lacking.  Furthermore,  it  seems  unlikely 
that  the  usually  characteristic  pathologic 
picture  of  Hodgkin's  disease  would  go  un- 
recognized in  the  original  biopsy. 

The  differential  diagnosis  on  the  original 
biopsy  was  apparently  thought  to  lie  be- 
t\\een  leukemia  and  lymphoma.  Clinically, 
this  case  would  not  appear  to  be  an  instance 
of  lymphatic  leukemia,  the  clinical  diagno- 
sis of  which  rests  on  the  findi*ig  of  spleno- 
megaly, anemia,  and  thrombocytopenia.  In 
addition,  the  sternal  puncture  and  bone  mar- 
row findings  were  essentially  normal.  I 
scarcely  see  how  we  could  be  justified  in 
making  a  clinical  diagnosis  of  leukemia. 

Lymphosarcoma  would  be  a  much  more 
likely  diagnosis  and  would  fit  the  clinical 
picture  of  lymph  node  enlargement  without 
splenomegaly.  In  addition,  it  is  not  uncom- 
mon for  patients  with  lymphosarcoma  to  ap- 
pear to  do  well  clinically  until  the  terminal 
phase  of  their  illness. 

Ascites 

Approximately  one  year  after  the  discov- 
ery of  lymph  node  enlargement,  ascites  de- 
veloped very  rapidly  and  recurred  after  each 
paracentesis.  Although  ascites,  in  50  per 
cent  of  the  cases,  is  secondary  to  heart  dis- 
ease— usually  mitral  disease  or  pericarditis 
— ,  the  abscence  of  any  associated  cardiac 
findings  or  elevation  of  venous  pressure  al- 
lows us  to  eliminate  a  primaiy  cardiac  cause 
in  this  patient. 

The  possibility  of  carcinoma  with  peri- 
toneal implants  must  again  be  considered. 
As  was  previously  stated,  however,  the  most 
frequent  primary  sites — the  stomach,  bowel, 
and  pancreas — have  been  found  to  be  nega- 
tive. Generalized  carcinomatosis  would  prob- 
ably by  accompanied  by  a  rectal  shelf,  and 
no  such  finding  is  described.  Ascites  due  to 
primary  or  metastatic  carcinoma  of  the  liver 
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is  also  relatively  uncommon,  and  when  it 
occurs  it  is  usually  secondary  to  glandular 
enlargement  about  the  portal  vein. 

By  far  the  most  likely  cause  of  liver  en- 
largement and  ascites  in  this  patient  would 
be  portal  cirrhosis.  The  abrupt  onset  of 
ascites  and  the  rapidity  of  recurrence  sug- 
gest the  possibility  of  portal  vein  thrombo- 
sis. Acute  portal  vein  thrombosis  usually 
produces  enlargement  of  the  spleen,  and 
hematemesis  and  melena  are  frequent.  These 
findings  are  absent  in  the  present  case.  A 
slower  and  more  progressive  form  of  throm- 
bosis may  follow  stasis,  and  is  sometimes 
secondary  to  cirrhosis. 

Ascites  is  rare  in  leukemia,  and  would 
also  tend  to  rule  out  this  diagnosis. 

Enlargement  of  the  liver 

The  third  finding,  hepatomegaly,  might  be 
secondary  to  malignant  change  in  a  long- 
standing cirrhosis.  The  background  of  diet- 
ary inadequacy  and  alcoholism  w^ould  cer- 
tainly lead  one  to  suspect  this  possibility. 
Primary  carcinomatous  change  occurs  in  ap- 
proximately 6  per  cent  of  the  cases  of  portal 
cirrhosis,  but  it  is  usually  accompanied  by 
fever,  jaundice  and  pain,  all  of  which  are 
lacking  in  the  present  case.  Furthermore, 
primary  carcinoma  of  the  liver  is  usually 
not  accompanied  by  the  laboratory  evidence 
of  parenchymatous  disease  found  in  this  pa- 
tient. It  does  not  metastasize  widely  and 
would  not  account  for  the  generalized  lymph 
node  enlargement  noted  in  this  patient. 

It  would  seem,  therefore,  that  no  single 
diagnosis  will  explain  all  of  the  findings.  I 
believe  that  the  findings  of  hepatomegaly 
and  ascites,  the  laboratory  evidence  of  ex- 
tensive liver  involvement,  and  the  history 
of  inadequate  diet  and  alcoholism  would  all 
support  a  diagnosis  of  far  advanced  portal 
cirrhosis.  The  abrupt  development  of  ascites 
and  the  rapid  recurrence  of  fluid  would 
make  one  suspect  portal  vein  thrombosis  as 
a  possible  complication. 

This  single  diagnosis,  however,  will  not 
account  for  generalized  lymph  node  enlarge- 
ment, the  tentative  biopsy  report  of  leu- 
kemia or  lymphoma,  the  abnormal  cells 
noted  in  the  blood,  or  the  leukocytosis.  I  be- 
lieve that  the  most  likely  explanation  for 
these  findings,  particularly  in  the  absence 
of  splenomegaly,  would  be  lymphosarcoma. 
It  is  possible  that  the  patient  died  of  his 
cirrhosis  before  the  other  disorder  developed 
sufficiently    to    produce    additional    anemia 


and  cachexia.  One  third  of  the  patients  with 
cirrhosis  die  in  coma  of  progressive  liver 
cell  failure. 

Dr.  Cayer's  Diagnoses 

1.  Portal  cirrhosis. 

2.  Lymphosarcoma. 

Anatomic  Discussion 

As  was  expected,  a  large  quantity  (4,000 
cc.)  of  ascitic  fluid  was  encountered  upon 
opening  the  peritoneal  cavity.  The  liver 
weighed  1,350  Gm.,  and  presented  both  mac- 
roscopically  and  microscopically  the  typical 
picture  of  nodular  (portal)  cirrhosis. 

Findings  in  the  lymphatic  tissues  were 
not  so  conclusive.  The  lymph  nodes  through- 
out the  body  were  essentially  normal,  show- 
ing only  minimal  reticulo-endothelial  hyper- 
plasia in  some  instances  and  fibrosis  in 
others.  The  spleen  was  only  slightly  enlarged 
(200  Gm.). 

Foci  of  mature  lymphocytes  were  scat- 
tered throughout  the  bone  marrow.  In  this 
connection  it  is  to  be  remembered  that 
lymphocytes  are  not  normally  found  in  the 
bone  marrow  in  number  greater  than  can  be 
accounted  for  by  the  circulating  blood"^'. 
In  the  absence  of  other  positive  findings  in 
the  hematopoietic  system,  their  presence  in 
this  case  can  probably  be  accounted  for  by 
the  extensive  degeneration  present  in  the 
liver.  Focal  accumulations  of  lymphocytes 
in  the  bone  marrow  are  not  infrequently 
seen  in  various  degenerative  diseases.  I  do 
not  believe  that  the  lymphadenopathy  and 
cellular  alterations  noted  initially  in  the  clin- 
ical record  were  a  result  of  a  primary  dis- 
turbance in  the  hematopoietic  system. 


1. 


4. 
5. 


6. 


7. 


Anatomic  Diagnoses 
Nodnlar  cirrhosis  of  the  liver  irith  ascites 
Focal  lymphocytic  accumulations  within 
the  bone  marrow 

Reticulo-endothelial  hyperplasia  and 
fibrosis  of  the  lymph  nodes 
Bronchopneumonia,  bilateral 
Pancreatic  fibrosis  with  cyst  formation 
and  squamous  metaplasia  of  the  pancre- 
atic ducts 

Nodular    hyperplasia    of    the    prostate 
gland 
Generalized  arteriosclerosis 


1.  Krumbhaar,  E.  B.  and  Custer.  R.  P.:  Note  on  the  DilTer- 
eiitial  Cell  Counts  of  Bone  Marrow,  witli  Special  Reference 
to  Estimation  of  Infrequently  Appearing:  Cell  Types.  Am. 
,T.  Med.  Sc.  181):630-6.'!3    (May)    1935. 
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N  the  war  against  tuberculosis  the  mass  X-ray 
survey  may  well  be  considered  as  a  reconnais- 
sance undertaken  to  discover  where  the  enemy  is 
hidden,  so  that  practicing  physicians  in  the  area 
may  attack  the  disease  most  effectively.  It  is  upon 
their  efforts,  supplemented  by  services  within  the 
community  and  reinforced  by  public  awareness  of 
the  problem,  that  success  or  failure  in  the  control 
of  tuberculosis  depends. 

THE   COMMUNITY    AS    A    FOK(  E    IN    THE 
CONTROL   OF   TUBERCULOSIS 

Modern  epidemiological  methods  in  the  control  of 
communicable  disease  make  it  imperative  for  work- 
ers in  the  field  to  know  where,  when,  who,  and  how- 
many  any  given  disease  attacks.  The  swiftest  and 
most  efficient  way  to  the  heart  of  this  problem  in 
the  field  of  tuberculosis  is  through  X-ray  surveys 
of  large  population  groups,  preferably  those  which 
compose  large  metropolitan  areas.  These  present  all 
manner  of  social  complexity,  racial  variation,  and 
economic  resources. 

At  the  beginning  of  organized  control  movements, 
it  was  believed  that  the  most  eft'ective  means  of  dis- 
covering the  exact  nature  of  the  tuberculosis  prob- 
lem in  "the  United  States  was  through  surveys  of 
industrial,  occupational  and  racial  groups.  However, 
the  knowledge  thus  secured  was  at  best  spotty  and 
was  likely  to  be  misleading  when  the  whole  popula- 
tion of  tlie  country  was  considered.  It  was  thereupon 
determined  to  delve  into  those  vast  reservoirs  of 
human  beings  which  are  our  great  cities.  Here  are 
all  the  maladies  that  are  suffered  by  mankind. 
Through  a  prompt  discovery  of  the  tuberculosis 
problem  in  the  larger  cities  of  our  country,  a  rea- 
sonably exact  knowledge  of  the  extent  of  the  prob- 
lem could  be  realized,  public  action  stimulated,  and 
professional   forces   joined. 

City-wide  X-ray  surveys  can  be  conducted  v'ith 
relative  economy  of  means  and  money.  Concentration 
of  personnel,  machinery,  and  educational  devices 
within  densely  populous  communities  provides,  in 
certain  respects,  quicker  and  more  valuable  results 
than  do  studies  conducted  in  soarselv  settled  areas. 
Previous  experience  in  cities  already  surveved  indi- 
cates that  if  present  facilities  are  fuUv  utilized,  the 
increased  case  load  of  tuberculosis  will  not  prese'it 
a  grave  problem  to  the  community.  Seventy  per  cent 
of  all  new  cases  discovered  by  mass  X-ray  survey 
are  minimal  and  do  not  constitute  a  grievous  public 
health  problem.  Most  of  these  cases  will  be  non- 
infectious; the  disease  process  will  be  incipient;  and 
the  probability  of  serious  progression,  with  adeouate 
follow-up,  will  be  slight.  Such  cases  can  be  cared  for 
by  private  physicians  and  public  clinics,  assisted  by 
TUiblic  health  nurses  and  medical  social  workers. 
Sanatorium  beds  now  occupied  bv  noninfectious 
cases  can  be  given  over  to  far-advanced  virulent 
disease  which  constitutes  a  menace  to  the  total  pop- 
ulation. 

Minimal,  noninfectious  cases  are  private  physi- 
cians' cases,  not  sanatorium  cases.  The  private  prac- 
titioner can  be  a  major  force  in  the  future  control 
of  tubeiculosis  in  the  communities  of  our  country 
if  he   participates   in   follow-up   activities   after   the 


survey  has  been  completed.  Through  his  efforts, 
minimal  tuberculosis  can  be  checked  and,  in  indi- 
vidual cases,  never  become  serious.  Under  the  physi- 
cian's care,  needless  distress  and  tragedy  can  be 
avoided.  As  a  consequence  of  his  vigilance,  the  gen-  | 
eral  practitioner  can  reduce  measurably  the  occur- 
rence of  deaths  from  tuberculosis. 

Often  communities  can  afford  to  enlarge  present  I 
clinic  and  hospital  facilities  when  they  cannot  afford 
to  build  new  institutions.  Recruiting  professional 
personnel  is  always  a  serious  problem  everywhere. 
However,  resolute  efforts  to  procure  and  then  train 
professional  workers  will  be  productive  of  fruitful 
results. 

An  aroused  community  makes  for  organized 
action.  An  informed  community  acts  collectively  as 
a  social  weapon  against  any  threat  to  its  existence. 
A  community  aware  of  the  problem  confronting  it 
and  organized  for  effective  action  is  the  principal 
force  in  a  program  to  control  tuberculosis.  Isolated 
leaders  and  their  followers,  no  matter  how  well 
trained  or  how  profoundly  dedicated,  have  little 
potency  without  the  strength  inherent  in  the  human 
and  economic  resources  of  mobilized  communities. 
By  now  it  must  be  plain  that  the  fight  against  tuber- 
culosis is  a  social  and  economic  movement  as  well 
as  a  disease  problem.  We  now  have  enough  infor- 
mation to  be  confident  that  an  awakened  awai'eness 
of  the  people  is  the  chief  tool  for  triumph. 

The  Community  as  a  Force  in  the  Control  of 
Tuberculosis,  Frances  J.  Weber,  M.  D.,  Editorial, 
Public  Health  Reports,  September  ,5,   1947. 


THE  USE  OF  STREPTOMYCIN  IN 
TUBERCULOSIS 

A   Report   by   the  Committee  on   Chemotherapy   and 

.Antibiotics   of   the    American    College    of 

Chest   Physicians 

September    2,3,    1948 

The  Committee  on  Chemotherapy  and  Antibiotics 
of  the  .American   College  of   Chest   Physicians   sub- 
mits the  following  repoi't  of  the  use  of  streptomycin 
in  tuberculosis. 
Indications  for  Treatment: 

Nearly  all  forms  of  tuberculosis  respond  to  treat- 
ment with  streptomycin  in  some  degree.  However, 
the  drug  should  by  no  means  be  used  indiscrimin- 
ately. 

Pulmonary  Tuberculosis:  It  is  extremely  difficult 
to  lay  down  hard  and  fast  rules  for  the  use  of 
streptomycin  in  pulmonary  tuberculosis.  Especial 
care  in  the  selection  of  cases  is  necessary.  The  drug 
has  its  greatest  usefulness  in  cases  with  an  appre- 
ciable amount  of  exudative  disease.  In  some  other 
cases  streptomycin  is  responsible  for  symptomatic 
improvement  and  the  prevention   of  complications. 

1.  Definitive  treatment:  This  category  includes 
chiefly  progressive  lesions  of  recent  origin  with  little 
or  no  desti'uction  of  tissue,  such  as  progressive  pri- 
mary tuberculosis  and  tuberculosis  due  to  hema- 
togenic  and  bronchiogenic  dissemination. 

2.  Preparation  for  surgical  procedures,  including 
temporary  and  permanent  collapse  and  excisional 
surgery.  In  some  cases  pneumothorax  can  be  insti- 
tuted sooner  and  with  greater  safety  after  a  course 
of  streptomycin.  Not  infrequently  the  drug  is  of 
great  value  in  preparing  patients  as  candidates  for 
thoracoplasty.  As  prophylaxis,  streptomycin  should 
be  used  routinely  in  e.xcisional   procedures. 

It  must  be  emphasized  again  and  again  that  strep- 
tomycin is  not  a  substitute  for  sanatorium  care  and 
other  proven  procedures.  Rather  it  is  a  valuable 
adjunct  to  these  other  measures. 

Extrapulmonary  tuberculosis:  Streptomycin  is  the 
ony  treatment  available  in  miliary  tuberculosis  and 
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tuberculous  meningitis.  In  sucb  cases  early  and  in- 
tensive treatment  is  imperative.  Streptomycin  is  the 
treatment  of  choice  for  tuberculous  sinuses,  tuber- 
culosis of  the  oropharynx,  larynx  and  tracheobron- 
chial tree,  tuberculous  enteritis  and  peritonitis,  tu- 
berculous otitis  media,  and  tuberculous  pericarditis. 
In  renal  tuberculosis,  symptomatic  improvement  is 
usually  prolonged  and  bacterial  conversion  occurs  in 
some  cases.  Tuberculosis  of  the  bones  and  joints  is 
often  improved  by  streptomycin  but  chemotherapy 
is  not  a  substitute'  for  orthopedic  surgery  when  this 
is  indicated. 

Streptomycin  is  valuable  as  pre-operative  and 
post-operative  treatment  of  tuberculosis  in  surgery 
of  the  genito-urinary  tract,  surgery  of  bones  and 
joints,  pericardiolysis,  incision  and  drainage  of  ab- 
scesses and  fistulectomy. 
Administration: 

Streptomycin  is  administered  by  intramuscular 
or  deep  subcutaneous  injection.  The  optimal  regimen 
for  the  administration  of  streptomycin  has  not  been 
determined.  In  most  forms  of  tuberculosis  results 
appear  to  be  satisfactory  when  a  dose  of  .5  to  1 
gram  a  day  are  administered  in  one  or  two  injections 
for  six  to  eight  weeks.  With  this  mode  of  therapy 
complications  are  very  infrequent  and  in  most  cases 
their  clinical  importance  may  be  discounted.  In  tu- 
berculous meningitis  and  miliary  tuberculosis  treat- 
ment should  be  vigorous;  a  dose  as  high  as  two 
grams  per  day  for  four  months,  or  longer  is  neces- 
sary. In  tuberculous  meningitis  results  seemingly 
are  better  when  intramuscular  injection  is  supple- 
mented by  intrathecal  injection  of  from  25  to  50 
milligrams  every  twenty-four  to  forty-eight  hours 
for  two  or  three  months,  or  as  long  as  this  method 
of  administration  is   tolerated   by  the  patient. 

Since  drug  fastness  is  apparently  closely  related 
to  duration  of  treatment,  regardless  of  the  daily 
dosage,  limitation  of  the  period  to  a  few  weeks  may 
be  effective  in  avoiding  this  phenomenon  in  many 
cases. 

The  physician  handling  a  case  of  tuberculosis 
would  do  well  to  ask  himself  the  following  questions 
before    administering    streptomycin. 

1.  Why  is  streptomycin  being  used:  for  definitive 
therapy,  as  preparation  for  surgery,  for  prophylaxis, 
or  for  relief  of  distressing  symptoms  ? 

2.  Is  the  type  of  lesion  present  of  such  a  nature 
as  to  warrant  the  use  of  streptomycin  in  addition 
to  other  available  therapy? 

3.  Can  the  purpose  of  chemotherapy  be  accom- 
lished  within  the  relatively  short  period  of  the  drug's 
effectiveness?  (Almost  three-fourths  of  the  patients 
show  resistant  organisms  after  three  to  four  months 
of  continuous  daily  streptomycin  treatment.) 
Other  Chemical  and  Antibiotic  Substances 

There  is  no  other  substance  known  today  which 
compares  with  streptomycin  in  its  effectiveness 
against  tuberculosis.  The  sulfones,  promin  and 
promizole,  are  generally  ineffective  alone.  Experi- 
mental work  is  in  process  to  determine  whether  or 
not  there  is  synergistic  action  when  any  of  these 
are  added  to  streptomycin.  Para-aminosalicylic  acid 
is  promising  on  the  basis  of  laboratory  experimen- 
tation but  sufficient  clinical  work  has  not  yet  been 
done  to  permit  evaluation  of  this  drug.  Subtilin  has 
not  had  sufficient  clinical  trial  and  there  is  not  yet 
enough  animal  experimentation  to  indicate  its  use- 
fulness. Of  the  many  other  antibiotic  substances, 
none  has  shown  in  preliminary  experimentation  in- 
dication of  real  value  against  tuberculosis  and  none 
has  had  clinical  trial. 
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None  of  us  would  deny  that  our  relations 
with  the  public  need  to  be  greatly  improved. 
This  problem  can  be  approached  in  two 
ways : 

i.  Much  can  be  accomplished  by  medical 
organizations  at  the  various  levels:  national, 
state,  district,  and  county. 

2.  It  is  the  doctor  as  an  individual  who 
can  accomplish  more  than  all  medical  organ- 
izations combined. 

Certainly  any  citizen  is  more  influenced 
by  his  physician,  in  whom  he  has  confidence, 
than  by  a  publicity  release  from  a  medical 
society.  The  average  busy  doctor,  seeing  25 
to  50  patients  daily,  has  just  this  many  op- 
portunities to  influence  public  opinion  where 
public  opinion  first  originates,  with  the  indi- 
vidual. He  has  the  unparalleled  opportunity 
to  influence  public  opinion  favorably,  not 
only  by  words,  but  by  efficient,  sympathetic 
service  and  at  a  reasonable  cost. 

But  whether  it  be  the  medical  society  or 
the  individual  physician  who  is  the  emissary 
of  good  will,  there  need  be  no  necessity  for 
assuming  an  attitude  of  defense.  The  his- 
tory of  the  medical  profession  and  the 
achievements  of  American  medicine  provide 
a  firm  foundation  for  offense. 

Let  it  be  known,  as  was  shown  in  a  recent 
study  of  the  Brookings  Institute,  made  at  the 
request  of  Senator  H.  Alexander  Smith, 
Chairman  of  the  Sub-Committee  on  Health, 
that  "the  United  States  under  its  voluntary 
system  of  medical  care  has  made  greater 
progress  in  the  application  of  medical  and 
sanitary  science  than  any  other  country. 
This  progress  is  now  refiected  in  low  mor- 
tality and  morbidity  rates  of  infectious  dis- 
eases and  in  increased  life  expectancy.  There 
is  every  reason  to  believe  that  these  trends 
will  continue  unabated  under  our  present 
system  of  medical  care."  And,  too,  "The  ad- 
vances in  health  among  both  the  whites  and 
the  non-whites  that  have  been  made  in  the 
United  States  in  the  past  four  decades  do 
not  suggest  basic  defects  in  the  American 
system." 

And  to  those  who  would  favor  compulsory 
health  insurance  let  it  be  known  that  "the 
large  majority  of  American  families  have 
the  resources  to  pay  for  adequate  medical 
care  if  they  elect  to  give  it  a  high  priority 
among  the  several  objects  of  expenditure. 
The   issue   is   not  whether  they  can   afford 
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medical  care  but  whether  they  should  be 
compelled  by  law  to  pool  their  risks  and  to 
give  payment  for  medical  care  a  top  prior- 
ity." It  is  true  that  "the  United  States  has 
some  individuals  and  families  not  possessed 
of  the  resources  to  enable  them  to  pay  for 
adequate  medical  care.  ...  It  is  doubted  if 
they  could  be  effectively  covered  by  compul- 
sory insurance  because  they  would  lack  the 
means  to  attain  and  maintain  an  insured 
status."  In  the  past,  provision  has  been  made 
for  these  people  chiefly  by  private  philan- 
thropy. Our  present  system  of  taxation 
makes  a  continuation  of  this  impossible.  In 
the  future,  provision  must  be  made  for  them 
chiefly  through  public  funds.  And  finally, 
"It  must  be  remembered  that  good  health  is 
not  exclusively  a  matter  of  medical  care;  it 
also  impinges  upon  causative  factors  that  are 
nonmedical,  such  as  food,  shelter,  vice  and 
crime,  transportation,  and  industry.  Its 
maintenance  depends  also  upon  the  intelli- 
gence, interest  and  cooperation  of  the  indi- 
viduals, families,  and  local  communities." 

Our  committee  on  public  relations  is  doing 
excellent  work.  It  has  accomplished  much 
and  it  will  accomplish  more;  but  let  us  re- 
member that  in  final  analysis  any  real  and 
lasting  improvement  in  our  relations  with 
the  public  will  rest  primarily  upon  the  indi- 
vidual doctor,  who  must  do  his  utmost  to 
practice  honest,  efficient,  sympathetic  medi- 
cine and  at  a  reasonable  cost  to  the  patient. 
DoNNELL  B.  Cobb,  M.D. 
Goldsboro 
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CORRESPONDENCE 


914  Johnston  Building 
Charlotte  2.  North  Carolina 
September  17,   1948 
To  the  Editor: 

You  will  recall  that  the  Federal  Bureau 
of  Investigation  has  for  some  time  been  seek- 
ing the  apprehension  of  one  Hugo  Bob 
Hubsch,  and  in  this  regard  you  were  con- 
tacted in  view  of  his  physical  condition  with 
the  purpose  in  mind  of  publishing  his  de- 
scription. 

I  wish  to  advise  you  that  Hubsch  has  been 
apprehended  and  again  express  to  you  my 
appreciation   for   your   cooperation    in   this 


matter. 


Very  truly  yours, 
Charles  W.  Brown 
Special  Agent  in  Charge 


News  Notes  from  University  of  North 
Carolina  School  of  Medicine 

Postgraduate   medical    courses    sponsored    by    the  I 
University    School    of    Medicine   and    the    Extension  I 
Division    have   been   arranged    at    Shelby   beginning  I 
September  30  and  at  Salisbury  beginning  October  6, 
with  the  Medical  Societies  of  Cleveland  and  Rowan 
Counties    as    co-sponsors    of   the   program    at    each. 
The  program  for  the  two  courses  is  as  follows: 
Shelby 

September  30:  After-Care  and  Social  Rehabilitation 
in  Poliomyelitis — Dr.   Morton  Hoberman,  New  York  | 
City  (Co-sponsor,  National  Foundation  for  Infantile 
Paralysis) 

October  14:  Recent  Advances  in  Hematology;  The 
Treatment  of  Leukemia  with  New  Chemotherapeutic 
Agents — Dr.  Roy  R.  Kracke,  University  of  Alabama 
Medical   College,  Birmingham. 

October  28:  Diagnosis  and  Treatment  of  Diseases 
of  the  Colon — Dr.  John  deJ.  Pemberton,  The  Mayo 
Clinic,  Rochester. 

November  11:  Office  Gynecology;  Management  of 
Important  Obstetrical  Problems  —  Dr.  Edward  A. 
Schumann,   Philadelphia. 

November  18:  Common  Metabolic  Disorders  in 
General  Practice,  Including  Diabetes  and  Obesity — 
Dr.  Elmer  L.  Sevringhaus,  Nutley,  N.  J. 

December  2:  Neurosurgical  Problems  in  General 
Practice — Diagnosis  and  Treatment  —  Dr.  Barnes 
Woodhall,  Duke  University  School  of  Medicine,  Dur- 
ham. 

December  9:   Management  of  Cardiovascular  and 
Renal   Diseases   in   General   Practice — Dr.  J.   Edwin 
Wood,    University   of   Virginia    School   of    Medicine, 
Charlottesville. 
Salisbury 

October  6:  The  Treatment  of  Arthritis— Dr.  Rus- 
sell L.  Cecil,  Cornell  Medical  School,  New  York  City. 

October  13:  Problems  in  Anemia  and  Other  Dis- 
eases of  the  Blood — Dr.  William  P.  Murphy,  Har- 
vard  Medical  School,  Boston. 

October  20:  Basic  Principles  in  the  Administration 
of  Food  and  Fluid  to  Infants.  Psychogenic  Factors 
in  Anorexia  and  Other  Problems — Dr.  A.  A.  Weech, 
University  of  Cincinnati  School  of  Medicine,  Cin- 
cinnati. 

October  27:  Diagnosis  and  Treatment  of  Diseases 
of  the  Colon — Dr.  John  deJ.  Pemberton,  The  Mayo 
Clinic,  Rochester. 

November  3:  Functional  Menstrual  Disorders — Di\ 
Arthur  V.  Greeley,  Cornell  Medical  School,  New 
Y'ork  City. 

November  10:  Problems  in  Obstetrics — Dr. Edward 
A.  Schumann,  Philadelphia. 

Dr.  C.  T.  Kaylor,  of  the  Department  of  Anatomy, 
and  Dr.  H.  D.  Bruner,  of  the  Department  of  Pharm- 
acology, attended  the  program  on  radioactive  iso- 
topes of  the  Cold  Springs  Harbor  Symposium  on 
Quantitative  Biology  and  a  series  of  lectures  at  the 
Biookhaven  National  Laboratory,  LTpton,  Long  Is- 
land, on  nuclear  physics  fundamental  to  research 
in  the  application  of  radioactive  substances  to  re- 
search in  biological  problems. 

Dr.  H.  D.  Bruner,  of  the  Department  of  Pharma- 
cology, and  Dr.  G.  C.  Kyker,  of  the  Department  of 
Biological  Chemistry,  were  in  Oak  Ridge,  Tennessee, 
for  the  four  weeks'  course  in  the  techniques  of  using 
radioisotopes  in  research,  which  course  was  a  part 
of  the  fellowship  program  developed  by  the  division 
of  biology  and  medicine  of  the  Atomic  Energy  Com- 
mission. 
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Dr.  K.  M.  Brinkhous,  of  the  Department  of  Pa- 
thology, has  been  appointed  to  the  Board  of  Editors 
of  the  .lournal  of  Laboratory  and  Clinical  Medicine. 

Dr.  lone  Rhymer  has  joined  the  staff  of  the  De- 
partment of  Bacteriology  as  acting  assistant  profes- 
sor. She  received  her  Ph.D.  degree  from  the  Uni- 
versity of  Illinois,  and  recently  has  been  doing  re- 
search work  at  that  institution. 

Dr.  Margaret  C.  Swanton,  instructor  in  pathology . 
is  at  the  Royal  Victoria  Hospital  in  Montreal  for  a 
month's  study  in  the  methods  used  in  cytological 
diagnosis  of  cancer;  following  the  conclusion  of  this 
study  she  will  visit  the  laboratory  of  Dr.  George 
Papanicolaou,  of  Cornell  Medical  School,  reviewing 
methods  in  use  in  his  laboratory. 

Research  grants  for  the  present  year  have  been 
made  as  follows: 

Department  of  Pathology— $13,716  for  study  of 
hemorrhagic  diseases  and  $5,000  for  cancer  teaching 
from  the  U.  S.  Public  Health  Service. 

Department  of  Biological  Chemistry — $1500  to 
Sanford  Steelman  from  the  U.  S.  Public  Health  Serv- 
ice for  the  investigation  of  hydrolysis  of  proteins 
by  means  of  aliphatic  sulfonic  acids;  $700  from  the 
Alamance  General  Hospital  for  the  investigation  of 
the  oxalic  acid  content  of  state  and  regional  vege- 
tables and  fruits  and  its  relation  to  calculus  forma- 
tion. 

Department  of  Pharmacology— $5,000  to  Dr.  H.  D. 
Bruner  from  the  Atomic  Energy  Commission  for 
the  study  of  blood  flow  in  liver  and  kidney. 

Department  of  Physiology — $10,488  to  Dr.  .John 
H.  Ferguson  from  the  U.  S.  Public  Health  Service 
for  study  of  blood  coagulation;  $14,000  to  Dr.  A.  T. 
Miller  from  the  University  Physical  Education  De- 
partment for  studies  on  fatigue;  $2500  to  Dr.  E.  P. 
Hiatt  from  Cinchona  Products  to  continue  studies 
on  the  effects  of  cinchona  alkaloids  on  the  heart 
and  blood  vessels  of  mammals. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

A  chapter  of  Alpha  Omega  Alpha,  honor  medical 
society,  will  be  installed  at  the  Bowman  Gray  School 
of  Medicine  on  Friday  evening,  November  19.  Bow- 
man Gray  was  one  of  four  medical  schools  in  the 
country  whose  applications  for  chapters  were  ap- 
proved this  year. 

Dr.  James  A.  Harrill  was  elected  president  of  the 
North  Carolina  Eye,  Ear,  Nose  and  Throat  Society 
at  a  joint  meeting  of  the  North  Carolina  Society  and 
the  South  Carolina  Society  of  Ophthalmology  and 
Otolaryngology,  held  in  Charleston,  South  Carolina, 
September  13-16.  He  also  spoke  on  the  subject  of 
"Bronchography"  at  one  of  the  sessions. 

A  grant  of  $3,500  from  the  Roche  Anniversary 
Foundation  of  Montclair,  New  Jersey,  has  been 
made  to  the  Department  of  Physiology  and  Pharma- 
cology of  the  Bowman  Gray  School  of  Medicine.  The 
grant,  which  provides  for  study  of  two  types  of 
drugs — vasodilator  and  vasoconstrictor — will  be  ad- 
ministered by  Dr.  Harold  D.  Green,  head  of  the 
department.  The  school  received  a  similar  grant 
from  the  Foundation  last  year. 


Dr.  Harold  D.  Green  served  as  associate  editor  for 
the  section  on  "Circulation — Blood  Flow  Measure- 
ment" in  a  new  book,  Methods  in  Medical  Research, 

which  is  just  off  the  press  of  the  Year  Book  Pub- 
lishers. The  book  is  the  first  in  a  series  of  volumes 
to  be  published  on  the  subject  under  the  direction 
of  Dr.  Van  R.  Potter,  of  the  staff  of  the  Medical 
School  of  the  University  of  Wisconsin. 

Dr.  George  T.  Harrell,  Jr.,  professor  of  internal 
medicine,  and  Dr.  David  Cayer,  assistant  professor 
of  internal  medicine,  delivered  papers  at  the  meet- 
ing of  the  Southern  Medical  Association,  held  in 
Miami,  Florida,  Octoljer  25-28.  Dr.  Harrell's  subject 
was  "Aureomycin — \  New  and  Orally  Effective 
Antibiotic,"  and  Dr.  Cayer's  subject  was  "The  Use 
of  Radioactive  Phosphorus  in  Measuring  Phospho- 
lipide  Formation  in  Patients  with  Liver  Disease." 
Dr.  W.  E.  Cornatzer,  assistant  professor  in  the  De- 
partment of  Biochemistry,  collaborated  on  the  latter 
paper,  and  Dr.  Manson  Meads,  instructor  in  internal 
medicine,  collaborated  on  the  paper  on  aureomycin. 


Matheson  Foundation  Medical  Lectures 

Charlotte,  North  Carolina 

PROGRAM 
Ballroom,  Hotel  Charlotte— October  21  and  22,  1948 
Thursday,  October  21 

2  p.m.     Symposium  on  Congenital  Heart  Disease 

1.  Dr.  Arthur  M.  Master,  Mt.  Sinai  Hospital, 
New  Y'ork  City — Clinical  Aspects  of  Congen- 
ital Heart  Disease. 

2.  Dr.  Eugene  Pendergrass,  University  of  Penn- 
sylvania, Philadelphia  —  Roentgenological 
Findings  in  Congenital  Heart  Disease. 
Dr.  Julian  Johnson,  University  of  Pennsyl- 
vania, Philadelphia — The  Surgical  Aspects 
of  Congenital  Heart  Disease. 

Private  Dinners. 

1.  Dr.  George  Gammon,  University  of  Penn- 
sylvania, Philadelphia  —  Clinical  and  Sero- 
logical Results  in  the  Treatment  of  Neuro- 
syphilis with  Penicillin  Alone. 
Dr.  Robert  A.  Kiml^rough,  Jr.,  University  of 
Pennsylvania,  Philadephia  —  Rational  Uses 
of  Estrogens. 

Dr.  Eugene  Pendergrass,  University  of  Penn- 
sylvania, Philadelphia — Roentgen  Diagnosis 
of  Meningiomas. 

,  October  22 

1.    Clinicopathologic  Conference 
Dr.    Balduin    Lucke,   University   of   Pennsyl- 
vania, Philadelphia 
Dr.   Kendall   A.   Elsom,   University  of  Penn- 
sylvania, Philadelphia 
Dr.   Byron  E.  Hall,   Mayo   Clinic,   Rochester, 
Minnesota — Current    Trends    in    the    Treat- 
ment  of   Diseases   of  the    Blood   and   Blood- 
forming  Organs. 
Social  Hour — Rose  Room,  Hotel   Charlotte 
Dinnei- — Ballroom,  Hotel  Charlotte 
1.    Dr.  J.   Burns  Amberson,   Columbia  Uni- 
versity,   New   York    City — The    Behavior    of 
Tuberculosis  under  Streptomycin  Treatment. 
Dr.    Harry    Gold,    Cornell    University,    New 
Y'ork    City  —  Management     of     the     Failing 
Heart. 


3. 

6  p.m. 
8  p.m. 

2. 
3. 

Friday, 

2  p.m. 


6  p.m. 

7  p.m. 

8  p.m. 
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News  Notes  from  the  State  Board 
OF  Health 

Vital  statistics  for  the  first  half  of  1948  now  have 
been  compiled  by  the  North  Carolina  State  Board  of 
Health,  together  with  comparative  figures  for  the 
corresponding  period  of  1947. 

From  January  1  through  June  30,  54,842  live 
births  were  reported,  as  compared  with  57,176  for 
the  same  months  last  year — a  decrease  of  2,334.  It 
was  not  expected  that  the  high  rate  maintained 
through  last  year  would  continue  indefinitely. 

As  to  the  number  of  deaths  from  all  causes,  15,781 
were  reported  the  first  half  of  this  year,  an  increase 
of  only  389  over  last  year.  This  increase  was  more 
than  accounted  for  by  that  reflected  in  deaths  from 
just  four  degenerative  diseases — namely,  heart  dis- 
ease, apoplexy,  cancer  and  nephritis  which  killed 
8,818,  as  compared  with  8.197  during  the  first  half 
of  1947. 

While  deaths  from  nephritis  seem  to  be  stationary, 
or  on  the  decline  (slightly)  for  the  time  being,  this 
cannot  be  said  of  heart  disease,  apoplexy  and  can- 
cer. For  example,  during  the  first  six  months  of 
1947,  there  were  3,778  deaths  in  North  Carolina  due 
to  heart  disease;  the  total  for  the  corresponding 
period  of  the  present  year  rose  to  4,287.  This  was  a 
substantial  increase.  Apoplexy  deaths  rose  from 
1,736  to  1,822,  and  cancer  deaths  from  1,292  to  1,395. 
All  such  deaths  have  been  increasing  steadily  dur- 
ing recent  years,  these  diseases  having  shoved  tuber- 
culosis, typhoid  fever  and  several  others  into  the 
background. 

Basing  his  remarks  on  figures  furnished  by  the 
office  of  Colonel  L.  C.  Rosser  of  State  Department 
of  Motor  Vehicles,  Dr.  Roy  Norton,  State  Health 
Officer,  has  made  the  following  statement  concern- 
ing traffic  accidents  involving  children  in  North 
Carolina. 

"During  the  entire  year  of  1947.  96  children  under 
15  years  of  age  died  as  the  result  of  traflre  accidents. 
Of  this  number,  68  were  pedestrians  struck  by  ve- 
hicles; 16  were  bicyclists,  and  the  I'emainder  were 
passengers  in  wrecked  cars." 

"In  addition  to  the  96  children  who  were  killed, 
621  children  under  15  were  injured,  many  of  them 
severely,  quite  a  number  maimed  for  life.  Of  the 
total  number  injured,  265  were  pedestrians,  63  were 
bicyclists  and  the  others  passengers  in  the  cars  in- 
volved in  the  accidents." 

"...  For  the  first  six  months  of  1948 — the  cur- 
rent year — there  were  308  traffic  deaths  reported 
by  the  State  Department  of  Motor  Vehicles.  Of  this 
number,  the  compilation  shows,  45  were  children 
under  15  years  of  age.  Thirty  of  these  were  pedes- 
trians, six  were  bicyclists,  and  the  others  were  pas- 
sengers in  the  vehicles  involved." 

"Compare  these  figures  with  deaths  in  North 
Carolina  resulting  from  diseases  associated  with 
early  childhood,  for  the  periods  under  consideration. 
During  the  entire  year  of  1947,  when  96  children 
under  15  died  as  the  result  of  motor  vehicle  acci- 
dents, only  33  died  of  diphtheria,  26  of  measles,  two 
of  scarlet  fever,  53  of  whooping  cough,  and  21  of 
poliomyelitis." 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

An  Institute  for  Tuberculosis  Workers  was  con- 
ducted by  the  National  Tuberculosis  Association  in 
cooperation  with  Johnson  C.  Smith  University  at 
Charlotte,  October  5  to  12.  The  Institute  was  planned 
primarily  for  Negro  lay  workers  in  the  tuberculosis 


movement.  Among  those  taking  part  in  the  program 
was  Dr.  P.  A.  Yoder,  superintendent  and  medical 
director  of  the  Forsyth  County  Tuberculosis  Sana^ 
torium. 


Ninth  District  Medical  Society 

The  Ninth  District  Medical  Society  held  its  annual 
meeting  in  Statesville  on  September  30.  Doctors 
taking  part  in  the  afternoon  program  were  Dr.  C.  W, 
Armstrong  of  Salisbury,  Dr.  J.  L.  Pressly  of  States- 
ville, Dr.  J.  A.  Valone  of  Lexington,  Drs.  W.  H.  Pat- 
ton  and  John  C.  Reece  of  Morganton,  Dr.  J.  W.  R. 
Norton  of  Raleigh,  and  Dr.  S.  F.  Ravenel  of  Greens- 
boro. Dr.  James  W.  Davis  of  Statesville  was  toast- 
master  for  the  dinner  meeting,  at  which  Dr.  Roscoe 
D.  McMillan  of  Red  Springs  and  Dr.  Norman  Q, 
Brill  of  Washington,  D.   C,  were  guest  speakers. 

The  next  meeting  of  the  Society  will  be  held  in 
Lenoir  on  the  last  Thursday  in  September,  1949.  Dr. 
Roy  Tatum  of  Taylorsville  was  elected  president  for 
the  coming  year.  Dr.  C.  R.  Hedrick  of  Lenoir,  presi- 
dent-elect, and  Dr.  Charles  M.  Kendrick  secretary. 
Dr.  W.  D.  McLelland  of  Mooresville  was  the  retiring 
president,  and  Dr.  I.  E.  Shafer  of  Salisbury  is  dis- 
trict councilor. 


Edgecombe-Nash  Counties  Medical 
Society 

Speakers  at  the  September  meeting  of  the  Edge- 
combe-Nash Counties  Medical  Society,  held  in  Rocky 
I\Iount  on  September  15.  were  Dr.  J.  W.  R.  Norton  of 
Raleigh,  State  Health  Officer,  and  Dr.  Julian  Brant- 
ley, Jr.,  of  Rocky  Mount,  who  spoke  on  "Toxic  Sep- 
aration of  Placenta  with  Anuria." 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  in  Winston-Salem  on  September 
14  for  a  discussion  of  the  Red  Cross  Blood  Bank 
program. 


News  Notes 


Dr.  Hassell  Brantley  of  Spring  Hope,  the  oldest 
member  of  the  Edgecombe-Nash  Counties  Society, 
died  recently.  His  son.  Dr.  Julian  Brantley  of  Spring 
Hope,  and  his  grandson.  Dr.  Julian  Brantley.  Jr.,  of 
Rocky  ;\Iount  are  both  members  of  that  society. 

Dr.  DeWitt  D.  Phillips,  Jr.,  has  become  associated 
with  Dr.  Frank  Ray  of  Charlotte  in  the  general 
practice  of  medicine. 


l 


Grant  for  Research 

Smith,  Kline  &  French  Laboratories  of  Phila- 
delphia, manufacturers  of  ethical  pharmaceuticals, 
announces  the  award  of  a  grant  in  aid  of  medical 
research  to  the  Duke  L'niversity  ^ledical  School  for 
research  by  Dr.  Frank  Melton,  under  the  direction 
of  Dr.  J.  L.  Callawav,  on  the  metabolism  of  fungi 
(?2,500).  v, 


Nashville  Post  Graduate  Medical 
Assembly 

The  Nashville  Post  Graduate  ^ledical  Assembly, 
sponsored  by  the  Nashville  Academy  of  Medicine, 
was  held  in  Nashville,  Tennessee,  October  6  and  7. 
Among-  those  appearing  on  the  program  were  Drs. 
E.  C.  Hamblen  and  Julian  M.  Ruffin  of  the  Duke 
University  School  of  Medicine,  Durham. 
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October,  1948 


AUXILIARY 


543 


AUXILIARY 


LETTER   FROM   THE   FIRST 
VICE  PRESIDENT 

Dear  Auxiliary  Members : 

According  to  the  roster  of  members  of  the 
State  Medical  Society,  there  are  ninety-six 
counties  organized  into  eighty-one  different 
societies.  The  Auxiliary  to  the  Medical  So- 
ciety has  organized  into  twenty-eight  groups 
made  up  of  thirty-four  counties.  The  lines 
of  organization  of  the  Auxiliary  must  follow 
those  of  the  county  medical  society. 

For  a  local  group  to  organize,  it  is. neces- 
sary to  secure  the  permission  of  the  medical 
society  of  that  county.  The  councilor  of  each 
district  will  assist  in  arranging  the  organi- 
zational meeting. 

Sometimes  it  has  seemed  advisable  to  or- 
ganize on  a  district  level  before  having  a 
county  organization.  This  has  been  an  easy 
pattern  to  follow,  since  the  auxiliary  meet- 
ing is  called  at  the  same  time  of  the  district 
medical  society  meeting. 

In  communities  where  there  is  no  organi- 
zation the  wives  of  doctors  are  invited  to  be 
members-at-large. 

The  Auxiliary  is  looking  forward  to  a  year 
of  expansion.  We  are  also  looking  forward 
to  a  year  of  growth  in  fellowship  and  under- 
standing because  we  know  each  other  better 
and  because  we  comprehend  more  of  the 
problems  of  the  medical  profession  as  well  as 
something  of  the  problems  of  the  people  of 
North  Carolina  who  are  served  by  the  pro- 
fession. 

The  following  District  Councilors  will 
welcome  inquiries  from  groups  ready  to  or- 
ganize : 

First  District  (Bertie,  Chowan-Perqui- 
mans, Gates,  Hertford,  and  Pasquotank- 
Camden-Dare-Currituck) — Mrs.  J.  E.  Smith, 
Windsor. 

Second  District  (Beaufort,  Carteret, 
Craven,  Hyde,  Jones,  Lenoir,  Martin-Wash- 
ington-Tyrrell, Pamlico,  Pitt)  — Mrs.  Ben 
Royal,  JMorehead  City. 

Third  District  (Bladen,  Brunswick.  Co- 
lumbus, Duplin,  New  Hanover,  Onslow,  Pen- 
der, and  Sampson) — I\Irs.  E.  C.  Anderson, 
Wilmington. 

Fourth  Dist)'ict  (Edgecombe,  Nash, 
Greene,  Halifax,  Johnston,  Northampton, 
Wayne,  Wilson  and  Warren) — Mrs.  J.  W. 
Rose,  Pikeville. 


Fifth  District  (Chatham,  Cumberland, 
Harnett,  Hoke,  Lee,  Moore,  Richmond,  Robe- 
son and  Scotland) — Mrs.  Stuart  Willis,  Mc- 
Cain. 

Sixth  Dist)ict  (Alamance-Caswell,  Dur- 
ham-Orange, Franklin,  Granville,  Person, 
Vance,  Wake)— Mrs.  W.  T.  Ward,  Raleigh. 

Sevoith  Dist)-ict  (Anson,  Cabarrus,  Cleve- 
land, Gaston,  Lincoln,  Mecklenburg,  Mont- 
gomery, Rutherford,  Stanley,  and  Union)  — 
Mrs.  Charles  Nance,  Charlotte. 

Eighth  District  (Forsyth-Stokes,  Guilford. 
Randolph,  Rockingham,  Surry-Yadkin, 
Wilkes- Alleghany)  —  Mrs.  C.  V.  Tyner, 
Leaksville. 

Ninth  District  (Avery,  Burke,  Caldwell, 
Catawba,  Davidson,  Iredell-Alexander,  Row- 
an-Davie, and  Watauga-Ashe) — Mrs.  J.  S. 
Holbrook,  Statesville. 

Tenth  District  (Buncombe,  Cherokee, 
Haywood,  Henderson.  Jackson,  McDowell, 
Macon  -  Clay.  Madison,  Mitchell  -  Yancey, 
Swain-Graham,  and  Transylvania) — Mrs. 
Charles  D.  Thomas,  Black  Mountain. 

Let's  start  working  early  in  the  year  to  in- 
sure an  effective  job  for  the  Auxiliary. 
Sincerely  yours, 
Mrs.  W.  Reece  Berryhill 
First  Vice  President  and 
Chairman  of  Organization 


RECIPE  FOR  HUMAN   AVELFARE 

Human  beings  require  balanced  diets  for 
health  and  well-being.  A  community,  likewise, 
cannot  get  along  with  nothing  but  recrea- 
tional facilities  ...  or  health  services  only 
...  or  care  for  children  alone.  Like  the  indi- 
vidual man,  woman  or  child,  the  community 
— which  includes  many  men.  women  and  chil- 
dren— needs  a  balanced  ration  of  health  and 
welfare.  The  Community  Chest,  combining 
many  Red  Feather  services  for  health,  recrea- 
tion, child  care  and  family  aid.  presents  this 
balanced  ration.  Make  vour  Community  Chest 
pledge  now  ...  and  GIYE  ENOUGH  FOR 
ALL  THE  RED  FEATHER   SERVICES. 


! 
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BOOK  REVIEWS 


Textbook  of  Endocrinology.  By  Hans  Selye, 
M.D.,    Ph.D.,   Prague,   D.Sc.    McGill,    F.R.S. 
Canada,  Professor  and  Director  of  the  In- 
stitute of  Medicine  at  Chirurgie  Experimen- 
tales.    University   of   Montreal.    Preface   by 
Professor  Bernardo  A.  Houssay.  914  pages. 
Price,  $10.24.  Montreal,  Canada:  Acta  Endo- 
crinologica.    University   of    Montreal,    1947. 
Dr.   Selye  has   accomplished  a   correlation   of   the 
data  pertaining  to  the  specialized  field  of  endocrin- 
ology   in    one    complete    volume.    In    preparing    his 
Encyclopedia  of  Endocrinology  he  compiled  a  library 
of  more  than  250,000  entries  upon  the  field  of  endo- 
crinology. In  the  present  Textbook  of  Endocrinology 
he   has  "brought  together  in  the  form   of  a   concise 
and  balanced  summary  the  most  important  and  best 
established    facts    concerning    all    branches    of    the 
science  of  internal  secretions. 

The  organization  of  the  book  is  excellent.  A  major 
section  is  devoted  to  each  of  the  glands  of  internal 
secretion  and  the  abnormalities  associated  with  de- 
viations from  normal  function.  A  section  on  general 
endocrinology,  including  the  definition  and  scope  of 
endoci'inology,  mechanism  of  hormone  action,  and 
correlations,  is  present.  A  full  index  and  an  elab- 
orate table  of  contents,  with  subheadings  referring 
to  specific  endocrine  problems,  facilitate  location 
of  the  subject  matter. 

Numerous  photographs  and  concise  charts  and 
diagrams  illustrate  this  text.  An  excellent  picture 
of  the  clinical  appearance  of  each  endocrine  abnor- 
mality is  included. 

Dr.  Selye's  interesting  style  and  his  ability  to 
organize  his  material,  together  with  the  large,  clear 
print  and  good  quality  paper,  make  this  text  very 
easy  to  read. 

The  leviewer  considers  this  the  best  book  on  gen- 
eral endocrinology  which  has  appeared  recently.  It 
is  highly  recommended  for  medical  students,  gen- 
eral practitioners,  and  specialists. 


Advances   in   Military   IMedicine.    Edited  by 
E.  C.  Andrus  and  others.  900  pages.  Price, 
$12.50.    Boston:    Little,    Brown,    and    Com- 
pany, 1948. 
This   two-volume    work    was    edited    by    a    distin- 
guished   group    of    American    scientists.    The    title 
somewhat  conceals  the  true  nature  of  the  contents. 
It  is  true  that  most  of  the  advances  described  in  the 
books  were  of  particular  military  importance.  How- 
ever,  the  description   of  progress   in   military  medi- 
cine during  the  early  nineteen-forties  was  the  story 
of  the  progress  of  medical  science  in  general.  This 
work  gives  a  good  idea  of  the  terrific  problems  which 
faced  medical  science  during  the  war.  The  solution 
of  those  problems  made  by  the  unprecedented  effort 
of  American  and  other  allied   scientists,   backed   by 
unlimited    physical    and    financial    resources,    is    de- 
scribed in  some  detail. 

The  book  is  really  a  chronicle  of  the  work  of  the 
Committee  on  JMedical  Research  of  the  Office  of 
Scientific  Research  and  Development.  As  such,  it 
should  be  on  the  shelves  of  every  medical  library 
where  reference  work  will  be  done.  It  is  also  recom- 
mended for  private  libraries  where  the  reader  may 
be  interested  in  an  over-all  perspective  of  medical 
progress  during  the  war  years.  Although  much  val- 
uable information  is  contained  in  the  two  volumes, 
the  work  can  not  be  recommended  generally  for  a 
ready  reference  book  or  for  a  book  of  universal 
medical  appeal. 


Advances  in  Pediatrics,  Volume  3.  Edited  by 
S.  Z.  Levine,  M.D.,  Allan  M.  Butler,  M.D., 
L.  Emmett  Holt,  Jr.,  M.D.,  and  A.  Ashley 
Weech,  M.D.  Eight  contributors.  363  pages. 
Price,  $7.50.  New  York:  Interscience  Pub- 
lishers, Inc.,  1948. 

The  third  volume  of  Advances  in  Pediatrics  again 
presenis  a  series  of  monographs  on  subjects  of  pedl 
atric  interest.  In  general,  the  choice  of  articles  and 
authors  is  excellent.  Five  of  the  eight  articles  were 
of  particular  interest  to  this  reviewer. 

Clement  A.  Smith  discusses  the  problems  of  the 
newborn  infant  clearly.  The  etiology  and  treatment 
of  disease  in  the  newborn  are  presented  so  clearly 
that  this  chapter  is  almost  obligatory  reading  for 
the  general  practitioner,  obstetrician,  and  pecliatri 
cian. 

William  G.  Lennox  outlines  authoritatively  the 
present  approach  to  the  treatment  of  epilepsy.  The 
logical  presentation  makes  this  an  extremely  easy 
article  to  read.  Those  physicians  who  are  discour- 
aged in  the  treatment  of  epilepsy  will  find  this  a 
most  valuable  paper. 

Joseph  Stokes,  Jr.,  brings  the  status  of  viral  hepa- 
titis up  to  date.  Because  of  the  apparent  increase  in 
this  syndrome,  this  discussion  should  be  of  consid- 
erable interest. 

Sexual  development  during  childhood  and  adoles- 
cence is  a  much  misunderstood  problem.  Lawson 
Wrikins  discusses  the  question  in  a  scholarly  manner, 
giving  particular  attention  to  normal  variations. 

"The  Osteochondroses"  by  Beckett  Howorth  brings 
to  the  attention  of  the  physician  the  probability  that 
this  disease  is  not  diagnosed  as  frequently  as  it 
should  be.  The  therapeutic  procedures  are  outlined. 
These  would  be  of  particular  interest  to  the  ortho- 
pedist. 

Well  presented,  but  of  less  widespread  interest, 
are  the  sections  on  "Retrolental  Fibroplasia,"  "Emo- 
tions and  Symptoms  in  Pediatric  Practice,"  and 
"Psychologic  Considerations  of  Puberty  and  Adoles- 
cence." 

The  leferences  alone  are  worth  while.  This  volume 
should  be  read  by  all  who  are  interested  in  anything 
more  than  the  superficial  approach  to  the  subjects 
presented.  It  is  diflRcult  to  say  whether  the  student, 
practitioner,  or  specialist  would  find  this  book  more 
useful.  It  is  hoped  that  the  publishers  will  continue 
to  put  out  similar  volumes  periodically. 


An    Introduction     to    Physical    Methods     of 
Treatment  in  Psychiatry.  By  W.  W.  Sargant 
and  E.  T.  0.  Slater,  ed.  2.  215  pages.  Price, 
$3.50.  Baltimore:  Williams  &  Wilkins  Com- 
pany, 1948. 
The   second   edition   of   this   volume   brings   up   to 
date  the  methods  of  physical  therapy,  that  branch 
of  treatment  which  has  borne  such  important  fruit 
in  the  specialty  of  psychiatry.  The  main  plan  of  the 
second  edition   is   similar  to  that  of  the  first.  This 
book  answers  many  of  the  important  questions  con- 
cerniivg  the   treatment   of  the   mentally   ill   patient. 
Technique  is  described  in  detail,  and  the  risks,  com- 
plications,   contraindications,    and    other    pertinent 
factors   are   presented   in  clear,   concise,   and  usable 
form.    There   is   an   excellent   section   on   prefrontal 
lobotomy,  and  a  very  fair  estimate  of  the  expected 
results  is  set  forth. 

This  book  is  recommended  for  several  medical 
groups.  It  is  an  excellent  handbook  for  those  be- 
ginning psychiatric  therapy.  It  is  recommended  for 
the  medical  student,  and  also  for  practitioners  in 
any  branch  of  medicine  who  wish  to  know  of  the 
treatment  carried  out  in  psychiatric  institutions,  and 
what  might  be  accomplished  by  modern  therapy  of 
the  nervous  and  mental  disorders. 
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Medical  WritinR,  The  Technic  and  the  Art. 

By  Morris  Fishbein,  M.D.,  Editor,  The 
Journal  of  the  American  Medical  Associa- 
tion, with  the  assistance  of  Jewel  F. 
Whelan,  Assistant  to  the  Editor.  Ed.  2. 
292  pages.  Price,  $4.00.  Philadelphia:  The 
Blakiston  Company,  1948. 

The  second  edition  of  Fishbein's  Medical  Writing- 
is  80  pages  longer  than  the  first,  and  is  improved 
in  many  ways — format,  typography,  and  organiza- 
tion. A  chapter  on  "Indexing"  has  been  added,  and 
the  chapters  on  "Illustrations,"  "Preparation  of  the 
Manuscript,"  and  "Proofreading"  have  been  revised 
and  expanded.  Among  the  new  material  included  are 
a  table  of  eponymic  diseases,  a  section  on  abbrevia- 
tions in  ophthalmology,  a  section  on  trade-marked 
drugs,  and  a  paragraph  on  reprints  (which  is  in- 
serted, oddly  enough,  in  the  chapter  on  "Tables  and 
Charts"). 

One  apparent  contradiction  has  resulted  from  the 
insertion  of  new  material:  On  page  45  it  is  now 
stated  that  "Another  expression  to  be  eradicated 
is  'biopsy  showed'  or  'revealed.'  It  is  of  course  the 
histopathologic  examination  and  not  the  operation 
of  performing  a  biopsy  which  showed  what  was 
present."  According  to  page  53,  however,  "Biopsy 
is  an  examination  of  tissue;  it  is  therefore  not  cor- 
rect to  speak  of  'taking  a  biopsy.'  " 

This  book,  of  course,  presents  chieHy  the  editorial 
policies  of  the  publications  of  the  American  Medical 
Association,  which  are  not  accepted  by  all  medical 
writers  and  editors.  Nevertheless,  Dr.  Fishbein,  as 
.editor  of  the  Journal  of  the  American  Medical  Asso- 
ciation, is  in  a  position  to  speak  with  authority  on 
the  subject  of  medical  writing.  Certainly  any  writer 
who  follows  faithfully  the  suggestions  given  in  his 
book  need  never  be  ashamed  to  send  his  manuscripts 
to  any  medical  publication  in  the  country. 

This  book,  if  not  required  reading  for  all  physi- 
cians, should  certainly  be  used  as  a  guide  by  all  who 
contribute — or  aspire  to  contribute — to  medical  lit- 
erature. 


History  of  the  Medical  Society  of  the  Dis- 
trict   of   Columbia.    Part    II,    183.3-1944.    By 

the  History  Committee:  John  Benjamin 
Nichols,  chairman;  William  Johnston  Mal- 
lory,  Joseph  Stiles  Wall.  357  pages.  Four- 
teen illustrations.  Baltimore:  Waverly 
Press,  1947. 

This  publication  constitutes  the  second  volume  of 
a  comprehensive  history  of  the  Medical  Society  of 
the  District  of  Columbia,  founded  in  1817.  The  first 
volume  was  published  in  1909,  "a  valuable  historical 
contribution,  a  rich  mine  of  information  relating  to 
the  activities"  of  the  original  society.  The  present 
volume  contains  the  story  of  a  merger  with  another 
independent  organization,  the  Medical  Association 
of  the  District  of  Columbia,  founded  in  1833.  These 
two  were  joined  together  in  1911,  forming  one  body, 
taking  over  "the  functions,  activities  and  powers  of 
both  the  preceding  organizations  in  equal  and  co- 
ordinate measure." 

The  book,  as  a  historical  report,  is  worthy  of  in- 
terest to  those  who  would  need  it  for  reference,  and 
as  an  addition  to  the  general  history  of  medicine  in 
the  United  States.  It  is  replete  with  indexes  and 
cross-references,  compiled  with  accurate  and  help- 
ful citations.  Over  one  half  of  the  pages  are  devoted 
to  names,  dates,  by-laws,  and  minutes  of  meetings. 
It  represents  an  immense  amount  of  toil  by  one  or 
more  whose  personal  devotion  to  the  cause  was 
strong  and  sincere. 


Clinical  Diagnosis  by   Laboratory   Methods. 

— A  Working  Manual  of  Clinical  Pathology. 
By  James  Campbell  Todd,  Ph.B.,  M.D.,  Late 
Professor  of  Clinical  Pathology,  University 
of    Colorado    School    of    Medicine;    Arthur 
Hawley   Sanford,  A.M.,   M.D.,  Professor  of 
Clinical  Pathology,  Mayo  Foundation,  Uni- 
versity   of    Minnesota;     Senior    Consultant, 
Division  of  Clinical  Laboratories,  The  Mayo 
Clinic;    with    the    Collaboration    of    George 
Giles  Stilwell,  A.B.,  M.D.,  Division  of  Clini- 
cal Laboratories,  The  Mayo  Clinic.  Ed.  11. 
954   pages,   with   397   figures.    Price,   $7.50. 
Philadelphia   and   London:    W.   B.    Saunders 
Company,  1948. 
The    field   of    clinical    pathology    is    becoming    ex- 
tremely complex,  and  any  book  dealing  with  all  the 
tests  of  clinical  chemistry,  bacteriology,  hematology, 
and  parasitology  and  their  interpretations  would  be 
ponderous   and    impractical   for    ordinary   use.      The 
eleventh  edition  of  this  well  known  work  contains  a 
large  amount  of  pertinent  information  for  the  medi- 
cal  student,  the   technician,   and   the   clinician.     The 
organization  is  unchanged  and  is  logical.  In  this  vol- 
ume additions  have  been  made  in  material  and  illus- 
trations which  are  concise  and  practical. 

There  are  several  features  of  this  book,  however, 
which  contradict  the  subtitle,  "A  Working  Manual 
of  Clinical  Pathology."  For  a  "working  manual,"  too 
much  extraneous  material  is  include'd,  particularly 
in  the  chapter  on  sputum  examination;  one  obtains 
the  impression  that  this  section  has  not  been  sifted 
and  abstracted  to  the  extent  demanded  by  present- 
day  concepts.  The  chapter  on  urinalysis  is  marred  by 
the  fact  that  the  older  tests  are  described  with 
rather  frequent  disregard  for  the  directions  of  the 
original  authoi',  and  without  a  reference  to  the  orig- 
inal publication.  The  section  on  Watson  and 
Schwartz's  test  for  porphobilinogen  (p.  103)  states 
that  zinc  acetate  is  used,  whereas  the  directions 
given  in  the  oiiginal  article  call  for  sodium  acetate. 
Another  example  is  the  Ehrlich  test  for  urobilinogen 
(p.  98,  no  reference),  in  which  the  statement  is  made 
that  "normal  amounts  of  urobilinogen  will  cause  the 
red  color  only  when  the  urine  is  heated."  This  state- 
ment has  never  been  seen  by  the  reviewer  in  any 
other  set  of  directions  for  performance  of  this  test. 
To  students  and  technicians  who  use  such  a  manual 
for  setting  up  routines  in  the  laboratory,  the  lack 
of  proper  references  or  statements  giving  the  rea- 
son for  modification  of  a  test  is  a  disadvantage.  To 
teachers  of  students  and  technicians,  the  inclusion 
of  such  statements  necessitates  fuither  annotations 
and  correction  of  the  text.  Finally,  the  failure  to 
include  errors  of  some  tests,  and  causes  of  false- 
positive  tests  gives  the  laboratory  technician  who 
does  not  have  a  background  in  medicine  an  un- 
warianted  sense  of  security. 

Despite  the  objections  which  limit  this  manual  as 
a  complete  reference,  the  book  is  well  written  in 
relatively  simple  language,  and  is  one  of  the  more 
valuable  texts  in  clinical  pathology. 


Classiifiedl  Advertisement 


WANTED— YOUNG  PHYSICIAN  for  large 
North  Carolina  industry;  class  A  medical 
school  graduate;  Southerner  preferred. 
Good  salary  plus  security  benefits;  regular 
hours.  Give  full  particulars  of  self  in  reply. 
Address  Box  2871,  Winston-Salem,  N.  C. 
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Corrections  for  the  Directory 

The  names  of  two  members  of  the  Committee  to 
cooperate  with  the  U.N.C.  authorities  with  reference 
to  the  selection  of  the  Medical  School  Faculty  were 
inadvertently  omitted  from  the  list  of  committees 
which  was  published  in  the  supplement  to  the  Aug- 
ust issue.  Dr.  Louis  G.  Beall  of  Morganton  and  Dr. 
Thomas  H.  Wright  of  Charlotte  are  also  members 
of  this  committee. 

:;:  *  *  :;: 

In  the  roster  of  fellows  by  counties,  the  data  on 
Dr.  Roy  William  Kirchberg,  secretary  of  the  .Jack- 
son-Swain Counties  Society,  should  be  changed  to 
read  as  follows: 

Kirchberg,  Roy  William,  Sylva;  Tuiane,  lO.SH; 
licensed  1935,  joined  State  Society  193(i. 

Dr.  Phil  Minnis  Sherrill  rather  than  Dr.  V.  C. 
Lanier  is  president  of  the  Davidson  County  Medical 
Society. 

The  following  corrections  in  specialty  listings  have 
been  sent  in: 

Dr.   Fred   G.   Patterson   of   Chapel    Hill   should    be 
GP  rather  than  I. 

Dr.    R.    T.    Hubbard    of    Asheville    should    be    GP 

rather  than  GP  and  Ob. 
Dr.   Thomas   T.   Jones   of   Durham    should    be    GP 

rather  than  D. 

Dr.    Phil    Minnis    Sherrill    of    Thomasville    should 
be  S  rather  than  GP. 

Dr.   Samuel   S.   Cooley   of   Black   Mountain   should 
be  I  rather  than  GP. 

Dr.  C.  B.  Davis  of  Wilmington  should  be  D  ratlier 
than  GP. 

Dr.  L.  J.  Tauljenhaus  of  Shallotte  should  lie  GP&S 
rather  than  GP. 


American  Academy  of  General  Practice 

Eighteen  outstanding  medical  teachers  have  been 
selected  by  the  Program  Committee  for  the  first  An- 
nual Scientific  Assembly  of  the  American  Academy 
of  General  Practice,  to  be  held  in  Cincinnati,  at  the 
Netherlands  Plaza  Hotel  ne.xt  March  7,  8,  and  9. 
The  names  of  the  essayists  and  their  subjects  will 
be  announced  later. 

Arrangements  have  been  made  to  accommodate 
more  than  2,000  members  and  their  wives.  Non-mem- 
bers of  the  Academy  may  attend  the  Assembly  as 
guests  on  payment  of  a  registration  fee  of  $5.00. 
Only  Doctois  of  Medicine  may  register.  There  will 
be  no  registration  fee  for  members. 

A  printed  form  for  requesting  hotel  accommoda- 
tions will  be  sent  to  all  members  later.  Members 
wishing  to  make  reservations  now  may  do  so  by 
addressing  the  Chairman,  Sub-Committee  on  Hotels, 
American  Academy  of  General  Practice,  Dixie  Term- 
inal Building,  Cincinnati  2,  Ohio. 


American  College  of  Surgeons 

The  thirty-fourth  Clinical  Congress  of  the  Ameri- 
can College  of  Suigeons  will  be  held  in  Los  Angeles, 
with  headquarters  at  the  Biltmore  Hotel.  October  18 
to   22. 

At  the  annual  Convocation  on  the  final  evening, 
October  22.  more  than  900  initiates  are  to  be  re- 
ceived into  fellowship. 


American  Society  for  Research  in 
Psychosomatic  Problems 

The  annual  meeting  of  the  American  Society  for 
Research  in  Psychosomatic  Problems  will  be  held  at 
Chalfonte-Hadd'on  Hall,  Atlantic  City,  May  1  and  2. 


Medical  Society  of  Virginia 

The   Medical   Society   of  Virginia   held   its  annual 
meeting  in   Richmond,  October   18-20. 


Diamond  Jubilee  of  Nursing 

President  Truman,  ex-president  Herbert  Hoover 
and  Senator  Artiiur  H.  Vandenberg,  heading  a  com- 
mittee of  70  leaders  in  public  life,  have  joined  with 
the  American  Nurses'  Association  in  sponsoring  the 
Diamond  Jubilee  of  Nuising,  which  will  be  marked 
by  celebrations  throughout  the  country.  The  memory 
of  Linda  Richards,  "America's  first  professional 
nurse,"  is  to  be  especially  honored  during  the  Jubi- 
lee, signalizing  both  the  75th  anniversary  of  profes- 
sional nursing  in  the  United  States  and  of  Miss 
Richards'  graduation   from   nursing   school. 

A  Linda  Richards  Banquet  will  be  held  in  New 
York  City  on  Novembei'  I'l.  The  country's  foremost 
nursing  organization,  with  a  membership  of  more 
than  162,000  registered  professional  nurses,  will  help 
"to  focus  public  attention  through  the  Jubilee  on 
the  extension  and  improvement  of  nursing  service 
to  all  through  the  improvement  of  Schools  of  Nurs- 
ing, economic  security  for  all  nurses,  adequate  li- 
censure laws  and  more  efl'ective  counseling  and 
placement  of  both  prospective  students  and  gradu- 
ate nurses." 

A  coast-to-coast  program  of  activities  highlight- 
ing the  history  and  progress  of  nursing  to  the  pres- 
ent day,  and  paying  tribute  to  the  320,000  registered 
professional  nuises  of  America,  will  be  initiated 
(luring  Nursing  Progress  Week,  November  14  to  20. 
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The  National  Society  for  Crippled 
Children  and  Adults,  Inc. 

Funds  totaling  $25,000,  for  production  of  an  edu- 
cational film  on  cerebral  palsy,  will  be  raised  by  the 
National  Association  of  Amei'ican  Business  Clubs 
within  the  next  four  months,  F.  H.  Bachman,  Cham- 
paign, Illinois,  president  of  the  organization,  an- 
nounced. The  film,  which  will  be  produced  by  Nation- 
al Society  for  Ciippled  Children  and  Adults,  will  be 
available  to   all   interested   persons   and   groups. 

Bachman  also  announced  the  appointment  of  co- 
chairmen  of  the  cerebral  jialsv  project  for  American 
Business  Clubs.  They  are  W.  Hal  Bird,  Enka,  North 
Carolina,  and  Schaefer  Kendrick,  Greenville,  South 
Carolina.  ^ 
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American   Red   Cross 

Broad  steps  towards  peace  and  the  humanization 
of  warfare  were  taken  at  the  Seventeenth  Inter- 
national Red  Cross  conference  held  in  Stockholm, 
Sweden.  August  20-28,  Basil  O'Connor,  President 
of  the  American  Red  Cross,  said  in  a  prepared  state- 
ment upon  his  return  to   New  York. 

"Some  of  the  most  important  developments  in  the 
86  yeais  of  Red  Cross  histoiy  took  place  at  the 
Stockholm  confeience,"  Mi'.  O'Connor  said.  "One  new 
treaty — that  afl'ording  protection  to  civilians  in  war 
time — and  revisions  of  three  others  were  proposed 
and  approved.  In  addition,  many  new  resolutions 
were  passed,  most  of  them  affecting  the  world-wide 
operations  of  the  Red  Cross,  but  one  in  particular 
that  called  upon  nations  to  outlaw  the  atomic  bomb." 
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PSYCHIC  DISTURBANCES  IN  CHILDREN 
WITH  CHRONIC  ILLNESS 

George  A.  Watson,  M.D. 
Durham 


The  behavior  problems  attendant  upon 
chronic  diseases  in  childi'en  have  long  been 
recognized.  In  certain  conditions  their  ap- 
pearance is  so  common  as  to  form  an  integral 
part  of  the  underlying  disease  picture ;  thus, 
it  is  almost  expected  that  the  diabetic  child 
will  steal,  the  asthmatic  will  develop  hypo- 
chondriacal traits,  and  the  child  with  cardiac 
disease  will  become  neurotic.  That  the  psy- 
chic factor  is  a  distinct  entity  and  should  be 
separated  from  the  physical  component  has 
been  stressed  repeatedly.  However,  in  most 
cases  the  psychiatric  problem  is  not  dealt 
with  until  after  psychic  factors  have  become 
established. 

It  would  seem,  then,  that  the  pediatrician 
pays  little  attention  to  psychogenic  features 
of  illness  in  children.  His  task  is  to  deal  Avith 
these  children  at  the  inception  of  their  ill- 
ness, and  he  has  an  unparalleled  opportunity 
to  anticipate  early  behavior  problems  before 
they  become  full-blown  complications  of  an 
organic  illness.  Thus  the  parent  of  a  child 
with  asthma  should  be  cautioned  against  the 
development  of  hypochondriacal  traits  in  the 
child  when  the  diagnosis  of  asthma  is  estab- 
lished. The  statement  of  Alvarez"'  that  "The 
gastro-enterologist  just  has  to  be  a  psychia- 
trist of  sorts"  may  be  equally  well  applied 
to  the  pediatrician. 

Factors  Responsible  for  Psychic 
Disturbances 

In  a  great  measure  the  phobias  attendant 
upon  chronic  illness  in  children  are  similar 
to  the  problems  that  confront  the  internist 


Read   before   the   Section    on    Pediatrics.    Medical   Society   of 
the  State  of  North  Carolina,  Pinehurst,   May  5,   1948. 

1.    Alvarez,   W.   C. :   Nervousness,   Indigestion   and   Pain,   New 
York,   Paul   B.    Hoeher,    1913. 


and  orthopedist  dealing  with  disabled  adults. 
When  an  oversolicitous  attitude  is  assumed 
by  the  parents,  a  situation  that  is  already 
dangerous  may  quickly  become  desperate.  A 
diagnosis  of  rheumatic  fever  in  the  only 
child  of  well-to-do  parents  sets  the  stage  for 
the  development  of  a  psychic  problem  which 
is  often  more  severe  than  the  underlying 
physical  disability.  If  such  a  situation  is 
further  complicated  by  an  emotionally  un- 
stable patient  or  parent,  then  the  physician 
may  well  weigh  the  consequences  of  his  di- 
agnosis and  refrain  from  informing  the 
parents  as  to  his  opinion. 

Something  must,  however,  be  said  in  de- 
fense of  such  patients  and  their  families. 
The  guilt  for  the  dilemma  in  which  these 
people  are  cast  must  in  a  large  measure  be 
borne  by  the  medical  profession.  Articles  in 
current  magazines  are  constantly  warning 
parents  of  the  ravages  of  a  host  of  ills  which 
range  from  asthma  to  whooping  cough.  With 
these  partially  digested  facts  and  the  rigidly 
restricted  regimen  of  diet  and  activity — 
often  delivered  hurriedly  and  casually  by  a 
busy  physician — parents  have  cause  to  be- 
come overanxious.  To  tell  the  mother  of  an 
asthmatic  that  the  child  must  be  carefully 
protected  from  overexertion,  temperature 
changes,  and  respiratory  infections,  and 
then,  at  a  later  date,  to  scold  because  the 
child  is  being  overprotected,  is  to  retard  re- 
covery in  the  patient  and  lose  face  with  the 
parent.  Psychoanalytic  studies  of  asthmatic 
children  have  shown  repression  and  over- 
anxiety  to  be  prominent  symptoms.  These 
symptoms  are  but  a  natural  consequence 
when  little  patients  are  placed  upon  a  re- 
stricted regimen  and  parents  are  constantly 
reminded  of  the  importance  of  close  and  con- 
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stant  supervision. 

Poliomyelitis  is  another  disease  in  which 
a  similar  behavior  problem  may  arise  under 
a  comparable  set  of  circumstances.  Seiden- 
feld'-'  found  that  38  out  of  100  patients  with 
polio  developed  psychic  problems  severe 
enough  for  the  parents  to  seek  psychiatric 
aid.  Children  in  the  younger  age  groups 
became  withdrawn  and  bewildered,  while 
older  patients  were  aggressive.  Crying  and 
instability  in  response  to  frustration  were 
the  most  common  early  symptoms  noted  by 
Copellman'^',  who  also  observed  that  the 
severity  of  the  psychologic  reactions  was 
often  independent  of  the  severity  of  the  dis- 
ease. 

If  we  are  to  consider  the  personality  of 
the  child,  we  must  look  beyond  the  child  to 
his  home,  family,  and  economic  background 
— for  the  child's  personality  is  often  a  re- 
flection of  these  factors.  The  majority  of  chil- 
dren plagued  with  chronic  illness  are  from 
families  in  the  lower-income  groups — chil- 
dren dependent  wholly  or  in  part  on  clinics 
and  charitable  organizations.  In  another 
group,  better  off  financially,  the  continued 
strain  of  a  chronic  illness  soon  reduces  the 
family  to  a  marginal  classification  where 
clinic  aid  must  be  accepted  or  the  family 
budget  dangerously  strained.  Economics 
then  plays  a  vital  role  in  determining  psychic 
disturbances. 

A  family  of  modest  means  will  insist  at 
the  onset  that  their  child  receive  the  best 
available  medical  attention,  gladly  making 
financial  sacrifices  to  achieve  this  end.  With 
the  passage  of  months  or  years,  however, 
when  little  improvement  is  evident,  a  resent- 
ment, conscious  or  unconscious,  develops 
against  the  sick  member.  Even  among  clinic 
patients  an  analogous  situation  develops. 
The  working  mother  of  a  diabetic  patient, 
forced  to  spend  long  hours  in  the  clinic  with 
her  child,  will  frequently  become  resentful. 
Resentment  then  plays  an  important  role, 
spreading  slowly  like  an  indolent  sore,  re- 
tarding clinical  improvement  and  adding 
"headaches"  and  frustrations  for  the  now 
harassed  physician. 

When  there  are  other  children  in  the 
family  group,  these  siblings  may  well  pro- 
vide a  basis  for  friction  even  when  the  pa- 
rents retain  a  balanced  equilibrium.  Solici- 

2.  Seulenfeld,    M.    A. :   The    Psrcliological    Sequelae    of   Polio- 
myelitis in   Children,   NeiT.    Child    7ill-2S    (Jan.")    lilts. 

3.  Copellmnn.    F.   S. :   Follow-Up   of    inn    Children   with  Polio- 
myelitis. Family  25  :289-2!i",  liiJ4. 


tous  and  cooperative  at  first,  they  become 
resentful  of  the  time  and  attentions  bestowed 
upon  the  invalid  member.  When,  with  the 
passage  of  time,  they  are  forced  to  make 
sacrifices  of  time  and  possessions,  resent- 
ment increases. 

Means  of  Avoiding  or  Correctinfj 
Psychic  Disturbances 

Attempts  at  correction  of  the  problems 
briefly  stated  above  are  best  made  at  the 
onset  of  illness,  or  as  soon  as  a  positive  diag- 
nosis has  been  reached.  Some  physicians  feel 
that  warnings  are  premature  or  ill  advised — 
fearing  that  to  suggest  the  possibility  of 
psychic  disturbances  is  the  best  way  of  in- 
suring their  appearance.  Such  fears  are  not 
supported  by  experience,  however.  Warn- 
ings will  not  only  prepare  the  parent,  but 
will  serve  as  the  basis  for  dealing  with  prob- 
lems should  they  subsequently  appear. 

If  the  parents  have  been  forewarned,  they 
may  be  able  to  avoid  many  of  the  usual 
sources  of  trouble.  Brothers  and  sisters  are 
told  as  frankly  as  possible  just  what  the  med- 
ical difficulty  is,  what  must  be  expected,  and 
what  part,  if  any,  they  will  be  called  upon 
to  play.  The  patient,  age  permitting,  should 
be  dealt  with  just  as  frankly.  Since  the  in- 
telligence of  these  children  is  unimpaired, 
their  under.standing  may  help  to  a  great 
degree  in  solving  the  problem.  Self  care 
should  be  stressed  in  an  effort  to  develop  the 
child's  own  will  to  improve.  While  motor 
activity  must  often  be  curtailed,  no  excuses 
should  be  accepted  for  a  lag  in  mental  activ- 
ity. This  point  is  important,  and  unfortu- 
nately is  one  which  is  often  ignored  by  pa- 
rents and  society.  Workers  at  Bellevue  Hos- 
pital found  that  chronically  ill  children  were 
far  more  content  when  school  work  was  pro- 
vided than  they  had  been  previously,  and 
this  finding  has  been  substantiated  repeat- 
edly. 

When  a  child  with  a  chronic  illness  is  seen 
by  his  physician  for  periodic  examinations, 
it  is  essential  that  he  understand  the  neces- 
sity for  the  visit.  Some  concrete  statement 
regarding  points  of  improvement  or  ways  in 
which  the  patient  has  held  his  own  will  offer 
encouragement.  Explanation  of  failure  to 
improve  is  equally  important,  and  must  be 
understandable  to  both  the  child  and  the  pa- 
rents. The  therapy  must  be  carried  further, 
with  the  introduction  of  some  item  of  a  pre- 
viously determined  plan — increased  activity 
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for  the  rheumatic,  passive  exercise  for  the 
paralytic,  a  new  food  for  the  diabetic,  an 
added  contact  for  the  asthmatic. 

If  the  pediatrician  contrasts  his  meticu- 
lous supervision  of  the  acute  stage  of  an 
illness  with  his  casual  attitude  toward  the 
chronic  phase  of  the  same  illness,  he  will 
understand  why  parents  are  bewildered  by 
what  may  appear  to  be  indifference  to  the 
less  dramatic  stage  of  a  disease. 

If  a  program  for  convalescence  or  adjust- 
ment to  the  limitations  of  a  disease  is 
stressed  at  the  follow-up  medical  examina- 
tions, many  fears  are  allayed  before  they 
become  serious.  Necessary  restrictions  are 
enforced,  needless  restrictions  are  avoided, 
and  much  encouragement  for  the  patient  and 
the  family  will -result  from  these  visits. 

An  example  of  the  effectiveness  of  this 
approach  is  the  result  of  ambulatory  treat- 
ment of  rheumatic  fever  patients  in  the 
armed  forces.  First  instituted  in  air  corps 
hospitals,  it  was,  with  modification,  adopted 
by  other  services'^'.  Hohman''"  reports  a 
series  of  cases  from  naval  records.  Sixty 
patients  with  rheumatic  fever  were  divided 
into  two  groups  and  kept  under  six  weeks' 
observation.  The  control  group  was  kept  on 
the  usual  regimen  of  bed  rest,  while  the  ex- 
perimental group  was  allowed  to  be  ambula- 
tory as  soon  as  possible  and  placed  under 
psychiatric  guidance.  Measured  by  the  usual 
physical  and  laboratory  standards,  there 
was  no  significant  difference  between  the  two 
groups  except  a  uniform  gain  in  weight  in 
the  experimental  group  and  a  uniform  loss 
of  weight  in  the  control.  The  difference  lay 
in  the  mental  hygiene  of  the  two  groups,  for 
the  experimental  group  produced  but  one 
cardiac  neurosis  and  one  behavior  problem, 
while  the  control  group  produced  17  cardiac 
neuroses  and  four  behavior  problems. 

Men  in  the  control  group  were  offered  the 
same  diet  and  ti'eated  according  to  the  ac- 
cepted standard  of  rheumatic  fever  care. 
Those  in  the  experimental  group  were  care- 
fully briefed  as  to  the  nature  of  their  illness, 
warned  about  the  development  of  neurotic 
tendencies,  and  allowed  to  be  ambulatory 
as  soon  as  their  physical  status  permitted. 

I.  Robertson,  H.  F..  Schmidt.  R.  E.,  and  Feiring,  W.:  Thera- 
peutic Value  of  Earlj-  Physical  Activity  in  Rheumatic 
Fever;  Preliminary  Report,  Am.  J.  M.  Sc.  211:67-73  (Jan.) 
1946. 

5.  Hohman.  L.  B. :  A  Psychiatric  and  Physical  Evaluation  of 
the  Treatment  of  .\cute  Rheumatic  Fever  in  Youna:  Adults 
by  a  Psychiatric  Ambulator^,'  Method  Compared  with  the 
Classical  Bed-Rest  Immobilization,  Digest  Neurol,  and 
Psychiat..  Hartford.  Connecticut,  The  Institute  of  Living. 
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They  were  provided  with  recreational  facil- 
ities and  invited  to  participate  in  round- 
table  discussions  of  rheumatic  fever.  These 
patients  were  young  male  adults,  and  no  at- 
tempt is  made  to  justify  the  use  of  this  pro- 
cedure in  similar  cases  of  infants  and  chil- 
dren. The  report  does,  however,  prove  con- 
vincingly the  values  of  psychiatric  and  oc- 
cupational therapy  as  an  adjunct  to  the  med- 
ical treatment  of  chronic  illness. 

The  application  of  any  educational  plan 
to  care  for  invalid  children  is  fraught  with 
difficulties.  Yet,  for  many  reasons,  such  a 
plan  is  necessary,  and  facilities  to  make  it 
practicable  should  be  included  in  any  long 
range  planning  of  progressive  communities. 
The  employment  of  tutors  or  paternal  super- 
vision is  seldom  feasible. 

The  question  of  economic  aid  is  another 
which  is  beyond  the  realm  of  any  individual 
practitioner.  However,  the  National  Foun- 
dation has  admirably  cared  for  poliomyelitis 
victims.  Progress  in  this  direction  is  being 
made  in  the  case  of  rheumatic  fever,  and 
extensions  of  existing  agencies  or  the  crea- 
tion of  new  funds  may  conceivably  provide 
care  for  other  children  similarly  afflicted. 

Discussion 

Dr.  Samuel  F.  Ravenel  (Greensboro):  This  paper 
takes  up  a  phase  of  pediatric  care  that  is  too  often 
neglected  by  many  of  us.  We  do  a  great  deal  for 
the  child  when  he  is  acutely  ill,  and  then  when  he 
stumbles  out  of  acute  illness  into  a  subacute  or 
chronic  phase  we  are  inclined  to  let  him  get  along 
as  best  he  can.  If  we  think  of  the  possible  psychi- 
atric sequelae  and  implications  of  those  acute  ill- 
nesses, we  will  probably  prevent  many  behavior 
problems. 

Dr.  Charles  H.  Gay  (Charlotte):  About  six  months 
ago  I  saw  a  child  who  had  been  carried  by  his  mother 
for  almost  two  years  of  his  life,  because  the  doctor 
had  told  her  that  the  child  had  a  congenital  heart 
disease  and  should  not  be  allowed  to  exert  himself. 
That  child  was  made  an  invalid  for  two  years,  be- 
fore an  examination  showed  that  the  defect  was  very 
mild.  Then,  after  six  months'  guidance,  that  child 
turned  into  a  perfectly  normal,  active  child.  The 
whole  family  situation  before  revolved  entirely 
around  the  child,  and  now  they  are  beginning  to  get 
to  the  stage  where  the  child  fits  very  nicely  into  the 
normal  family  pattern.  At  the  meeting  of  the  Amer- 
ican Academy  of  Pediatrics  last  week  in  Buffalo  a 
number  of  the  speakers  brought  out  the  same  gen- 
eral theme — that  many  patients  with  congenital 
heart  lesions  should  not  be  made  invalids,  and  can 
actually  lead  a  very  normal  life. 


The  infected  infant  may  be  able  to  overcome  tuber- 
culous infection  if  the  adult  contact  can  be  promptly 
removed.  If,  however,  the  contact  remains  and  the 
baby  is  subjected  to  a  constant  opportunity  for  more 
iirfection,  there  is  much  greater  likelihood"  of  a  seri- 
ous, or  even  fatal  outcome. — E.  L.  Kendig,  M.D.,  and 
J.  B.  Hardy,  M.D.,  South,  iled.  Jour.,  April,  1946. 
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GENERAL  REMARKS  ON  POTT'S 
FRACTURE 

Lenox  D.  Baker,  M.D. 
Durham 

"No  part  of  surgery  is  thought  to  be  so 
easy  to  understand,  as  that  which  relates  to 
fractures  and  dislocations.  Every,  [even-ed.] 
the  most  inexpert  and  least  instructed  prac- 
titioner, deems  himself  perfectly  qualified  to 
fulfill  this  part  of  the  chirurtic  art :  And  the 
majority,  even  of  these,  are  affronted  by  an 
offer  of  instruction,  on  a  subject  with  which 
they  think  themselves  already  so  well  ac- 
quainted. 

"This  is  also  the  opinion  of  a  considerable 
part  of  the  people.  They  regard  bone-setting 
(as  it  is  called)  as  no  matter  of  science;  as  a 
thing  which  the  most  ignorant  farriar  may, 
with  the  utmost  ease,  be  come  soon  and  per- 
fectly master  of;  nay,  that  he  may  receive 
it  from  his  father  and  family  as  a  kind  of 
heritage."  Thus  wrote  Percivall  Pott  in  1768 
in  his  introduction  to  "General  Remarks  on 
Fractures  and  Dislocations."'" 

What  might  have  been  true  in  the  times 
of  Pott  is  not  necessarily  true  today.  How- 
ever, management  of  the  fracture  about  the 
ankle  ccmmonly  associated  with  his  name  is 
fraught  with  much  difficulty.  Despite  its 
frequency  and  the  well  established  principles 
of  its  treatment,  avoidable  complications  are 
seen  far  too  frequently,  and  it  behooves  all 
who  attempt  to  treat  this  fracture  to  take 
stock  occasionally  in  order  to  evaluate  better 
their  methods  of  treatment  and  their  end 
results. 

This  paper  is  the  fourth  paper  on  the  sub- 
ject of  fractures'-'  read  by  a  member  of  our 
staff  before  this  Society  in  the  past  five 
years.  As  in  the  past,  we  have  selected  for 
discussion  a  relatively  common  fracture,  fre- 
quently treated  by  the  family  physician. 

Classification  of  Fractures  about  the  Ankle 
In  his  original  thesis   Pott  described   an 
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injury  consisting  of  a  fracture  of  the  fibula, 
a  partial  dislocation  of  the  ankle,  and  a  lacer- 
ation of  the  ligaments  that  fasten  the  tibia 
to  the  astragalus  and  to  the  os  calcis.  Cot- 
ton'-''  and  others  have  added  new  descrip- 
tions and  classifications  of  various  fractures 
about  the  ankle,  and  there  are  numerous 
names  associated  with  the  more  common 
ankle  fractures.  However,  all  can  be  classi- 
fied as  abduction  or  adduction  fractures  with 
or  without  dislocation.  The  dislocation  may 
be  to  cither  side,  forward  or  backward.  The 
fracture  may  involve  only  one  malleolus,  or 
it  may  be  bimalleolar  or  trimalleolar.  (The 
posterior  lip  of  the  articular  surface  of  the 
tibia  is  now  referred  to  as  the  posterior  mal- 
leolus of  the  tibia.) 

Pathologij 

Little  has  been  or  can  be  added  to  Pott's 
original  description  of  the  pathology,  and 
of  the  principles  of  the  treatment  of  these 
fractures.  A  part  of  his  description  is  there- 
fore quoted : 

"A  case  [fi'actui'C — ed.]  which,  according  to  the 
general  manner  of  treating  it,  gives  infinite  pain 
and  trouble  both  to  the  patient  and  surgeon,  and 
very  frequently  ends  in  the  lameness  and  disappoint- 
ment of  the  former,  and  the  disgrace  and  concern 
of  the  latter — I  mean  the  fracture  of  the  fibula 
attended  with  a  dislocation  of  the  tibia.  Whoever 
will  take  a  view  of  the  leg  of  a  skeleton,  will  see 
that  although  the  fibula  be  a  very  small  and  slender 
bone,  and  very  inconsiderable  in  strength,  when  com- 
pared v.ith  the  tibia,  yet  the  support  of  the  lower 
joint  of  that  limb  (the  ankle),  depends  so  much  on 
this  slender  bone,  that  without  it  the  body  would 
not  be  upheld,  nor  locomotion  performed,  without 
hazard  or  dislocation  every  movement  .  .  .  This  lower 
e.xtremity  of  the  fibula  has,  in  its  posterior  part,  a 
superficial  sulcus  for  the  lodgment  and  passage  of 
the  tendons  of  the  peronei  muscles,  which  are  tied 
down  by  strong  ligamentous  capsulae,  and  have 
their  action  so  determined  from  this  point  or  angle, 
that  the  sequence  of  external  force,  must  necessarily 
have  considerable  effect  on  the  motions  they  are 
designed  to  execute,  and  consequently  distort  the 
foot." 

"...  it  will  obviously  appear  to  every  one 
who  examines  the  ankle  that  the  support  of  the 
body,  and  the  due  and  proper  use  and  execution  of 
the  office  of  the  joint  of  the  ankle,  depend  almost 
entirely  on  the  perpendicular  bearing  of  the  tibia 
upon  the  astragalus,  and  on  its  finn  connexion  with 
the  fibula.  If  either  of  these  be  perverted  or  pre- 
vented, so  that  the  former  bone  is  forced  from  its 
just  and  perpendicular  position  on  the  astragalus; 
or  if  it  be  separated  by  violence  from  its  connexion 
with  the  latter,  the  joint  of  the  ankle  will  suffer  a 
partial  dislocation  internally;  which  partial  disloca- 
tion cannot  happen  without  not  only  a  considerable 
extension,  or  perhaps  laceration  of  the  bursal  liga- 
ment  of   the   joint,   which   is   lax   and   weak,   but   a 

3.  (a)  Cotton.  F.  J..  Tr.  Orthopedic  Section.  American  Medi- 
cal Association.  1911.  (b)  Cotton,  F.  J.:  Dislocations  and 
.loint  Fractures,  ed.  2,  Philadelphia,  'W.  B.  Saunders  & 
Company.   1924. 
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Fig.   1.  Pott's  original  illustration  of  the  frac- 
ture now  known  by  his  name'i'. 

laceration  of  those  strong  tendinous  ligaments, 
which  connect  the  lower  end  of  the  tibia  with  the 
astragalus  and  os  calcis.  and  which  constitute  in 
great  measure  the  ligamentous  strength  of  the  joint 
of  the  ankle.  This  is  the  case,  when,  by  leaping  or 
jumping,  the  fibula  breaks  in  the  weak  part  already 
mentioned;  that  is,  within  two  or  three  inches  of  its 
lower  extremity.  [Fig.  1]  When  this  happens,  the 
inferior  fractured  end  of  the  fibula  falls  inward 
toward  the  tibia,  that  extremity  of  the  bone  which 
forms  the  outer  ankle  is  turned  somewhat  outward 
and  upward,  and  the  tibia  having  lost  its  proper 
support,  and  not  being  of  itself  capable  of  steadily 
preserving  its  true  perpendicular  bearing,  is  forced 
off  from  the  astragalus  inwards,  by  which  means 
the  weak  bursal,  or  common  ligament  of  the  joint 
is  violently  stretched,  if  not  torn,  and  the  strong 
ones,  which  fasten  the  tibia  to  the  astragalus  and 
OS  calcis,  are  always  lacerated;  thus  producing  at 
the  same  time  a  perfect  fracture  and  a  partial  dis- 
location, to  which  is  sometimes  added  a  wound  in  the 
integuments,  made  by  the  bone  at  the  inner  ankle. 
.  .  .  When  this  accident  is  accompanied,  as  it  some- 
times is,  with  a  wound  of  the  integuments  of  the 
inner  ankle,  ...  it  not  infrequently  ends  in  a  fatal 
gangrene  .  .  .  But  in  its  most  simple  state,  unaccom- 
panied with  any  wound,  it  is  extremely  troublesome 
to  put  to  rights,  still  more  so  to  keep  it  in^  order, 
and  unless  managed  with  address  and  skill,  is  very 
frequently  productive  both  of  lameness  and  deform- 
ity ever  after." 

T)'eatme)it 
In    outlining   treatment,    Pott   condemned 
any  efforts  at  reducing  the  fracture  with  the 
limb  extended  at  the  knee  and  stated, 


"This  extension  occasions  the  difficulty  in  reduc- 
tion, and  the  difficulty  in  keeping  it  reduced  .  .  .  but 
if  the  position  of  the  limb  be  changed  .  .  .  with  the 
knee  moderately  bent,  the  muscles  forming  the  calf 
of  the  leg,  and  those  which  pass  behind  the  fibula 
and  under  the  os  calcis,  are  all  put  into  a  state  of 
relaxation  and  non-resistance,  all  this  difficulty  and 
trouble  do  in  general  vanish  immediately;  the  foot 
may  easily  be  placed  right,  the  joint  reduced,  and  by 
maintaining  the  same  disposition  of  the  limb,  every 
thing  will  in  general  succeed  very  happily,  as  I  have 
many  times  experienced." 

As  has  already  been  said,  little  has  been 
or  can  be  added  to  Pott's  description  of  this 
fracture  and  of  the  principles  of  its  treat- 
ment. However,  the  failure  to  perform  prop- 
erly certain  details  in  the  reduction  and  fix- 
ation of  Pott's  fracture  may  lead  to  "lame- 
ness and  disappointment." 

The  time  allotted  for  presenting  this  paper 
does  not  allow  a  detailed  description  of  the 
signs  of  Pott's  fracture,  nor  a  description  of 
all  the  accepted  methods  of  reduction.  The 
following  principles  may  be  stated  as  hold- 
ing true  regardless  of  the  method  used: 

Roentgenogrwphic  examination 

Roentgenograms  should  be  made  of  all  in- 
jured ankles.  In  addition  to  the  usual  an- 
teroposterior and  lateral  films,  oblique  views 
should  be  included  in  order  to  visualize 
diastasis. 

Anesthesia 

General  or  spinal  anesthesia  is  preferable 
to  local  anesthesia. 

Reduction  and  application  of  cast 

Traction  in  the  line  of  deformity  to  re- 
align the  fragments  is  the  first  and  most 
important  force  to  be  applied.  This  traction 
should  be  applied  with  the  patient's  knee 
flexed  to  a  90  degree  angle  and  with  counter 
traction  applied  over  the  posterior  aspect  of 
the  thigh  just  above  the  knee  by  an  assistant, 
by  a  fixed  strap,  or  (preferably)  by  the  end 
of  the  table.  Counter  traction  thus  applied 
allows  for  relaxation  of  the  musculature  of 
the  leg. 

If  anatomic  restoration  is  to  be  secured, 
manipulation  should  be  directed  toward 
bringing  the  astragalus  into  alignment  with 
the  tibia,  realigning  the  fracture  fragments, 
restoring  the  joint  mortice  and  reducing  the 
fracture  of  the  posterior  malleolus  or  lip  of 
the  tibia,  if  such  a  fracture  is  present.  When 
the  distal  fragments  and  the  astragalus  are 
reduced,  traction  must  be  maintained  with  a 
forward  force  to  prevent  recurrence  of  back- 
ward dislocation.  The  foot  should  be  placed 
at  an  angle  of  approximately  90  degrees  to 
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Fig.  2  (A).  With  the  patient  anesthetized  and 
the  knee  of  the  injured  extremity  flexed  over 
the  edge  of  the  table,  the  operator  applies  trac- 
tion. (B)  When  the  cast  is  completed  about  the 
ankle  and  leg,  it  is  extended  out  over  the  fore- 
foot. (C)  An  additional  plantar  splint  may  be 
applied  and  molded  to  support  the  longitudinal 
aind  metatarsal  arches.  (D)  A  section  of  an 
automobile  tire  with  good  tread  makes  a  satis- 
factory weight-bearing  appliance. 

the  leg,  or  in  slight  plantar  tlexion.  Care 
must  be  taken  not  to  overdorsiflex  the  ankle, 
as  the  astragalus  (which  is  wider  in  the 
front  than  in  the  back)  will  force  the  mal- 
leoli apart,  thus  spreading  the  ankle  mort- 
ice(^'. 

Figure  2a  shows  the  position  of  the  op- 
erator for  reduction  of  an  abduction  frac- 
ture. One  hand  grasps  the  heel,  with  the 
thumb  placed  medially  and  just  above  the 
inner  malleolus.  The  other  hand  grasps  the 
lateral  malleolus  and  the  foot.  Traction  is 
applied  and  the  astragalus  and  the  foot  are 
forced  inward  with  the  outer  hand,  but  the 
foot  is  not  supinated.  The  astragalus  is 
aligned  with  the  tibia,  and  the  os  calcis  with 
the  foot  in  the  mid  position. 

4.  Ashburst,  A.  P.  C.  and  Crossan.  E.  T.:  Prognosis  and 
Treatment  of  Fractures  of  the  Tibia  and  Fibula.  Tr.  Am. 
Surg.  Assoc.  +1:394,   1923. 


Following  reduction,  the  forefoot  may  be 
supported  by  resting  the  head  of  the  fifth 
metatarsal  lightly  on  the  operator's  knee,  or 
an  assistant  may  support  the  forefoot.  A 
long,  thoroughly  soaked  wet  plaster  splint 
is  then  placed  in  sugar-tong  or  stirrup  fash- 
ion about  the  leg,  the  ankle,  and  the  pos- 
terior part  of  the  foot.  This  plaster  slab 
should  be  well  molded  and  held  with  plaster 
bandages  (fig.  2b). 

We  use  the  unpadded  cast.  If  the  unpadded 
cast  is  not  used,  the  plaster  stirrup  should  be 
put  on  unpadded ;  a  light  layer  of  glazed 
cotton  may  then  be  wrapped  on  in  a  circular 
fashion  before  applying  the  circular  plaster 
bandage.  It  has  been  our  experience  that, 
with  proper  precautions  and  care,  less  cir- 
culatory embarrassment,  fewer  pressure 
sores,  and  better  fi.\ation  result  with  the  un- 
padded cast  than  with  the  padded  ca.st. 

After  the  sugar-tong  splint  has  been  well 
molded,  an  additional  plantar  splint  may  be 
applied  and  molded  to  support  the  longi- 
tudinal and  metatarsal  arches  (fig.  2c). 
When  completed,  the  dorsal  surface  of  the 
cast  should  extend  to  the  web  spaces  of  the 
toes.  The  plantar  surface  should  extend  to 
the  tips  of  the  toes. 

If  the  fracture  has  been  properly  reduced, 
and  the  foot  has  been  put  into  an  anatomic 
position,  weight-bearing  forces  will  not  dis- 
turb the  reduction.  The  active  use  of  the  limb 
stimulates  union  and  prevents  circulatory 
stasis,  atrophy,  and  stiffness  A  section  of 
an  automobile  tire  with  good  tread  makes  a 
satisfactory  weight-bearing  appliance.  The 
tread  is  applied  in  weight-bearing  alignment, 
with  a  firm  block  of  sponge  rubber  between 
it  and  the  cast  (fig.  2d).  The  tread  and  the 
sponge  rubber  are  held  in  place  by  an  addi- 
tional circular  plaster  of  paris  bandage.  Re- 
gardless of  the  type  of  cast  applied,  either 
padded  or  unpadded,  any  sign  of  circulatory 
embarrassment,  no  matter  how  mild,  is  suffi- 
cient reason  to  split  the  cast. 

Treatment  following  reduction 

In  all  instances,  post-reduction  x-rays 
should  be  made  to  be  sure  that  the  ankle 
mortice  has  been  restored,  that  the  fibula  is 
in  normal  alignment,  and  that  the  dislocation 
is  reduced.  In  the  anteroposterior  film,  the 
superior  articular  surface  of  the  astragalus 
must  be  in  anatomic  relationship  with  the 
articular  surface  of  the  tibia.  In  the  oblique 
film  the  lower  tibiofibular  articulation  must 
be    in    normal    relationship     In    the    lateral 
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films,  the  superior  articular  surface  of  the 
astragalus  must  be  in  contact  with  the  an- 
terior portion  of  the  articular  surface  of  the 
tibia. 

A  posterior  fragment  from  the  lip  of  the 
tibia,  if  it  includes  an  appreciable  amount  of 
the  articular  surface,  should  be  brought  into 
normal  relationship.  Otherwise  the  position 
of  this  fragment  is  not  particularly  impor- 
tant. It  will  often  be  impossible  to  correct 
its  slight  upward  displacement,  but  as  long 
as  it  is  displaced  away  from  the  joint  rather 
than  into  the  .I'oint,  exact  reduction  is  unim- 
portant. 

Immobilization  should  be  continued  until 
bony  union  has  occurred.  This  usually  re- 
quires at  least  ten  weeks.  On  removal,  if  the 
fracture  has  been  treated  with  a  weight- 
bearing  cast,  the  ankle  and  the  foot  can  be 
taken  through  approximately  a  normal  range 
of  motion.  Following  removal  of  the  cast  a 
jelly  bandage  will  usually  be  found  of  bene- 
fit in  '  preventing  recurrent  swelling.  Such 
support  should  be  continued  for  several 
weeks  if  necessary. 

The  patient  or  those  responsible  for  the 
patient  should  be  supplied  with  instructions 
for  observing  signs  of  circulatory  changes. 
A  satisfactory  fracture  instruction  sheet  is 
as  follows : 

DUKE  HOSPITAL 
Durham,  N.  C. 

ACCIDENT    DEPARTMENT 
INSTRUCTIONS  TO  FRACTURE  CASES 

It  is  important  that  the  circulation  of  blood  in  the 
fractured  limb  be  watched  closely.  In  order  to  watch 
the  circulation,  the  fingers  or  toes  of  the  fractured 
limb  have  been  left  exposed. 

Keep  the  injured  part  elevated.  If  (he  exposed 
parts  become  BLUISH.  SWOLLEN.  COLD  OR 
NUMB,  return  AT  ONCE  to  the  hospital.  Otherwise. 
PERMANENT  IN.IURY  MAY  RESULT. 

Return  to  the  hospital  tomorrow  as  instructed  by 
the  doctor  who  set  your  fracture,  so  that  he  can 
inspect  the  cast,  circulation,  etc.  Following  this, 
come  to  the  Fracture  Clinic  as  instructed  on  Friday 
at  8:30  A.M.  until  discharged. 

I  have  received  a  copy  of  the  above  instructions 
which  have  been  explained  to  me  and  are  clear  as 
to  details.* 

Signed 

''Explain  and  give  one  copy  of  instructions  to  the 
patient  and  attach  a  signed  copy  to  the  record. 

The  Hazards  of  Open  Reduction 

Unfortunately  in  the  past  few  years  sev- 
eral articles  have  appeared  in  the  literature 
recommending  open  reduction  and  some  type 
of  internal  fixation  in  fractures  about  the 
ankle.    Figure  3  is  a  good  example  of  the 


Fig.  3.  (A)  Lateral  view  of  a  trimalleolar  frac- 
ture with  a  small  posterior  fragment  and  very 
little  interference  with  the  weight-bearing  sur- 
face of  the  tibia.  (B)  Anteroposterior  view 
showing  slight  lateral  displacement  of  the 
astragalus  and  fracture  of  the  medial  and 
lateral  malleoli.  (C)  An  open  reduction  has  been 
done,  with  the  screw  inserted  through  the  pos- 
terior fragment  of  the  tibia.  (D)  There  is  non- 
union of  the  malleolus,  and  the  joint  mortice 
has  not  been  restored.  The  astragalus  shows 
lateral  luxation,  and  the  position  of  the  pos- 
terior fragment  has  not  been  changed. 

foolhardiness  of  such  measures.  In  this  in- 
stance, the  surgeon  has  done  an  open  reduc- 
tion and  has  inserted  a  screw  through  a  pos- 
terior fragment  of  the  tibia.  Failure  to  re- 
duce such  a  fracture  by  conservative  meas- 
ures will  usually  be  followed  by  the  same 
failure  when  surgery  is  resorted  to.  In  this 
case  there  is  nonunion  of  the  medial  mal- 
leolus, and  the  joint  mortice  has  not  been 
restored.  In  spite  of  the  open  reduction  for 
the  posterior  fragment,  its  position  has  not 
been  changed.  Compare  figure  3  with  figure 
4,  in  which  relatively  the  same  fracture  has 
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Fig.  4.  (A)  Preoperative  film  of  a  fracture 
similar  to  the  one  illustrated  in  figure  3,  but 
with  more  comminution  of  the  lateral  and  me- 
dial  malleoli   and   a   greater   posterior  luxation. 


Fig.  4  (B).  Conservative  therapy  consisting  of 
manipulation  «ith  the  patient  anesthetized  and 
the  knee  flexed  at  a  90  degree  angle  has  re- 
stored satisfactory  alignment  to  all  fragments 
and  has  reduced  the  lateral  luxation  of  the 
astragalus. 

occurred  with  severe  comminution  of  the  lat- 
eral malleolus.  By  traction  and  manipula- 
tion all  fracture  fragments  were  aligned  and 
the  luxation  was  reduced ;  the  posterior  frag- 
ment is  in  a  satisfactory  position,  and  the 
joint  mortice  is  restored. 

Treatment  of  Uncomplicated  Malleolar 
Fractures 

Malleolar  fractures  without  luxation  of 
the  joint  and  without  displacement  of  the 
fragments  should  be  treated  symptomatical- 
ly.    Frequently  procaine   injection   followed 


Fig.   5.     A    Delbet    cast. 

by  heavy  adhesive  strapping  or  by  the  ap- 
plication of  a  Delbet  cast''",  preferably  the 
latter,  gives  excellent  end  results  and  allows 
the  patient  to  dress  in  a  customary  fashion 
and  to  walk  with  a  normal  gait. 

A  Delbet  cast  is  prepared  of  two  heavy 
plaster  splints  placed  laterally  and  medially 
on  the  leg  and  folding  back  on  themselves 
for  increased  strength  at  the  foot  and  mal- 
leolar areas.  Felt  pads  are  used  over  the 
malleoli  and  sides  of  the  foot,  and  a  circular 
felt  pad  is  used  about  the  top  of  the  cast.  The 
splints  are  wrapped  on  snugly  by  a  circular 
bandage.  After  setting,  the  circular  bandage 
is  trimmed  about  the  foot  as  in  figure  5.  This 
cast  gives  good  lateral  and  medial  stability 
at  the  subastragalar  joint  without  interfer- 
ing with  flexion  and  extension  of  the  ankle. 

Conclusions 

(1)  Pott's  fracture  is  a  common  fracture, 
which  "is  extremely  troublesome  to  put  to 
right,  still  more  so  to  keep  ...  in  order." 

(2)  With  the  knee  flexed  and  with  strong 
traction  applied,  proper  manipulation  can 
produce  anatomic  reduction. 

(.3)  Reduction,  once  secured,  should  be 
maintained  with  the  ankle  at  an  angle  of  90 
degrees  or  in  slight  plantar  flexion  and  with 
the  foot  in  a  mid  position  between  supination 
and  pronation  (the  weight-bearing  posi- 
tion). 

(4)  With  adequate  reduction  and  proper 
fixation,  early  weight  bearing  is  not  contra- 
indicated. 

(5)  A  Pott's  fracture,  when  not  properly 
reduced  and  so  held,  "gives  infinite  pain  and 
trouble  both  to  the  patient  and  surgeon,  and 

.-..    Dell)et,     Pierre:    Metliode    de    Traitement    des    Fractures, 
Paris.  ¥.  Alcan,   1916. 
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very  frequently  ends  in  the  lameness  and 
disappointment  of  the  former  and  the  dis- 
grace and  concern  of  the  latter." 

Discussion 

Dr.  M.  A.  Pittman  (Wilson):  .\fter  reduction  of 
a  malleolar  fracture  (which  we  usually  do  under  the 
fluoroscope  with  the  knee  and  the  foot  at  right 
angles)  it  has  been  our  routine  to  apply  a  sugar- 
tong  cast  to  the  knee,  then  reinforce  it  and  put  a 
plaster  boot  or  plaster  cast  to  mid-thigh.  I  believe 
that  better  immobilization  is  provided  with  a  cast 
above  the  knee  for  the  first  two  weeks  at  least.  At 
the  end  of  two  weeks  this  cast  can  be  taken  off  and 
a  cast  to  the  knee  applied.  Under  the  fluoroscope,  the 
malleoli  can  be  better  molded  at  that  time.  There 
is  enough  callus  formation  so  that  the  fragments 
won't  have  a  tendency  to  slip,  and  some  of  the 
swelling  has  subsided.  .\t  that  stage  of  the  game  a 
pad  and  a  walking  splint,  or  the  weight-bearing 
splint  that  has  been  described,  is  put  on.  We  then 
leave  this  cast  on  six  weeks.  At  the  end  of  six  weeks 
we  remove  the  cast  and  put  on  an  elastic  stocking. 

In  my  opinion  it  is  just  as  important  to  treat  the 
fracture  the  last  six  weeks  as  to  reduce  it  in  the 
first  place.  Without  passive  and  active  motion  and 
some  form  of  physiotherapy,  ankylosis  of  the  joint 
and  stiffness  of  the  knee  will  result.  AVe  have  been 
using  a  simple  method  of  heat  therapy  and  exercise 
which  some  of  you  have  pi'obably  heard  of.  After 
the  first  six  weeks  we  have  the  patient  buy  a  gallon 
or  two  of  heavy  cylinder  oil  and  put  this  in  a  bucket. 
We  have  found  that  the  skin  will  tolerate  more  heat 
from  the  cylinder  oil  than  from  water.  At  night, 
before  retiring,  the  patient  heats  the  oil  to  skin 
tolerance,  and  then  puts  his  foot  in  the  bucket.  A 
rubber  ball  or  sponge  is  also  placed  in  the  bucket, 
and  the  patient  pedals  that  at  least  five  hundred 
times,  also  using  abduction  and  adduction.  The  heat 
anpears  to  relieve  the  swelling,  and  I  believe  that 
this  procedure  does  a  lot  of  good. 


The  importance  of  sedentary  hobbies — There  is 
commonly  no  coincidence  between  the  calendar  age 
and  the  biologic  age  of  an  individual.  There  are 
many  influences  which  determine  this  disparity, 
and  among  them  are  the  forces  of  hei'edity,  the 
manner  of  life  and  habits,  temperament,  the  for- 
tunes and  misfortunes  of  human  existence  and  the 
individual's  ability  to  adapt  himself  to  inevitables. 
It  is  a  well-recognized  fact  that  cardiovascular  dis- 
ease is  remarkably  prevalent  among  physicians,  and 
it  is  almost  a  daily  experience  to  'i\'itness  a  career 
suddenly  and  tragically  interrupted  or  greatly  modi- 
fied by  the  unanticipated  occurrence  of  this  kind. 
Even  when  suiwival  eventuates,  the  long  convales- 
cence and  the  prolonged  period  of  limited  rehabili- 
tation frequently  become  a  veritable  nightmare. 

There  seems,  then,  to  be  little  valid  argument 
against  the  key  premise  of  my  thesis  that  phvsicians 
and  others  ought  to  embrace  sedentary  hobbies, 
relatively  early  in  life.  Potential  hobbies  are  too 
numerous  to  mention,  and  must  be  selected  pri- 
marily by  the  individual  on  the  basis  of  interest  and 
adaptability.  Hobbies  should  be  of  a  constructive 
nature,  so  that  the  satisfaction  of  accomolishment 
can  be  enjoyed.  They  should  emphasize  the  use  of 
the  hands  as  well  as  the  mind.  A  mind  that  is  not 
constructively  employed  because  of  lack  of  interests 
soon  retrogresses  and  causes  decadence  of  snirit, 
morale  and  intelligence. — F.  A.  Willius,  The  Neces- 
sity and  Importance  of  Adoption  of  Sedentary 
Hobb-es,  Proc.  Staff'  I\Ieet.,  Mayo  Clinic  -23:413 
(Sept.  1)   1948. 


CHANGES  IN  GASTRIC  pn  FOLLOWING 

THE  ADMINISTRATION  OF  FRUIT 

JUICE  TO  PATIENTS  WITH 

PEPTIC  ULCER 

John  D.  Yeagley,  M.D. 

and 

David  Cayer,  M.D. 

Winston-Salem 

The  general  principles  of  the  dietary  treat- 
ment of  peptic  ulcer  are  well  established.  In 
1935,  Brown  advocated  a  diet  consisting  of 
an  increased  number  of  feedings  high  in 
caloric  value  which  are  non-irritating,  non- 
stimulating  to  acid  secretions,  and  capable 
of  combining  with  hydrochloric  acid  in  con- 
siderable amounts.  Ivy,  in  1946,  restated 
these  principles  and  emphasized  the  impor- 
tance of  buffering  the  acid  secretions  of  the 
stomach  by  frequent  small  feedings  of  a 
highly  nutritious  diet  which  would  utilize 
the  inhibitorj-  action  of  fat  on  gastric  secre- 
tions and  emptying. 

In  practice,  the  application  of  these  prin- 
ciples may  be  difficult.  Patients  often  tire  of 
the  bland  diet.  The  buifering  effect  on  acid 
secretions  may  prove  to  be  brief,  and  may 
be  followed  by  an  acid  rebound.  The  injudi- 
cious use  of  a  re.stricted,  poorly  balanced 
diet  in  the  management  of  patients  with 
peptic  ulcer  often  results  in  varying  degrees 
of  malnutrition"^  Many  patients  with  pep- 
tic ulcer  limit  their  diet  voluntarily,  even 
before  being  seen  by  a  physician.  They  are 
particularly  apt  to  omit  citrus  fruits  and 
juices  because  of  the  fear  that  they  will  ag- 
gravate their  symptoms.  As  a  consequence, 
plasma  levels  of  ascorbic  acid  in  such  pa- 
tients have  been  found  to  be  significantly 
lower  than  those  in  control  patients  of  simi- 
lar economic  status  but  without  peptic 
ulcer'-'. 

The  general  belief  that  fruit  juices  are 
"acid,"  and  that  they  aggravate  the  symp- 
toms of  peptic  ulcer  unquestionably  has  lim- 
ited their  use.  When  they  are  given  to  am- 
plify the  diet  of  ulcer  patients,  they  are 
often  administered  between  meals  as  supple- 
mentary nutrition. 


From  th"  Department  of  Internal  Medicine,  Bowman  Gray 
S"liool  of  Medicine  of  Wal<e  Forest  Colleee.  and  the  Xortji 
Carolina    Baptist    Hospital,    Winston-Salem.    North    Carolina. 

1.  Risss,  H.  E.,  Reinholt.  J.  G..  Boles.  R.  S..  and  Sliore, 
r.  S.:  The  Diet  and  Chronic  Peptic  Ulcer,  J..\.M.A  124: 
ti39-r,n    (Mar.   4)    ion. 

2.  Crescenzo.  V.  M.  and  Cayer.  D. :  Plasma  Vitamin  C  Levels 
in  Patients  with  Peptic  I'lcer,  Ga.stroenterol.  8:7.54-761 
(.Tune)    1947. 
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In  the  following  study  the  gastric  response 
to  fruit  juice  was  compared  with  that  ob- 
tained following  the  administration  of  milk. 

Selection  of  Patients  and  Method  of  Study 

Fifty-one  patients  on  the  medical  service 
of  the  North  Carolina  Baptist  Hospital  were 
studied.  They  were  divided  into  three  groups 
as  follows : 

Group  1  (table  1)  consisted  of  19  patients 
with  active  peptic  ulcers.  Five  of  the  pa- 
tients were  found  to  have  gastritis,  and  2 
had  advanced  degrees  of  pyloric  obstruction 
complicating  their  disease. 

Group  2  (table  2)  consisted  of  14  patients 
without  demonstrable  organic  gastrointes- 
tinal disease  whose  fasting  gastric  secretions 
contained  free  hydrochloric  acid. 

Group  3  (table  3)  consisted  of  18  patients 
without  free  hydrochloric  acid  in  the  fast- 
ing specimen.  Only  4  patients  had  persistent 
achlorhydria  following  a  test  meal.  Seven 
patients  had  organic  gastrointestinal  disease 


— pancreatic  cancer,  gastritis,  lymphosar- 
coma, adenocarcinoma,  or  syphilis  of  the 
stomach. 

The  plan  of  study  was  the  same  for  all 
patients.  On  the  second  or  third  day  after 
admission  a  Levin  tube  was  passed  and  the 
fasting  gastric  contents  were  aspirated.  The 
tube  was  then  removed  and  the  patient  was 
given  a  standard  breakfast  from  which  fruit 
juices  and  milk  were  excluded.  A  second 
aspiration  was  done  two  hours  later,  and  the 
tube  was  left  in  place.  One  hundred  and 
fifty  cubic  centimeters  of  freshly  prepared, 
undiluted  orange  juice'-"  were  introduced 
into  the  stomach  through  the  tube,  and  the 
gastric  contents  were  aspirated  as  com- 
pletely as  possible  thirty  and  sixty  minutes 
later.  Immediately  following  the  sixty- 
minute  aspiration,  150  cc.  of  whole  milk'^' 
was  given.  Specimens  were  again  withdrawn 

.1.    Average  30H — 3.65. 
1.    Averaffe   pu — 6.0.5. 


Table  1 
Group  1    (Peptic  Ulcer) 

PH  of  Gastric  Contents 


Case 
No. 

Ai/e 

Sex 

Diagnosis 

Fasting 

2  Hours 
after 
Break- 
fast 

U-  Hovr 
after 

Orange 
Jiiire 

1  Hotir 
after 
Orange 
Juice 

H  Hour 
after 
Milk 

1  Hovr 

after 

Milk 

Femarks 

1 

44 

M 

Duodenal   ulcer 

1.69 

1.70 

1.60 

1.51 

2.85 

1.63 

2 

56 

M 

Duodenal  ulcer 

1.61 

1.58 

1.40 

1.40 

2.68 

1.57 

Discomfort   after 
orange  juice 

3 

39 

M 

Duodenal  ulcer 

1.70 

1.70 

1.53 

1.50 

2.37 

1.90 

Pain  after 
orange  juice 

4 

45 

F 

Duodenal  ulcer 

2.30 

3.40 

2.23 

4.30 

2.80 

Discomfort   after 
orange  juice 

5 

30 

M 

Duodenal  ulcer 

1.80 

3.20 

1.55 

3.70 

1.69 

Discomfort   after 

6 

39 

M 

Duodenal  ulcer 

1.51 

1.60 

2.47 

1.55 

3.88 

2.41 

orange  juice 

7 

43 

M 

Duodenal  ulcer 

1.99 

2.72 

1.71 

4.35 

1.93 

8 

40 

M 

Duodenal  ulcer 

1.89 

1.93 

1.86 

1.60 

2.85 

1.80 

9 

37 

M 

Duodenal  ulcer 

6.60 

1.78 

1.70 

1.72 

2.38 

1.85 

Pain  after  orange 
juice.    Mucus  in 
fasting  specimen 

10 

44 

:\i 

Duodenal  ulcer 
with  hemorrhage 

3.40 

1.60 

3.27 

1.77 

2.10 

1.52 

Mucus   in  fasting 
specimen 

11 

26 

M 

Duodenal  ulcer, 
pyloric  stenosis 

1.72 

1.90 

2.01 

1.56 

2.31 

2.00 

Discomfort   after 
orange  juice 

12 

55 

M 

Duodenal  ulcer 

1.97 

1.53 

2.21 

1.49 

2.18 

2.34 

13 

37 

F 

Duodenal  ulcer 

3.15 

2.50 

3.10 

2.72 

2.99 

2.87 

Mucus   in  fasting 

14 

25 

M 

Duodenal  ulcer 

2.60 

1.79 

1.41 

2.38 

1.75 

specimen 

15 

56 

M 

Duodenal  ulcer 

2.55 

1.48 

1.40 

4.11 

1.43 

16 

39 

M 

Gastric  ulcer 

2.38 

2.20 

2.40 

1.67 

3.68 

3.42 

17 

34 

M 

Prepyloric  ulcer 

4.86 

3.29 

1.63 

5.29 

1.72 

Mucus   in   fasting 
specimen 

18 

31 

M 

Duodenal  ulcer 

6.80 

3.91 

2.20 

4.40 

2.57 

Mucus   in  fasting 
specimen 

19 

60 

M 

Duodenal  ulcer 
■with  obstruction 

1.90 

2.11 

1.79 

1.68 

2.32 

1.88 

Pyrosis  after 
orange  juice 

Mean  pH 

2.90 

1.88 

2.38 

1.70 

3.26 

2.06 
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at  thirty-  and  sixty-minute  intervals.  The 
volume  of  each  gastric  specimen  was  noted, 
the  pK  determined,  and  the  free  and  total 
acidity  titrated.  It  was  found  that  the  pres- 
ence of  weak  organic  acids  and  salts  in  fruit 
juice  resulted  in  unreliable  "free  acid"  end 
points  when  mixtures  of  fruit  juice  and  gas- 
tric juice  were  titrated.  Therefore,  only  the 
results  of  the  pH  determinations  were  used 
in  the  analysis  of  the  basic  data.  The  Beck- 
man  pK  meter  with  glass  electrodes  was  used 
in  all  the  ;)H  determinations.  Duplicate  de- 
terminations had  a  variation  of  less  than 
^0.02. 

G]viip  1 

The  average  pH  value  of  the  fasting  gas- 
tric specimens  for  the  entire  group  of  pa- 
tients with  peptic  ulcer  was  2.90.  This  rela- 
tively high  figure  was  attributed  to  the  pres- 
ence of  large  amounts  of  mucus  and  an  in- 
creased pB.  in  the  fasting  specimens  of  5  pa- 


tients in  this  group.  The  pH  for  the  remain- 
ing 14  patients,  including  2  with  pyloric  ob- 
struction, ranged  from  2.60  to  1.51,  the  mean 
being  1.96. 

Two  hours  after  breakfast  the  average 
;jH  had  fallen  to  1.88  (chart  1).  Following 
the  administration  of  orange  juice  (table  4), 
slight  buffering  could  be  demonstrated  at 
the  end  of  thirty  minutes  in  9  cases  (47  per 
cent) .  At  the  end  of  sixty  minutes  the  ^jh 
of  the  gastric  specimen  had  fallen  below  the 
fasting  and  after-breakfast  levels  in  17  pa- 
tients (89  per  cent). 

Following  the  administration  of  milk  a 
marked  buffering  effect  was  noted  in  18  of 
the  patients  (94  per  cent)  ;  at  thirty  min- 
utes the  average  ^^H  for  the  entire  group  was 
3.26.  At  the  end  of  one  hour  the  average  pn 
for  the  group  was  2.06,  and  11  of  the  pa- 
tients (58  per  cent)  had  pB.  values  below 
their  fasting  levels.  The  mean  figure  of  2.06 
however,  was  significantly  higher  than  the 


Group 

2  (Patients  with  free  acid 

in  fast 

Table  2 
ng  specimen  and   no   org 

anic   g 

astrointestinal  disease) 

Ac/c 

46 

F 

Diagnosis 
Pelvic  disease 

PH 

of  the 

Gastric  Contents 

Cane 
Xo. 

1 

Fn.'<ting 
2.15 

■2  Hours 
after 
Break- 
fast 

■i  Hour 
after 

Orauge 
Jidce 

2.09 

1  Hour 
after 
Orange 
Juice 

1.72 

',i  Hou) 
after 
Milk 

2.88 

1  How- 
after 
Milk              Remarks 

2.68 

2 

36 

M 

Neoplasm    of 
brain  stem 

2.20 

2.00 

2.80 

2.73 

3.86 

3.78 

3 

42 

F 

Functional 

gastrointestinal 

disturbance 

2.35 

2.99 

2.08 

2.52 

5.59 

4.90 

4 

63 

F 

Functional 

gastrointestinal 

disturbance 

2.09 

4.20 

3.65 

\ 

3.44 

4.65 

3.64         Burning   after 
orange  juice 

5 

44 

M 

Upper  respira- 
tory infection 

2.42 

2.37 

1.60 

3.45 

2.20 

6 

52 

F 

Functional 

gastrointestinal 

disturbance 

2.10 

2.19 

2.04 

1.80 

3.40 

3.00 

7 

8 
9 

27 

45 
28 

M 

F 

M 

Essential 

hypertension 

Menopause 

Functional 

gastrointestinal 

disturbance 

2.01 

2.12 
2.38 

2.11 

4.30 
2.41 

1.95 

2.39 
2.90 

1.88 

2.30 
2.25 

1.85 

4.57 
2.35 

1.82 

4.30 
1.87 

10 

38 

M 

Functional 

gastrointestinal 

disturbance 

1.72 

1.92 

2.22 

1.55 

2.81 

1.80 

11 

54 

F 

Non-toxic  nodu- 
lar goiter 

2.11 

1.38 

2.18 

1.60 

2.51 

2.06 

12 
13 

28 
28 

F 
M 

Psychogenic 

vomiting 

Functional 

gastrointestinal 

disturbance 

2.00 
1.69 

2.20 

2.66 
2.89 

1.80 
2.11 

6.70 
3.41 

1.72 
3.89 

14 

38 

F 

Constitutional 
inadequacy 

3.08 

3.12 

2.70 

5.00 

4.88 

Mean  pH 

2.17 

2.57 

2.52 

2.14 

3.79 

3.04 

1 
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Table  3 


Group  3 

(Patients  with  fasting  achlorhydria) 

Aijc 

.S'f.r 

Diar/uusis 

pH 

of  the 

Gastric  Co 

ntents 

Case. 

Fii,'>lliifj 

•2  Hours 
after 
Break- 
fast 

2  Hour 
after 
Oraufje 
Juice 

1  Hour 

after 

Oraiifje 

.1  Hire. 

i/o  How 
after 
Milk 

1  Hour 

after 

Milk 

iKetiutrks 

1 

37 

M 

Lymphosarcoma 
of  stomach 

8.32" 

7.60 

4.07 

2.29 

5.87 

4.29 

2 

44 

F 

Urethral  polyp 

7.42 

3.80 

3.62 

6.10 

6.15 

Achlorhydria 

3 

21 

F 

Gastrointestinal 
hemorrhage,  site 
unknown 

7.29 

2.52 

1.68 

4.18 

3.48 

4 

32 

F 

Diabetes  mellitus 

5.93 

3.58 

3.59 

3.31 

4.95 

4.32 

Achlorhydria 

5 

34 

M 

Psychoneurosis 

7.19 

2.32 

2.18 

1.81 

4.76 

3.62 

6 

44 

F 

Gastrointestinal 
neurosis 

7.20 

2.00 

3.75 

3.39 

4.70 

3.50 

7 

61 

M 

Arteriosclerotic 
heart  disease 

7.31 

2.69 

3.25 

2.25 

4.15 

1.95 

8 

22 

F 

Rheumatoid 
arthritis 

6.88 

2.20 

3.18 

2.70 

5.30 

2.10 

9 

49 

M 

Acute  gastritis 

7.61 

7.90 

4.28 

7.01 

7.04 

7.78 

Achlorhydria 

10 

26 

M 

Gastric  resection 

6.39 

3.92 

4.98 

5.29 

5.50 

Achlorhydria 

11 

30 

M 

Gastritis  (chronic) 

6.50 

2.70 

2.60 

6.70 

4.40 

12 

53 

M 

Carcinoma  of 

4.53 

4.30 

3.60 

1.79 

4.60 

4.27 

13 

52 

M 

pancreas 
Gastro-duodenitis 

3.39 

2.16 

2.31 

1.48 

2.99 

1.53 

Pain   after 
orange  juice 

14 

30 

M 

Anxiety  state 

6.67 

2.11 

2.72 

2.37 

4.73 

2.15 

15 

40 

M 

Syphilis 

3.42 

2.60 

2.10 

3.20 

1.85 

16 

34 

F 

Syphilis 

7.30 

3.00 

1.81 

4.91 

3.71 

17 

29 

M 

Gastritis,  chemical 

6.90 

3.10 

1.96 

4.18 

2.31 

18 

42 

M 

Carcinoma    of 
stonrach 

3.48 

3.66 

2.90 

2.84 

3.38 

3.02 

s 


Mean  pH 


6.31 


3.92 


3.19 


2.78 


4.84 


3.66 


average  pH  one  hour  after  the  administra- 
tion of  orange  juice. 

Group  2 

In  this  group  of  14  patients  without  evi- 
dence of  gastrointestinal  disease,  whose  fast- 
ing specimens  showed  +"ree  hydrochloric  acid, 
little  change  was  noted  in  the  ^jH  values 
thirty  minutes  after  the  administration  of 
orange  juice.  The  mean  for  the  group  was 
0.05  lower  than  the  value  before  the  orange 
juice  was  given.  The  stimulating  effect  of 
orange  juice  on  the  gastric  secretions  was 
more  pronounced  at  the  end  of  sixty  minutes, 
at  which  time  the  mean  pH  for  the  group  had 
fallen  to  2.14,  and  9  of  the  patients  (64  per 
cent)  had  an  increase  in  gastric  acidity. 
Thirty  minutes  following  the  administration 
of  milk  the  mean  pn  value  for  the  group  was 
3.79 ;  at  the  end  of  one  hour  this  had  fallen 
to  3.04. 
Group  3 

In  this  group  of  patients  whose  fasting 
gastric  analysis  showed  no  free  hydrochloric 
acid,  the  initial  7)H  of  6,31  fell  to  a  mean  of 


3.92  two  hours  after  breakfast.  Thirty  min- 
utes after  the  administration  of  orange  juice 
the  mean  value  was  0.46  below  the  pH  of  the 
orange  juice,  and  0.73  below  the  mean  of  the 
previous  specimens.  After  one  hour  12  pa- 
tients (67  per  cent)  had  pK  values  below  the 
fasting  and  after-breakfast  levels.  The  mean 
of  2.78  for  the  entire  group  one  hour  after 
the  administration  of  orange  juice  indicates 
a  definite  stimulating  effect  on  gastric  secre- 
tion. 

Following  the  administration  of  milk,  only 
3  patients  (17  per  cent)  had  pn  values  below 
4.00  at  the  end  of  half  an  hour.  After  one 
hour,  11  patients  (61  per  cent)  still  showed 
evidence  of  buffering  of  the  gastric  secre- 
tions. The  mean  pn  values  at  thirty  and 
sixty  minutes  were  4.84  and  3.66. 

The  pn  values  for  all  groups  following  the 
milk  feeding  were  closely  parallel. 

Statistical  analysis^^^ 

The  "T"  test  was  used  to  judge  the  signi- 

j.  statistical  analyses  were  done  by  Paul  R.  David.  Depart- 
ment of  Medical  Genetics,  Bowman  Gray  School  of  Medi- 
cine. 
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RESPONSE  or  GASTRIC  pH  TO  FEEDING  Or  ORANGE  JUICE  AND  MILK. 


..6   31 

CROUP     1 l9    PATIENTS 

CPOUP    2             i4    PATIENTS 

witm  ulcer 

wiTM   FREE    AC(D 

fl  00 

IN    FASTiN 

OROJP    3 la    PATIENTS 

ACHlOBM 

C    SPECIMENS 
WITH    FASTING 
TDfllA 

5  50 

S  00 

4  64 

4    SO 

,'       '\ 

4   00 

"■•.3  92 

3  79 

3    50 

V3  '9                ''       / 

3  26     ^.^                           ' 

3    00 

2  80 

"'--      ''       / 

/  \      ^  ""*         ! 

2  io 

r^^^>-^ 

^- 

\ 

2,00 

1  88                               \/ 

2  0.                1 

1   50 

1   70 

1    00 

r  BREAKFAST 

T  ORANGE  JU:CE        TmiuK 

Table  4 

The  Response  of   Gastric   Acidity   to   Orange  Juice 
and   Milk   at  Thirty-   and   Sixty-Minute   Intervals 


ec  120  150  iBO 


ficance  of  the  differences  between  the  vYi. 
values  obtained  one  hour  after  the  adminis- 
tration of  orange  juice  and  those  found  one 
hour  after  the  milk  feeding.  In  group  1 
(patients  with  peptic  ulcer)  the  value  of 
"T"  (4.18)  for  18  degrees  of  freedom  cor- 
responds to  a  significance  level  of  P  <  .01. 

Similar  analysis  in  group  2  (free  acid  con- 
trols) gave  a  "T"  value  of  3.34,  which  for 
13  degrees  of  freedom  is  equal  to  a  signifi- 
cance level  of  P  <  .01. 

When  the  difference  in  mean  ;jH  values 
obtained  immediately  before  and  one  liour 
after  orange  juice  is  compared  with  the  dif- 
ference in  those  obtained  before  and  one 
hour  after  milk,  the  data  are  statistically 
significant,  with  a  level  of  P  <  .01  for  each 
of  the  three  groups  of  patients. 

Discussion. 

It  is  generally  recognized  that  the  use  of  a 
bland  diet  which  is  relatively  non-stimulat- 
ing, is  of  high  buffering  ability,  and  does  not 
increase  intestinal  motility  is  a  valuable  ad- 
junct in  the  medical  management  of  peptic 
ulcer.  The  importance  of  providing  the  nec- 
essary dietary  essentials  to  patients  who  are 
being  maintained  on  therapeutic  diets  over 
considerable  periods  of  time  has  been 
stressed  by  many  clinical  and  laboratory 
studies.  These  have  demonstrated  that  a  de- 
ficiency of  vitamin  C  is  frequent  in  such  pa- 
tients. This  appears  to  be  due  primarily  to 
a  reluctance  on  the  part  of  both  physician 
and  patient  to  include  in  such  diets  citrus 
fruits,  juices,  and  green  vegetables,  which 
provide  the  major  sources  of  supply  of  this 


Ormxge  Juice 


Milk 


Grovp 

Time 

c 

t; 

c 

C; 

1. 

19  ulcer  patients 

30  min. 

9 

10 

1 

18 

60  min. 

17 

2 

11 

8 

2. 

14  patients  with 
free   acid    (no    de- 

30 min. 

5 

9 

2 

12 

monstrable  lesions 

GO  min. 

9 

5 

4 

10 

of  gastrointestinal 

tract) 

3. 

18  patients  with 

30  min. 

7 

11 

3 

15 

fasting 

60  rain. 

12 

6 

7 

11 

achlorhydria 

*  Secretion   of  free  acid  and  pH  values  beiow  fasting  levels 
or  after-breakfast  levels. 
**  PH    values    above    fasting    levels    or   after-breakfast    levels. 

vitamin.  Eberhard""  found  that  the  exclu- 
sion of  fruit  juices  from  the  diet  was  fol- 
lowed by  distinct  subjective  relief  in  ulcer 
patients  with  hyperacidity  and  hypersecre- 
tion, and  he  supplied  the  vitamin-C  require- 
ments of  such  persons  by  the  administration 
of  oral  ascorbic  acid. 

Claytor,  Smith  and  Turner'"'  reported  that 
orange-juice  test  meals  in  a  series  of  20  pa- 
tients had  a  stimulating  effect  on  the  gastric 
secretions,  but  they  drew  no  conclusions  con- 
cerning the  place  of  fruit  juices  in  the  diet 
of  patients  with  peptic  ulcer. 

Dimmler,  Power  and  Alvarez'^'  studied  the 
effects  of  orange  juice  in  vitro  by  mixing  it 
with  gastric  juice  obtained  one  hour  after 
the  Ewald  test  meal.  They  found  that  it 
"lowered  high  gastric  acidities  and  raised 
low  gastric  acidities."  When  orange  juice 
was  given  to  two  norma^  persons,  no  change 
was  noted  in  the  pH  of  the  gastric  specimens 
withdrawn  after  seventy-five  and  one  hun- 
dred and  fifty  minutes. 

Kugelmass'-"  gave  fruit  juices  to  children 
and  found  that  the  ;;H  of  fractional  aspira- 
tions taken  at  fifteen  and  thirty  minutes  cor- 
responded to  that  of  the  fruit  juice  ingested. 

Greenberg  and  Haggard'^'"  studied  the 
effects  of  fruit  juices  and  water  on  gastric 

li.  Eljerliard.  H.  M. :  A  Comparison  of  the  Ewaki  Test  Meal 
and  tile  Orange-Juice  Test  Meal,  Rev.  Gastroenterol.  10: 
15  1-157    (Mav-June)    1043. 

7.  Claytor.  F.  W.,  Smith,  W.  L..  and  Turner.  E.  L.:  Effect 
of  Orange  Juice  on  Gastric  Acidity,  Am.  J.  Digest.  Dis. 
8:43-H    (Feb.)    lilH. 

8.  Dimmler,  C,  Jr..  Power,  M.  H.,  and  Alvarez.  W.  C, :  Effect 
of  Orange  Juice  on  Gastric  Acidity,  Am.  J.  Digest.  Dis. 
5:80-87    (April)    1938. 

9.  Kugelmass,  I.  X,:  Acid-Base  Value  and  Assimilability  of 
Fi-uit  Juices.   Am,  J.  Digest,  Dis,   2:242-243    (June)    19.35, 

10,  Haggard,  H,  W„  and  Greenberg,  L,  A,:  Influence  of  Cer- 
tain Fruit  Juices  on  Gastric  Function.  Am,  J,  Digest,  Dis, 
8:103-170    (May).,1941. 
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acidity  during  active  digestion  in  noi-mal 
persons.  They  found  that  the  addition  of 
water  or  fruit  juices  to  standardized  meals 
made  no  appreciable  difference  in  the  pH  of 
the  gastric  juice.  The  stimulating  effect  of 
fruit  juices  on  the  gastric  secretions  appears 
to  be  neutralized  when  they  are  given  with 
other  food. 

These  reports  suggest  that  the  gastric  re- 
sponse following  the  administration  of 
orange  juice  is  variable.  In  the  present 
study  several  points  of  interest  were  noted. 

Response  after  fruit  juice 

As  might  be  anticipated  from  the  ^jH  of 
the  orange  juice,  buffering  of  gastric  acidity 
was  noted  in  47  per  cent  of  the  patients 
studied.  The  fact  that  many  patients  com- 
plain of  discomfort  following  the  ingestion 
of  citrus  fruit  juices  alone,  however,  sug- 
gests that  the  buffering  action  of  the  fruit 
juice  is  of  short  duration.  In  90  per  cent  of 
the  ulcer  patients,  the  orange  juice  had  a 
stimulating  effect  on  the  gastric  secretions, 
and  at  the  end  of  one  hour  the  pn  values  in 
these  persons  fell  below  fasting  and  after- 
breakfast  levels.  Additional  tests  with  to- 
mato juice  in  2  ulcer  patients  produced  the 
same  response  as  did  the  orange  juice,  even 
though  tomato  juice  has  the  highest  pn  of 
the  commonly  used  juices. 

While  orange  juice  and  tomato  juice  can 
not  be  relied  upon  to  exert  a  buffering  effect 
even  for  a  brief  duration,  the  stimulating 
effect  of  these  juices  on  the  gastric  secretion 
is  relatively  constant.  This  effect  can  be 
modified  if  they  are  given  with  regular 
meals.  Other  methods  for  the  administration 
of  fruit  juices  have  been  suggested.  Ehr- 
man'^^'  advocated  the  addition  of  egg  white 
or  pectin  powder  to  the  orange  juice,  and  the 
conversion  of  tomato  juice  into  cream  of  to- 
mato soup  by  the  addition  of  light  cream  or 
milk.  The  /*H  of  fruit  juices  (table  5)  cannot 
be  relied  upon  as  a  guide  to  their  buffering 
effect.  The  buffering  action  of  all  juices, 
even  tomato  juice,  is  brief  and  inconstant, 
and  they  all  have  a  subsequent  stimulating 
effect  on  gastric  acidity. 

All  of  the  thirty-minute  gastric  specimens 
were  found  to  contain  orange  juice.  At  the 
end  of  sixty  minutes  none  of  the  specimens 
showed  visible  evidence  of  orange  juice  ex- 
cept in  those  cases  of  peptic  ulcer  compli- 
cated by  some  degree  of  obstruction.    The 

11.    Ehrmann.    Rudolf:    Therapeutic   Aspects    of    Peptic    Ulcer, 
Rev.    Gastroenterol.    14:89-98    (Feb.)    1917. 


Table  .5 
pH   Values  of  Various  Fruit   .Juices  and   .Milk 

Fruit  Juices  pH 

Freshly  piepared,   undiluted 

Lemon    2.29 

Grapefruit 3.12 

Orange 3.75 

Canned  or  bottled 

Grapefruit  2.98 

Grape   3.00 

Apple    3.24 

Pineapple 3.42 

Orange 3.62 

Prune   3.70 

Tomato  4.18 

Whole    Milk    6.65 

■  I'll  iletermiiiiitions  were  made  on  s'antples  of  various  fruit 
juices  .-tiiii  milk  supplied  to  patients  in  the  North  Carolina 
Baptist   Hospital. 

subjective  response  to  orange  juice  was  vari- 
able. Seven  of  the  ulcer  patients  complained 
of  epigastric  discomfort,  burning,  or  pain 
following  its  ingestion.  The  remaining  12 
ulcer  patients  had  no  subjective  complaints, 
although  a  marked  increase  in  gastric  acidity 
could  be  demonstrated  following  its  admin- 
istration in  all  except  two. 

Response  after  milk 

Ninety-four  per  cent  of  the  ulcer  patients 
showed  a  decrease  in  gastric  acidity  thirty 
minutes  following  the  administration  of 
milk.  At  the  end  of  one  hour  only  42  per 
cent  of  the  group  still  showed  evidence  of 
buffering.  The  buffering  action  of  milk  was 
more  prolonged  than  that  of  fruit  juice,  but 
was  still  relatively  short.  The  difference  be- 
tween the  findings  after  the  administration 
of  fruit  juice  and  milk  can  not  be  attributed 
to  an  exhaustion  phenomenon  following  re- 
peated aspirations,  since  the  secretion  of  gas- 
tric juice  has  been  shown  to  be  continuous 
in  human  beings.  The  fact  that  more  than 
half  the  patients  with  ulcer  showed  an  in- 
crease in  gastric  acidity  at  the  end  of  one 
hour  emphasized  the  necessity  of  using 
hourly  feedings,  particularly  in  the  treat- 
ment of  ambulatory  ulcer  patients  who  fail 
to  respond  satisfactorily  to  the  usual  six- 
meal  regimen. 

None  of  the  patients  with  ulcer  had  any 
subjective  discomfort  following  the  adminis- 
tration of  milk,  even  when  the  nature  of  the 
ingested  substances  was  not  made  known. 
The  finding  of  milk  in  nearly  all  sixty- 
minute  specimens  indicated  that  milk  is  more 
effective  than  fruit  juice  in  decreasing  gas- 
tric motility. 

Application  to  therapy 

It  would  appear  that  frequent  between- 
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meal  feedings  of  carefully  selected  foods  are 
important  in  combatting  the  ability  of  the 
stomach  to  produce  highly  acid  secretions 
when  peptic  ulcer  is  present.  The  pn  curves 
obtained  after  the  milk  feedings  paralleled 
one  another  in  all  groups  of  patients  and 
varied  only  in  the  intensity  of  the  response. 
After  the  administration  of  orange  juice,  pa- 
tients with  ulcer  showed  a  greater  increase 
in  acidity  than  did  the  other  patients  studied. 
Apparently  the  stimulating  effect  of  the 
orange  juice  on  the  gastric  secretions  is  in- 
tensified in  patients  with  peptic  ulcer.  This 
response,  as  well  as  the  indirect  evidence  of 
increased  motility,  may  in  part  explain  the 
subjective  symptoms  of  many  of  these  pa- 
tients following  the  ingestion  of  fruit  juices. 

Concliisiovs 

1.  The  buffering  effect  of  orange  and  to- 
mato juice  on  gastric  acidity  is  brief  and  de- 
clines rapidly  thirty  minutes  after  ingestion. 
A  stimulating  effect  was  almost  invariably 
noted  in  the  next  thirty-minute  period. 

2.  One  hour  following  the  administration 
of  orange  juice,  mean  pn  levels  of  the  gastric 
contents  were  found  to  be  below  both  fasting 
and  after-breakfast  values. 

3.  The  buffering  effect  of  milk  on  gastric 
acidity,  although  of  longer  duration  than 
that  of  fruit  juice,  may  have  to  be  main- 
tained by  frequent  feedings. 

4.  When  orange  juice  or  other  fruit  juices 
are  added  to  the  diet  of  patients  with  peptic 
ulcer,  they  should  be  given  with  regular 
meals  or  in  combination  with  other  foods. 


Dangerous  drugs. — It  is  unfortunate  that  some 
vendors  of  vitamin  D  have  gone  out  of  their  way 
trying  to  convince  physicians  that  the  use  of  the 
drug  in  huge  doses  is  perfectly  safe.  Certainly  any 
physician  who  has  ever  seen  a  few  cases  of  serious 
injury  due  to  the  use  of  vitamin  D  will  not  subscribe 
to  that  statement. 

It  is  unfortunate,  but  throughout  the  long  history 
of  medicine,  one  finds  that  physicians  have  always 
had  so  much  pressure  put  upon  them  to  do  some- 
thing for  the  person  who  is  desperate  because  of 
the  persistence  of  some  disabling  disease  that  al- 
ways they  have  used  in  large  quantities  drugs  the 
usefulness  of  which  has  never  been  demonstrated. 
Today  any  physician  past  sixty  years  of  age  can 
remember  the  time  when  everyone  with  a  cough  or 
with  tuberculosis  had  his  or  her  digestion  ruined 
with  large  doses  of  creosote  which  was  supposed  to 
kill   the   offending   bacteria,   but   didn't. 

Doubtless,  physicians  will  alwavs  be  high-pres- 
sured into  giving  drugs  whose  usefulness  has  never 
been  demonstrated  scientifically,  but  in  that  case  the 
wise  man  who  does  not  want  to  do  harm  will  pre- 
scribe small  doses. — Walter  C.  Alvarez:  The  Danger 
of  Giving  Large  Amounts  of  Vitamin  D,  Gastro- 
enterology 11:136  (July)   1948. 


PRESENT  TRENDS  IN  LABORATORY 
PROCEDURES 

John  H.  Hamilton,  M.D.* 

State  Board  of  Health 

Raleigh 

Sometimes  we  can  best  tell  where  we  are 
going  by  looking  at  the  places  where  we  have 
been.  This  is  a  hazardous  habit  if  we  are 
travelling  at  a  high  rate  of  speed ;  but  if  we 
stop  for  a  moment,  a  look  backward  may  re- 
veal some  landmarks  which  will  help  us  to  go 
forward  with  some  assurance  that  we  will 
make  genuine  progress.  When  we  consider 
recent  trends  in  laboratory  procedure,  we 
are  almost  compelled  to  stop  and  ponder  on 
the  procedures  of  the  past;  for  many  of  our 
present-day  activities  and  those  of  the  pre- 
dictable future  are  merely  adaptations  of  old, 
tried  and  true  methods  or  improvements  of 
tests  which  have  been  tried  and  abandoned, 
only  to  be  revived  when  a  new  antigen, 
medium,  drug,  chemical  or  instrument  is 
added  to  our  list  of  facilities. 

Examination  of  Water 

If  we  look  backward,  we  find  that  the  sani- 
tary examination  of  water  is  a  historical 
landmark  for  public  health  laboratories  in 
North  Carolina.  The  General  Assembly  in 
1907  established  the  State  Laboratory  of 
Hygiene,  made  an  appropriation  of  $2,000, 
and  supplemented  this  appropriation  with  a 
schedule  of  fees  which  the  laboratory  should 
charge  for  the  examination  of  specimens 
from  all  concerns  which  sold  water  in  the 
state.  Thus  was  established  an  activity  and 
the  precedent  that  financially  the  State  Lab- 
oratory of  Hygiene  must  be  partially  self- 
supporting.  Each  year  since  then  this  lab- 
oratory has  been  expected  to  take  in  receipts 
equal  to  one  third  to  one  half  of  its  total 
operating  expenses. 

The  objective  of  our  sanitary  examination 
of  water  is  essentially  the  same  today  as  it 
was  forty  years  ago.  Today  we  have  better 
equipment,  better  media,  better  methods,  and 
higher  standards.  We  are  now  making  com- 
plete chemical  analyses,  primarily  for  the 
purpose  of  establishing  more  effective  treat- 
ment plants  or  operating  equipment  more 
efficientlv,  but  also  to  aid  industry  in  choos- 


Read  liefore  the  Section  on  Public  Healtli  and  Eihication, 
Medical  S(X'ietv  of  the  State  of  Nortll  Carolina.  Pinehurst. 
May    I,    mts. 

*  Director,  State  Laboraton,'  of  Hygiene.  Raleigh.  N'orth 
Carolina. 
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ing  locations  where  suitable  water  is  avail- 
able. A  new  aspect  of  the  water  supply  prob- 
lem is  looming  large  upon  the  horizon — the 
so-called  trace  elements.  A  few  years  ago 
we  regarded  the  presence  of  fluorides  as  un- 
desirable; today  a  certain  concentration  of 
fluorine  is  considered  so  advisable  that  some 
communities  are  adding  fluorides  to  their 
drinking  water  in  the  expectation  that  those 
who  drink  it  will  have  fewer  decayed  teeth. 
Perhaps  sometime  in  the  future  traces  of 
copper,  boron,  or  some  other  element  will  be 
considered  as  an  essential  ingredient  of 
drinking  water. 

Serologic  Teats  for  Syphilis 

From  the  standpoint  of  volume  of  work, 
serologic  tests  for  syphilis  are  important. 
Probably  more  effort  has  been  exerted  to  im- 
prove these  procedures  than  for  any  other 
laboratory  test.  We  have  a  multiplicity  of 
tests,  or  rather  techniques,  bearing  the  name 
of  the  author  serologist,  each  of  whom  claims 
that  his  procedure  would  find  more  syphilis 
and  never  be  falsely  positive.  While  much 
has  been  done  to  improve  sensitivity,  it  is 
the  lack  of  specificity  which  continues  to 
worry  laboratory  directors.  False  positives 
frequently  place  the  stigma  of  syphilis  on 
people  who  do  not  have,  and  have  not  had, 
the  disease.  The  most  recent  hope  is  the 
cardiolipin  antigen.  It  is  apparent,  however, 
that  the  false  positive  test  has  still  not  been 
eliminated. 

The  quantitative  serologic  test  for  syphilis 
is  one  example  of  a  procedure  which  has 
waxed  and  waned  in  favor.  At  the  moment  it 
is  highly  regarded  by  most  syphilographers 
and  is  considered  an  indicator  of  the  efi'ec- 
tiveness  of  rapid-treatment  methods.  Its 
value  for  this  purpose,  as  well  as  the  value 
of  rapid  treatments  themselves,  can  only  be 
determined  with  the  passing  of  the  years. 
At  the  State  Laboratory  of  Hygiene  we  are 
now  making  quantitative  tests  for  physicians 
who  are  giving  penicillin  to  their  patients 
and  for  those  who  are  trying  to  detect  con- 
genital syphilis  in  infants.  Doctors  who  are 
responsible  for  patients  who  have  been 
treated  in  either  the  Western  or  Eastern 
Medical  Centers  should  continue  to  send 
specimens  from  these  patients  to  the  Centers, 
and  not  to  the  State  Laboratory  of  Hygiene. 

Complement  Fixation  Tests 
When  we  became  aware  of  the  widespread 

distribution  of  virus  infections,  most  of  us 


thought  in  terms  of  virus  laboratories  for  the 
isolation  and  identification  of  the  viruses 
themselves.  The  cost  of  setting  up  such  lab- 
oratories and  the  scarcity  of  well  trained 
virologists  kept  most  of  us  from  embarking 
on  this  venture.  Now  it  seems  that  serologic 
studies,  particularly  the  complement  fixation 
test,  will  supply  us  with  the  essential  infor- 
mation needed  to  give  laboratory  aid  to  the 
clinician  or  epidemiologist.  Several  years 
ago,  you  will  recall,  complement  fixation  was 
pretty  well  discredited  as  a  laboratory  test 
for  diseases  other  than  syphilis.  Now  we 
have  antigens  which  will  help  identify  spe- 
cific virus  infections.  Progress  in  this  field 
is  so  rapid  that  in  a  few  months  or  years  de- 
pendable antigens  for  a  considerable  num- 
ber of  viral  as  well  as  rickettsial  infections 
will  be  commercially  available.  Even  for  such 
conditions  as  amebic  dysentery  and  trichi- 
nosis complement  fixation  offers  hope  of  giv- 
ing cheap  and  dependable  laboratory  aids  in 
diagnosis.  In  our  own  laboratory  comple- 
ment fixation  tests  for  endemic  typhus  and 
Rocky  Mountain  spotted  fever  apparently 
become  positive  almost  as  rapidly  as  the 
Weil-Felix  test  and  are  type  specific. 

Microscopic  Examinations 
When  we  pause  to  consider  those  labora- 
tory examinations  which  are  made  chiefiy  by 
the  microscope,  we  think  automatically  of  the 
old  fashioned  or  conventional  Board  of 
Health  Laboratory  procedures  such  as  exam- 
inations of  the  sputum  for  tuberculosis,  of  a 
throat  culture  for  diphtheria,  of  blood  films 
for  malaria,  of  animal  heads  for  rabies,  of 
urethral  smears  for  gonorrhea,  of  feces  for 
intestinal  parasites,  of  spinal  fluid  for  men- 
ingitis, and  of  chancre  serum  for  syphilis. 
Some  of  the  methods  in  use  years  ago  were 
so  satisfactory  that,  although  new  methods 
have  been  brought  forward  and  tried,  the  old 
ways  held  on  against  modern  competition. 

For  tuberculosis  we  still  depend  to  a  large 
extent  upon  the  microscopic  examination  for 
typical  acid-fast  organisms,  and  upon  guinea 
pig  inoculation.  There  is  an  increasing  use 
of  cultural  methods  to  reveal  tubercle  bacilli 
in  specimens  which  have  so  few  organisms 
that  careful  search  under  the  microscope 
fails  to  show  them.  Cultural  methods  will 
yield  positive  findings  sooner  than  animal 
inoculation,  and  at  a  fraction  of  the  cost.  Up 
to  the  present  time,  however,  there  is  no 
indication  for  abandoning  either  microscopic 
examination  or  animal  inoculation,  for  each 
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method  has  its  own  field  of  usefidness. 

Gonococcus  culture  has  a  definite  field  of 
usefulness,  particularly  for  the  diagnosis  of 
chronic  gonorrhea  and  for  determining  the 
effectiveness  of  treatment. 

We  consider  that  it  is  good  policy  to 
inoculate  mice  with  brain  substance  when 
microscopic  examination  fails  to  reveal  typi- 
cal Negri  bodies  in  the  brain  cells  of  animals 
suspected  of  having  rabies. 

A  new  microscopic  procedure  which  has 
aroused  much  interest  is  the  examination  of 
vaginal  and  cervical  smears  as  an  aid  in  the 
early  diagnosis  of  cancer  of  the  uterus.  The 
study  which  Dr.  Kernodle  and  Dr.  Cuyler 
have  made  at  Duke  Hospital' ''  has  proved  so 
valuable  that  we  expect  to  set  up  a  Cytology 
Service  at  the  State  Laboratory  of  Hygiena 
and  make  this  service  available  to  the  physi- 
cians of  North  Carolina.  It  is  hoped  that 
some  adaptation  of  this  method  may  be  use- 
ful for  cancer  of  the  urinary  tract,  of  the 
lungs,  and  perhaps  of  the  gastrointestinal 
tract.  Other  tests  for  cancer  which  may  be 
found  useful  in  the  public  health  laboratory 
are  now  being  evaluated,  but  critical  ap- 
praisal may  show  them  to  be  useless. 

Before  leaving  the  subject  of  examinations 
that  are  principally  microscopic  in  nature, 
we  should  emphasize  the  fact  that  the  so- 
called  tropical  diseases  are  likely  to  become 
a  serious  threat  to  the  health  of  our  people. 
We  must  be  alert  to  think  of  them  and  to 
look  for  them.  North  Carolina  is  fortunate 
in  having  in  its  medical  and  public  health 
schools  men  who  are  experts  in  tropical  med- 
icine. Our  laboratory  service  should  benefit 
from  their  advice  and  counsel. 

Bacterial  Culture 

Bacterial  culture  is  an  increasingly  impor- 
tant laboratory  aid  to  diagnosis.  For  those 
diseases  which  have  organisms  circulating 
in  the  blood  stream,  blood  culture  is  most 
helpful.  Better  mailing  containers  will  in- 
crease the  usefulness  of  cultural  methods  for 
those  specimens  which  can  be  sent  through 
the  mail.  For  cultures  which  are  difficult  to 
identify,  such  as  types  of  Salmonella,  there 
are  available  competent  reference  laborator- 
ies with  which  arrangements  have  been 
made  for  study  and  accurate  typing. 

1.  (n)  Kenioille.  .7.  R.,  Cuyler,  W.  K..  and  Thtinias.  W.  L.: 
The  I'se  of  X'afrinal  Smears  in  the  Diagnosis  of  CJenital 
Cancer.  North  Carolina  M.  .1.  !i:Il-ir  (Jan.)  lOJS.  (h1 
Kernodle,  .F.  R.  and  Cnyler,  AV.  K.:  Report  of  a  U-Month 
Study  on  the  Us'e  of  Vairinal  and  Cervii-al  Smears  in  the 
Diagnosis   of   Malisnanry,   Ihid    [l:.'!2;'>3H    (.Tnlyl    IMS. 


Preparation  of  Biologic  Products 

The  general  trend  in  the  preparation  of 
biologic  products  is  for  more  emphasis  to  be 
placed  on  potency  and  toxicity  tests,  while 
still  holding  to  the  usual  sterility  and  safety 
tests.  The  desire  to  increase  the  concentra- 
tion of  the  antigenic  content  of  products 
used  for  immunization  has  followed  the  im- 
provement in  the  purity  of  those  used  for 
the  treatment  of  disease.  For  immunization 
there  is  an  increasing  demand  for  products 
containing  more  than  one  antigen.  Pertussis 
vaccine  has  been  combined  with  diphtheria 
toxoid,  alum  precipitated,  and  diphtheria 
and  tetanus  toxoids  have  been  combined. 
There  is  ample  evidence  that  effective  im- 
munity is  produced  by  each  antigen  when 
multiple  antigens  are  used.  So  far  there  has 
been  little  demand  for  any  product  contain- 
ing more  than  two  antigenic  agents. 

In  the  case  of  pertussis,  deaths  occur  most 
frequently  in  infants  under  4  months  of  age. 
If  we  are  to  give  protection  to  those  who 
need  it  most,  pertussis  vaccine  should  be 
given  to  infants  during  the  first  two  or  three 
months  of  life,  a  period  when  effective  im- 
munization against  diphtheria  is  not  pro- 
duced. If  very  young  infants  are  given  per- 
tussis vaccine,  their  immunity  to  whooping 
cough  can  be  boosted  by  giving  them  per- 
tussis vaccine  combined  with  alum  precipi- 
tated diphtheria  toxoid  at  6  to  9  months  of 
age.  For  typhoid  vaccine  the  recommenda- 
tion holds  that  initial  immunization  should 
be  obtained  by  three  doses  given  subcutane- 
ously.  The  Army  now  recommends  that  each 
of  the  three  doses  be  i^  cc.  Booster  doses 
each  year  thereafter  should  be  given  intra- 
cutaneously. 

Much  progress  has  been  made  in  the  study 
of  plasma  fractions,  the  most  familiar  one 
being  immune  globulin,  which  has  changed 
the  methods  for  the  management  of  measles 
epidemics.  Serum  albumin  is  particularly 
helpful  in  shock,  and  more  dependable  blood 
typing  can  be  obtained  by  plasma  fractions. 
In  fact,  the  blood  bank  program  of  the  future 
will  be  quite  different  from  that  of  the  past. 

The  Lahoratory  of  the  Future 

Now  what  about  the  laboratory  of  the  fu- 
ture? In  North  Carolina  we  are  pretty  well 
committed  to  the  development  of  local  lab- 
oratories, rather  than  the  establishment  of 
branch  state  laboratories.  There  are,  of 
course,  certain  advantages  as  well  as  certain 
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objections  to  each  type  of  program.  Perhaps 
the  fundamental  decision  should  be  based 
upon  whether  or  not  we  believe  in  local  self 
government  or  in  a  strong  state  or  national 
plan  of  administration.  Another  important 
factor  to  be  considered  is  that  many  labora- 
tory examinations  can  best  be  made  near  the 
source  of  the  specimen. 

To  my  mind  another  important  reason  for 
having  local  laboratory  service  is  that  a  sys- 
tem of  local  laboratories  gives  a  broad  base 
of  financial  support ;  thus  the  state  as  a 
whole  is  assured  of  a  more  consistent  type 
of  service  than  is  possible  when  the  whim  of 
a  single  budget  officer  or  appropriating 
body  can  cause  the  quality  of  service  to  de- 
crease or  increase  over  a  wide  area.  It  is 
true,  of  course,  that  any  one  local  laboratory 
may  be  dependent  upon  the  decision  of  a 
local  budget  officer  or  appropriating  body, 
but  the  service  in  the  state  as  a  whole  should 
be  more  stable  with  locally  operated  labora- 
tories than  with  the  state  or  national  system. 

Since  the  enactment  of  the  state  marriage 
law,  we  have  developed  a  system  of  approved 
local  laboratories  for  the  making  of  serologic 
tests  for  syphilis.  There  are  now  more  than 
100  of  these  approved  laboratories  in  the 
state. 

Plans  have  been  made  for  the  establish- 
ment of  regional  milk  laboratories.  Just 
what  the  Milk  Commission  and  the  General 
Assembly  will  provide  in  the  way  of  a  milk 
program  only  time  can  tell.  We  have  seen 
5-  to  10-cow  dairies  replacing  the  50-cow 
dairy.  The  question  arises :  Can  the  Board 
of  Health  make  ten  times  the  number  of 
dairy  inspections,  or  must  we  depend  more 
and  more  upon  the  laboratory  to  find  out  the 
kind  of  milk  pi'oduced  in  North  Carolina? 

We  would  like  to  see  a  laboratory  as  a 
part  of  each  local  health  department  and  are 
of  the  opinion  that  we  should  plan  to  bring 
that  service  about  as  rapidly  as  possible. 
The  IMedical  Care  Program  will  unquestion- 
ably accelerate  the  development  of  local  lab- 
oratories. It  is  hoped  that  the  public  health 
program  may  be  closely  integrated  with  the 
Medical  Care  Program.  In  a  great  many 
localities  one  laboratory  can  provide  service 
for  both  the  Medical  Care  Program  and  the 
local  health  department. 

If  present  trends  are  not  deceiving,  the 
future  reveals  a  vastly  increased  laboratory 
service  extending  into  every  nook  and  corner 
of  the  state.    It  will  profit  us  little  to  have 


well  planned  quarters,  well  placed  laboratory 
furniture,  and  excellent  equipment  if  we  do 
not  have  well  trained  laboratory  workers. 
In  the  past  a  technician  should  be  taught 
to  follow  specific  directions ;  now  we  need 
workers  who  not  only  know  "how"  but 
"why."  The  future  laboratory  worker  should 
have  good  academic  training  in  fundamental 
sciences,  particularly  chemistry,  physics,  and 
bacteriology.  The  most  logical  sources  for 
these  well  trained  workers  are  the  colleges 
of  North  Carolina.  Our  leaders  should  con- 
fer with  educational  authorities  in  an  effort 
to  see  that  adequate  preliminary  training  is 
ofi'ered  to  our  college  students.  It  is  also 
important  that  provision  be  made  for  college 
graduates  to  secure  experience  in  well  regu- 
lated laboratories.  We  feel  confident  that 
the  laboratory  will  be  increasingly  helpful  in 
the  health  program. 

Discxssion 

Dr.  W.  P.  Richardson  (Raleigh):  Dr.  Hamilton 
has  given  us  a  most  interesting  discussion  of  the 
present  status  and  future  prospects  of  many  public 
health  laboratory  procedures. 

There  are  two  aspects  of  adequate  laboratory 
service:  One  is  the  responsibility  of  the  laboratory 
workei's  who  actually  do  the  tests,  and  the  other — 
and  I  think  this  is  equally  important — is  the  respon- 
sibility of  those  who  take  the  specimens  on  which 
the  tests  are  performed.  The  results  of  any  labora- 
tory tests  are  dependent  upon  the  specimens  on 
which  they  are  performed. 

I  hear  a  great  many  complaints  from  laboi'atories 
about  hemolyzed  blood  specimens  that  are  sent  in 
for  serologic  tests  for  syphilis.  It  is  important  that 
we  take  all  the  precautions  with  which  most  of  us 
are  familiar  to  see  that  these  specimens  are  prop- 
erly  taken   and   refrigerated    until   they   are   mailed. 

We  also  have  a  responsibility  not  to  ask  for  tests 
which  we  know  are  worthless — for  instance,  the  ex- 
amination of  vaginal  or  urethral  smears  for  the 
diagnosis  of  gonorrhea  in  the  female.  Culture  is  the 
only  accurate  method  of  making  a  specific  diagnosis 
in  a  female. 

Dr.  Hamilton  referred  to  the  desirability  of  co- 
operation between  the  public  health  agencies  and 
medical  care  programs.  An  increasing  number  of 
local  hospitals  and  medical  centers  are  being  planned 
over  the  state.  Many  of  these  are  in  communities 
where  the  health  departments,  probably  for  manv 
years  to  come,  will  have  neither  the  volume  of  work 
nor  the  financial  support  to  justify  a  health  depart- 
ment laboratory.  I  think  it  is  important  that  coop- 
erative relationships  be  established  between  these 
centers  and  local  public  health  agencies,  both  in 
laboratory  wcrk  and  in  other  fields. 

Dr.  Hamilton  also  referred  to  the  matter  of  better 
training  for  laboratory  workers.  In  a  hospital,  the 
presumption  is  that  laboratory  workers  are  under 
the  supervision  of  a  competent  clinical  pathologist. 
Few  of  us  in  local  health  departments  would  feel 
competent  to  give  that  type  of  supervision  to  our 
laboratory  workers,  and  we  must  have  workers  who 
have  the  training  and  ability  to  carry  on  and  do  an 
effective  job  with  the  very  limited  amount  of  suner- 
vision  which  can  be  provided  from  the  central  labor- 
atory. 
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Dr.  E.  \\.  Furgurson  (Plymouth):  I  want  to  ask 
Dr.  Hamilton  when  we  can  anticipate  a  negative 
Wassermann  or  Kahn  test  in  patients  who  have  been 
treated  at  the  rapid  treatment  centers. 

i  also  want  to  ask  him  what  type  of  laboratory 
and  x-ray  facilities  might  be  needed  in  a  hospital  of 
3U  to  50  beds,  such  as  the  Medical  Care  Commission 
IS  advocating  for  smaller  communities.  This  is  an 
important  question  with  us.  We  don't  want  to  put 
a  millstone  around  the  necks  of  the  people  by  asking 
them  to  support  a  hospital  on  too  large  a  scale. 

In  my  community,  about  47  per  cent  of  the  popu- 
lation IS  colored,  and  that  means  that  it  is  going 
to  be  a  terriftc  burden  for  those  people  to  support 
a  county  hospital  even  after  they  nave  paia  the 
inuial  cost. 

Dr.  Hamilton:  Dr.  Wright  can  answer  Dr.  Furgur- 
son's  first  question  more  satisfactorily  than  1  can 
because  1  think  it  has  been  asked  him  moi-e  often, 
oo  lar  as  Dr.  Furgurson's  second  question  is  con- 
cerned, I  want  somebody  to  volunteer  to  answer 
tnat.  I  can  only  give  advice  about  what  not  to  do. 
Don't  place  a  laboratory  down  in  the  basement  or 
up  in  ihe  attic  and  give  it  closet  space.  Make  pro- 
vision for  two  laboratory  technicians  to  work  with- 
out bumping  into  each  other.  The  laboratory  should 
be  provided  with  a  location  that  gives  it  a  little 
dignity,  and  comfort  and  convenience  certainly 
should  receive  primary  consideration. 

Dr.  John  L.  Wright  (Director,  Field  Epidemiology 
Study  of  Syphilis,  Chapel  Hill):  Syphilis  serology 
following  intensive  treatment  parallels  almost  tne 
course  of  serology  following  the  old  methods.  If  the 
blood  test  doesn't  revert  to  negative  within  a  year, 
treatment  is  usually  considered  a  failure. 

Dr.  H.  C.  Lennon  (Greensboro):  Until  recently. 
North  Carolina  has  supported  very  few,  if  any,  pa- 
thologists except  those  connected  with  the  medical 
schools.  Within  the  past  few  years,  more  private 
pathologists  have  come  into  the  state,  and  we  hope 
that  we  are  contributing  a  little  to  the  raising  of 
medical  standards  in  the  state.  After  hearing  all 
these  elaborate  plans  for  laboratory  services  to  be 
distributed  by  the  state,  I  wonder  whether  there 
will  still  be  room  for  private  pathologists  or  whether 
the  state  is  planning  to  establish  laboratories  all 
over  the  state  in  competition  with  the  private  pa- 
thologists. We,  as  pathologists,  would  like  to  know 
whether  laboratory  medicine  is  going  to  be  taken 
over  as  state  medicine. 

Dr.  Hamilton:  I  can't  make  any  prediction  spe- 
cifically about  the  future.  Primarily,  it  is  our  pur- 
pose to  encourage  the  development  of  local  labora- 
tories rather  than  to  establish  branch  laboratories. 
The  policy  that  we  are  following,  to  all  intents  and 
purposes,  is  the  program  of  New  York  State.  I  don't 
think  we  are  ever  likely  to  have  enough  money 
available  to  the  public  health  program  for  us  to 
establish  state  laboratories  in  each  county  in  the 
state.  I,  personally,  have  no  desire  to  have  state 
medicine  or  socialized  medicine  including  laboratory 
procedures. 


We  must  suspect  malignancy  or  a  premalignant 
character  in  all  gastric  ulcers  first  appearing  after 
the  age  of  40;  in  all  those  in  the  prepyloric  inch, 
and  in  other  parts  of  the  stomach  that  are  not  on 
or  adjacent  to  the  lesser  curvature;  in  those  exceed- 
ing an  inch  in  diameter;  in  those  that  do  not  heal 
after  a  month's  strict  medical  treatment  in  bed  and 
in  which  occult  blood  is  still  found  in  the  stools  after 
such  treatment.  All  these  should  be  submitted  to 
surgery  without  further  delay. — Ogilvie,  H.:  The 
Early  Diagnosis  of  Cancer  of  the  Oesophagus  and 
Stomach,  British  M.  J.  2:407   (Sept.  13)    1947. 


FIBROMYOMA  OF  THE  CERVIX 

B.  Edmond  Thomas,  M.D. 

Flushing,  New  York 

The  subject  of  uterine  tumors,  particularly 
fibroniyomas,  has  been  dealt  with  quite  ade- 
quately by  most  writers  on  gynecologic  sub- 
jects, but  fibromyomas  of  the  cervix  have 
received  little  attention  in  the  American  lit- 
erature, although  foreign  authors  have  writ- 
ten about  the  condition  frequently.  Most 
textbooks  consider  the  subject  as  a  subdivis- 
ion of  uterine  fibroids,  although  Beecham'^' 
admits  that  the  picture  presented  is  often 
that  of  a  purely  cervical  tumor. 

Ca.se  Reports 
Case  1 

A  20-year-old  white  woman  was  admitted  to 
Flushing  Hospital  on  January  29,  1948,  with  the 
complaint  of  vaginal  hemorrhage.  The  bleeding  had 
been  spontaneous,  and  a  diagnosis  of  inevitable 
abortion  had  been  made  by  the  family  physician, 
who  packed  the  vagina  with  gauze,  and  immediately 
sent  the  patient  to  the  hospital. 

Her  past  history  was  irrelevant.  The  menarche 
was  a't  the  age  of  12,  and  her  periods  were  regular, 
occurring  every  twenty-eight  days  and  lasting  four 
to  five  days.  She  had  been  married  in  1944,  at  the 
age  of  17.  She  became  pregnant  a  short  time  later, 
and  after  an  uneventful  pregnancy  was  delivered  of 
a  living  child  on  December  22,  1945.  Since  that  time 
her  menstrual  periods  had  been  normal;  the  last 
period  began  on  January  10,  1948,  and  lasted  five 
days. 

Examination  on  admission  revealed  a  w;ell-devel- 
oped,  well-nourished  young  white  woman  in  no  ap- 
parent distress.  General  physical  examination  was 
essentially  negative.  The  blood  pressure  was  120 
systolic,  80  diastolic. 

Blood  examination  showed  4,330,000  red  blood 
cells,  86  per  cent  hemoglobin,  and  17,800  white  blood 
cells,  with  91  per  cent  polymorphonuclears  and  9 
per  cent  lymphocytes.  Her  blood  group  was  O,  and 
she  was  Rh-positive.  Urinalysis  was  negative,  and 
the  Aschheim-Zondek  test  for  pregnancy  was  nega- 
tive. 

On  pelvic  examination,  a  mass  about  the  size  of 
a  two  to  three  months'  pregnancy  was  felt  in  the 
upper  part  of  the  vagina.  The  cervix  was  greatly 
dilated  and  stretched  thinly  over  the  mass.  The 
fundus  could  not  be  definitely  outlined.  Through  the 
speculum  the  mass  could  be  seen,  partially  protrud- 
ing from  the  cervix;  it  was  grayish  white  in  color, 
with  a  vein  coursing  across  the  surface.  A  tentative 
diagnosis  of  uterine  polyp,  possibly  with  some  in- 
version of  the  uterus,  was  made. 

Since  the  patient  was  somewhat  uncooperative, 
she  was  examined  under  anesthesia.  Preparations 
were  made  to  remove  the  mass  by  either  the  vaginal 
or  the  abdominal  route,  depending  on  its  location 
and  extent.  The  mass  was  found  to  be  entirely  in 
the  cervix,  lying  in  the  anterior  lip  \\'ith  the  cervical 
canal  appearing  as  a  slit  postex-ior  to  it.  The  fundus 
could  be  felt  above  the  dilated  cervix.   Because  all 


Read  before  the  North  Carolina  Obstetrical  and  Gynecologi- 
cal Society,  Mid  Pines,  April  18.  1948. 

1.    Beecham.    C.    T. :    Xonmalignant    Diseases    of    the    Cervix, 
S.  Clin.  North  America  23:1299-1305    (Dec.)    1915. 
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of  the  tissue  was  distorted,  an  incision  was  made 
over  tlie  posterior  aspect  of  the  mass,  and,  with  little 
difficulty  and  little  bleeding,  the  entire  mass  was 
shelled  out.  The  remaining  anterior  lip  was  very 
thin,  with  much  redundant  tissue.  The  anterior  mu- 
cosa was  incised  and  stripped  back,  and  the  excess 
cervical  tissue  removed.  The  cervix  was  repaired  by 
several  deep  sutures,  and  the  mucosa  replaced  with 
three  Sturmdorf  sutures. 

The  postoperative  course  was  uneventful,  and  the 
patient  left  the  hospital  on  the  fifth  postoperative 
day.  The  cervix  healed  satisfactorily,  and  now  looks 
like  a  normal  multiparous  cervix  with  no  atresia 
of  the  canal. 

The  pathologic  report  on  the  specimen  removed 
was  as  follows: 

"Gross:  The  growth  was  a  well  encapsulated  mass 
90  by  65  by  60  mm.  The  surface  was  smooth  and  pale 
grayish-tan  in  color.  On  section  it  consisted  of  gray- 
Tsh-white  tissue,  arranged  in  whorls.  One  area  had 
a  focal  hemorrhage  measuring  1  mm.  in  diameter. 

"Microscopic:  The  mass  consisted  of  fibrous  tissue 
and  smooth  muscle  bundles,  having  a  characteristic 
interlaced  appearance." 

The  pathologic   diagnosis  was   "Fibromyoma." 

Case  2 

A  white  woman,  aged  39,  was  admitted  to  Flush- 
ing Hospital  on  April  4,  1948,  complaining  of  a  mass 
protruding  from  the  cervix.  She  thought  that  it  was 
a  recurrence  of  a  cystocele  which  had  been  repaired 
previously. 

She  had  been  married  eleven  years,  and  prior  to 
her  marriage  she  had  been  in  good  health.  The 
menarche  was  at  the  age  of  14,  and  her  periods 
occurred  every  twenty-eight  days,  lasting  three  to 
four  days.  She  had  dysmenorrhea  on  the  first  day 
only.  Her  first  pregnancy  in  1938  was  uneventful,  a 
full-term  baby  being  delivered  by  forceps.  She  was 
left  with  a  marked  cystocele  and  rectocele,  which 
was  repaired  in  1939.  In  1944  an  ectopic  pregnancy 
was  interrupted  and  the  right  tube  and  ovary  were 
removed.  In  1945  she  had  a  full-term  pregnancy 
which  was  terminated  by  cesarean  section.  During 
the  last  pregnancy  she  had  noticed  a  slight  protru- 
sion from  the  vagina,  but  since  it  did  not  incon- 
venience her,  she  did  not  consult  a  physician.  In  the 
past  year,  however,  it  had  been  growing  larger  and 
appearing  at  the  vaginal  outlet  as  a  small  mass. 
She  experienced  no  pressure  symptoms. 

Examination  revealed  a  well  developed,  well 
nourished  white  female,  in  no  apparent  distress. 
Her  general  physical  condition  was  good.  The  blood 
pressure  was  128  systolic,  82  diastolic.  Blood  count 
and  urinalysis  were  normal.  Pelvic  examination  re- 
vealed a  normal  sized  uterus,  in  good  position.  The 
adnexa  were  normal.  The  cervix  was  normal  in  size, 
and  the  mucosa  showed  the  scar  of  the  colporrhaphy 
which  had  been  done  nine  years  previously.  From 
the  anterior  lip  of  the  cervix,  there  was  an  elongated 
mass,  attached  by  a  pedicle. 

At  operation,  the  mucosa  was  incised  and  stripped 
back  for  a  short  distance.  A  clamp  was  placed  on 
the  pedicle  and  the  tumor  removed.  Bleeding  was 
controlled  with  a  transfixion  suture,  and  the  mucosa 
closed  with  interrupted  sutures.  The  postoperative 
course  was  uneventful. 

The  pathologist's   report  was   as   follows: 

"Gross:  Mass  40  mm.  in  length  and  30  mm.  in 
diameter,  completely  covered  by  epithelium.  On  sec- 
tion it  was  pinkish  white  with  tissue  arranged  in 
whorls. 

"Microscopic:  Fibrous  tissue  and  muscle  tissue 
interlaced. 

"Diagnosis :  Fibromyoma." 


Incidence 
At  the  present  time,  it  is  estimated  that 
cervical  fibromyomas  occur  in  about  5  per 
cent  of  all  cases  of  uterine  fibromyomas.  Since 
the  incidence  of  uterine  tumors  which  cause 
symptoms  has  been  estimated  by  Lynch  to  be 
less  than  8  per  cent  of  gynecologic  admis- 
sions to  hospitals,  the  incidence  of  cervical 
fibromyomas  on  gynecologic  services  is  about 
one  fourth  of  1  per  cent.  In  1930  Turenin'-' 
reviewed  the  literature,  and  found  112 
cases.  Douay*-'',  in  1939,  found  120  cases. 
Since  that  time,  cases  have  reported  from 
Argentina"',  Brazil'^',  Austria'"',  Italy''',  Bel- 
gium'"', and  from  this  country.  Greenhill''" 
presented  3  cases  in  1936,  and  in  1940  Dock- 
erty  and  Masson  of  the  Mayo  Clinic  reported 
a  case  which  also  showed  squamous-celled 
carcinoma'^'".  Torpin  and  Beard''"  presented 
a  case  in  1940,  and  in  this  article  classified 
these  tumors  according  to  the  location  on  the 
cervix  from  which  they  arose.  In  1943  Tor- 
pin"-'  reported  another  case,  in  which  the 
tumor  had  obstructed  labor. 

Classification 
Torpin's  classification  is  as  follows : 

A.  Tumors  arising  from  the  upper  part  of 
the  cervix  and  growing  upward  to  the  ab- 
dominal cavity,  elevating  the  fundus. 

B.  Tumors  arising  from  the  middle  por- 
tion of  the  cervix  and  extending  laterally 
into  the  intraligamentous  area,  anteriorly 
under  the  bladder,  or  posteriorly  into  the 
tissues  between  the  vagina  and  peritoneum. 

C.  Tumors  which  arise  from  the  portio 
vaginalis  and  remain  in  the  vaginal  canal 
or  protrude  from  it. 

D.  Tumors  which  arise  from  the  stump 
after  supracervical  hysterectomy. 

2.  Turenin,  quoted  by  Counsellor  and  Collins:  Fibromyoma 
of  the  Cervix  Uteri ;  Report  of  a  Case,  Am.  J.  Obst.  & 
Gynec.   30:108-112    (July)    1033. 

3.  Douay,   quoted  by   Bourg  and   Hannes(8). 

-1.    (a)    Boveri,   J.  L.   anil  Belizan.   L.   A.:   F'il>rinnal   de  cuello 

uterino.  Rev.  Ass'oc.  raed.  argent.  (iO  :207-20ii  (May  15)   194B. 

(b)    Mainetti,  J.  M.  and  Triaca,   J.   A.:   Fibroniioma  de  la 

porcion  intravaginal  del  cuello  uterino,  Rev.  med.  d'  Hosp. 

ital.  de  La  Plata  2:30-51   (July-Dec.)    1915. 
5.    (a)   Silva,  Castro  in   Rev.  de  gynee.  e.  d'obst.   1 :343,   1938. 

(b)  Cavalcanti,  R.:  Cervical  Myoma  with  Report  of  a  (iase. 

Rev.   nied.   de  Pernambuco   13:158.    1013. 
0.    Matolcsy,    K.:     \'aginale      Enukleation      eines      cervicalen 

Myomherdes    unter    der    Geburt,    Zentralbl.    f.    Gvnak,    60: 

2000-2008    (Dec.    12)    1912. 
".    Micca,  A.  B.  in  La  Gineeoiogia   10:873,   1937. 

8.  Bourg  and  Hannes:  Contribution  a  I'etude  du  fibromyome 
du  col  uterin,   Bruxelles-med.   27:577-583    (March   16)    1947. 

9.  Greenhill.  J.  P.:  Fibromyoma  of  Cervix  Uteri;  Three 
Cases.  One  Developing  in  Stump  after  Hysterectomy,  Am. 
J.  Obst.  &  Gynec.   31:678-680   (April)    1930. 

10.  Dockerty.  M.  B.  and  Masson,  J.  C. :  Unusual  Coexistence 
of  Squamous'  Cell  Carcinoma  and  Cen'ical  Fibromyoma, 
.\m.   J.   Obst.   &   Gynec.    40:177-481    (Sept.)    1940. 

11.  Torpin.  R.  and  Beard.  B.  C:  Fibromyoma  of  the  Uterine 
Cervix.  Pedunculated  and  Expelled  from  the  Vagina,  Am. 
J.  Obst.  &  Gynec.  40:490-492   (Sept.)   1940, 

12.  Toi-pin.  R.:  Fibromyoma  of  the  Cervix  Uteri  Obstructing 
Labor,   West.  J.  Surg.  51:190-198    (May)    1943. 
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Complications 

The  importance  of  these  tumors  lies  in 
their  proximity  to  important  pelvic  struc- 
tures such  as  the  bladder,  urethra,  ureters, 
and  rectum.  The  tumor  can  also  complicate 
labor  if  it  occurs  in  the  lower  part  of  the 
cervix,  although  Beck"'"  feels  that  in  most 
cases  the  tumor  moves  upward  as  the  cervix 
dilates  and  does  not  cause  dystocia.  The  most 
important  symptom  reported  is  that  of  sud- 
den, painless,  and  often  uncontrollable  vagi- 
nal hemorrhage,  due  to  necrosis  and  erosion 
of  the  blood  vessels. 

These  tumors  are  usually  fast  growing, 
probably  because  of  their  abundant  blood 
supply.  The  commonest  location'^"  is  on  the 
posterior  lip  of  the  cervix,  and  if  a  large 
tumor  is  so  located'^ ^",  it  may  compress  the 
rectum  or  give  a  feeling  of  weight  in  the 
pelvis.  Probably  many  of  these  tumors  are 
removed  in  cases  of  multiple  tibromyomas 
of  the  uterus,  with  no  notice  being  taken  of 
the  fact  that  the  tumor  mass  which  fills  the 
cul-de-sac  had  its  origin  in  the  cervix. 

These  tumors  may  also  arise  from  the 
anterior  lip  and  give  urinary  symptoms  by 
compressing  the  bladder  or  urethra  or  both. 
If  the  tumor  arises  from  the  lateral  aspect 
of  the  cervix,  it  will  extend  between  the 
leaves  of  the  broad  ligament  and  compress 
the  ureter,  or  become  so  involved  with  the 
ureter  that  it  is  difficult  to  separate  it  at 
operation. 

Thus  it  can  be  seen  that  this  tumor,  which 
is  in  itself  benign,  can  be  an  extremely  dan- 
gerous one,  and  that  it  should  be  removed 
as  soon  as  discovered. 

Methods  of  Removal 

The  method  of  removal  depends  on  the  lo- 
cation of  the  tumor,  as  well  as  on  the  age  of 
the  patient'"'.  In  patients  of  the  child-bear- 
ing age,  myomectomy  is  the  method  of 
choice,  but  in  older  patients,  particularly 
those  past  the  menopause,  total  hysterectomy 
should  be  perf ormed^^'''.   Pedunculated 


13.    Beck,    A.   C:    Obstetrical    Practice,    ed.    4,    Baltimore.    Wil- 
liams and  Wilkins.  in-t7. 

Daiinreuther,  W.  T. :  Treatment  of  the  Fibroid  Uterus, 
in  Meigs.  J.  V.  and  Sturgis,  S.  H.:  Progress  in  Gynecology, 
New  Vork,  Grune  &  Stratton,   1946. 

(a)  Lynch,  Frank  W.:  Fibroids  of  the  Uterus  and  .\llied 
Tumors,  in  Davis,  C.  H.:  Gynecology  and  Obstetrics, 
Hagerstown,  Maryland.  W.  F.  Prior  Co.,  1934,  v.  2,  ch.  !■>. 
p.  s.  (b)  Wharton,  L,  R.:  Gynecology,  ed.  2,  Philadelphia. 
W,  B.  Saunders  Co.,  1947.  (c)  Curtis,  A.  H.:  Textbook  of 
Gynecology,  ed.  4,  Philadelphia,  W.  B.  Saunders,  1942. 
(d)  Novak,  E.:  Gynecological  and  Obstetrical  Pathology, 
Philadelphia,  W,  B.  Saunders,   1940, 

(a)  Crossen,  H.  S.  and  Crossen,  R.  J.:  Operative  G^'ne- 
cologv,  ed,  6,  St.  Louis,  C.  V,  Mosby,  19ls,  (b)  Te  Linde, 
R,  \y.:  Operative  Gynecology,  Philadelphia,  J.  B.  Lippin- 
cott,  1946. 


14 


16 


growths  can  be  removed  by  clamping  the 
pedicle.  Interstitial  tumors  which  are  en- 
tirely vaginal  in  extent  may  be  removed  by 
vaginal  myomectomy;  one  should  first  be 
sure,  however,  that  the  entire  mass  can  be 
reached  from  the  vagina,  so  that  the  bleed- 
ing can  be  controlled  from  below.  One  must 
also  define  the  bladder,  for  the  mass  often 
distorts  the  tissues  to  such  an  extent  that 
normal  vaginal  landmarks  are  not  located. 
Any  tumor  growing  from  the  upper  part  of 
the  cervix  requires  an  abdominal  operation. 
Victor  Bonney'i^'  favors  this  approach  in  all 
fibromyomas  of  the  cervix.  He  feels  that 
myomectomy,  if  it  is  necessary  to  preserve 
the  uterus,  can  be  more  safely  performed 
when  one  has  the  major  blood  vessels  in  an 
easilj'  accessible  position. 

Conclusion 

I  have  presented  2  cases  of  fibromyoma 
of  the  cervix,  a  comparatively  rare  tumor 
which  can  give  rise  to  very  serious  compli- 
cations. The  patient  (aged  20)  in  the  first 
case  presented  is  believed  to  be  the  youngest 
in  which  this  tumor  has  been  found.  Most 
cervical  fibromyomas  have  been  found  after 
or  near  the  menopause,  and  very  few  cases 
have  been  reported  in  patients  under  the  age 
of  35. 
147-05  Roosevelt  Ave. 

17.    Berkeley,  C.  and  Bonney,  V.:  A  Textbook  of  Gynaecologi- 
cal Surgery,  ed.  4,  Loudon,  Paul  B.  Hoeber,  1942. 


Definition  of  a  psychoneurosis. — A  psychoneuro- 
sis  is  a  group  of  symptoms  which  may  be  physical, 
mental,  or  both,  which  develop  in  an  individual 
when  he  is  incapable  of  dealing  successfully  with 
the  circumstances  in  his  life  at  a  given  time.  His 
powers  of  adaptability  are  inadequate  in  the  face 
of  the  comple.xities  of  the  present  situation.  There 
are  two  implications  in  this  definition  of  which  I 
hope  you  will  make  note:  first,  that  neuroses  occur 
in  response  to  demands  made  upon  the  individual. 
These  demands  may  come  from  without  or  from 
within  the  person.  Secondly,  observe  that  this  defini- 
tion implies  that  recovery  from  a  neurosis  is  pos- 
sible. Improvement  may  be  brought  about  either  by 
reduction  of  the  demands  upon  the  individual  or  by 
the  acquisition  of  additional  knowledge  and  under- 
standing, by  which  his  ability  to  adjust  or  cope  with 
the  situation  is  improved.  The  former  method  is 
exemplified  by  the  regimen  which  requires  a  long 
rest  "getting  away  from  it  all,"  or  some  other  pro- 
cedure which  masks  the  situation  or  otherwise 
diminishes  the  pressure.  The  latter  method  is  best 
illustrated  by  a  program  of  psychotherapy  which 
increases  the  person's  adaptive  powers. — Samuel  B. 
Hadden:  The  Genesis  of  the  Neuroses,  Ann.  Int. 
Med.  27:282   (Aug.)    1947. 
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IN  VITRO  OBSERVATIONS  ON  THE 

ANTIBACTERIAL  ACTIVITY  OF 

AUREOMYCIN 

Manson  Meads,  M.D., 

Nancy  M.  Haslam, 

cmd 

KiNGSLEY  M.  Stevens,  M.D. 

Winston-Salem 

Preliminary  clinical  and  laboratory  inves- 
tigations of  a  new  antibiotic,  aureomycin, 
indicate  that  this  agent  has  a  high  degree  of 
chemotherapeutic  activity  against  rickettsias 
and  the  larger  viruses  (the  lymphogranu- 
loma venereum  and  psittacosis  group)  in  ad- 
dition to  many  of  the  common  gram-negative 
and  gram-positive  bacteria.  Aureomycin  is  a 
drug  of  low  toxicity  and  may  be  adminis- 
tered by  either  the  oral  or  the  intramuscular 
route"'.  Before  this  antibiotic  can  be  em- 
ployed most  effectively,  practical  laboratory 
methods  for  its  assay  must  be  developed,  its 
pharmacologic  properties  must  be  defined, 
and  its  activity  must  be  compared  with  that 
of  the  antibacterial  agents  now  in  clinical 
use. 

The  following  in  vitro  study  on  aureomy- 
cin was  undertaken  in  connection  with  a  clin- 
ical trial  of  this  antibiotic  in  the  treatment 
of  Rocky  Mountain  spotted  fever'-'.  A  prac- 
tical laboratory  procedure  was  developed  for 
assaying  aureomycin  in  serum  and  for  study- 
ing several  of  the  pharmacologic  properties 
of  this  drug  that  are  important  in  its  clinical 
usage.  The  susceptibility  of  some  of  the  com- 
mon bacterial  pathogens  to  aureomycin  was 
investigated  and  was  compared  with  their 
susceptibility  to  streptomycin  and  penicillin. 
As  secondary  bacterial  complications  fre- 
quently occur  during  the  course  of  viral  or 
rickettsial  infections,  a  knowledge  of  the 
spectrum  of  antibacterial  action  exhibited 
by  aureomycin  is  essential  to  its  proper  use 
in  these  diseases.  This  information  will  aid 
in  deciding  whether  another  chemothera- 
peutic agent  should  be  given  to  prevent 
superimposed   bacterial   infections,   or 

From  the  Dep;u-tmeiit  of  Internal  Medicine,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  Winston-Salem, 
North   Carolina. 

This  investigation  was  supported  (in  part)  by  a  research 
Erant  from  the  Bacteriology  Study  Section.  Division  of  Re- 
search Grants  and  Fellowships  of  the  National  Institute  of 
Health,   U.  S.  Public  Health  Service. 

1.  Conference  on  Aureomycin,  New  York  Academy  of  Sci- 
ences. Julv  21,  191S. 

2.  Harrell.  G.  T..  Meads.  M.,  and  Stevens.  K.  M.:  Aureomy- 
cin: .\  New  Antibiotic  Effective  Orally,  South.  M.  J.,  in 
press. 


whether   adequate   prophylaxis   may  be   ex- 
pected from  aureomycin  alone. 

Methods 

Method  for  te.sting  the  sensitivity  of 
bacteria  to  aureomycin 

The  aureomycin  used  in  this  study  was  the  crys- 
talline hydrochloride  salt,  a  puritied  product  of 
Streptomyees  aureofaciens'^'.  The  antibiotic  was 
stored  at  room  temperature  in  the  desiccated  or 
lyophilized  form.  The  latter  was  soluble,  in  concen- 
trations of  10  mg.  per  cubic  centimeter,  in  twentieth 
molar  phosphate  buffer,  physiologic  saline,  or  dis- 
tilled water;  the  desiccated  powder  was  soluble  in 
these  ililuents  in  concentrations  through  0.1  mg.  per 
cubic  centimeter.  Solutions  of  this  antibiotic  were 
made  just  prior  to  a  test  and,  when  necessary,  were 
sterilized  by  Seitz  filtration. 

In  vitro  measurements  of  the  sensitivity  of  various 
bacteria  to  aureomycin  were  obtained  by  a  serial 
dilution  method.  Five  tenths  cubic  centimeter  of  a 
diluted  si.x-hour  culture  of  the  organism  in  tryptose 
phosphate  broth  (Difco)  was  added  to  each  of  sev- 
eral 0.5  cc.  samples  of  serial  dilutions  of  the  anti- 
biotic, previously  made  in  master  tubes  of  the  nu- 
trient broth.  If  too  large  a  bacterial  inoculum  was 
employed,  the  results  of  the  test  were  of  little  prac- 
tical value.  A  ten  thousand  fold  culture  dilution 
(10-')  was  used  for  the  gram-negative  bacilli  tested, 
and  a  thousandfold  dilution  (10-')  for  the  gram- 
positive  cocci.  The  size  of  an  individual  inoculum 
was  determined  by  viable  pour  plate  counts  in  solid 
media.  Observations  were  made  after  18  liours  of 
incubation  at  37  C,  and  the  end  point  was  taken  as 
the  first  tube  in  a  series  of  drug  dilutions  that 
showed  no  growth  as  measured  by  turbidity;  the 
drug  concentration  per  cubic  centimeter  in  this  tube 
was  recorded  as  the  sensitivity  of  the  test  inoculum 
used. 

It  should  be  emphasized  that  all  of  the  tests  used 
to  measure  the  sensitivity  of  bacteria  to  chemo- 
therapeutic agents,  including  the  method  used  in  this 
study,  require  a  long  period  of  incubation  before 
end  points  are  recorded.  The  aureomycin  sensitivities 
obtained  by  these  methods  could  be  subject  to  error 
because  of  drug  inactivation.  In  view  of  this  possi- 
bility, attempts  were  made  to  develop  a  sensitivity 
test  based  on  the  principles  of  the  rapid  turbidi- 
metric  method  used  to  measure  aureomycin  levels. 
Failure  to  develop  a  simple  procedure  and  difficulty 
in  the  interpretation  of  results  have  so  far  made 
such  a  test  impractical. 
Methods  for  measuring  aureomycin  levels 

The  activity  of  aureomycin  in  solution  was  meas- 
ured against  a  reference  strain  of  Staphylococcus 
aureus' ^ I  by  the  twofold  serial  dilution  technique 
and  by  a  modification  of  the  three-hour  turbidi- 
metric"  method  of  Osgood  and  his  associates''".  Be- 
cause of  the  rapid  loss  of  potency  exhibited  by  solu- 
tions of  aureomycin  at  physiologic  ranges  of  tem- 
perature  and   pH,   this   latter   procedure   proved   to 

n.  Supplied  hv  Dr.  Herald  R.  Cox,  Lederle  Laboratories 
Division.  American  Cyanamid  Company,  Pearl  River,  New 
York. 

1.  Though  several  strains  of  hemolytic  Staph,  aureus  were 
found  satisfactory  for  reference,  the  Oregon  J.  strain 
(American  Tvpe  Culture  Collection  No.  9801)  used  by  Dr. 
Edwin  E.  Osgood  was  adopted  for  the  purpose  of  stand- 
ardization. ,     „      . , 

1  (a)  Osgood,  E.  E.  and  Graham.  S.  M.:  A  Simple  Rapid 
Method  for  Assav  of  Bactericidal  and  Bacteriostatic 
Agents,  Am.  .1.  Clin.  Path.  l-;9.'!-107  (Feb.)  1947. 
(hj  Osgood.  E.  E.:  .\ssay  of  Penicillin.  Streptomycin.  Tri- 
valent  Organic  Arsenicals.  and  Other  Bactericidal  and 
Bacteriostatic  Agents,  J.  Lab.  &  Clin.  Med.  32:444-400 
(Apr.)    1947. 
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have  a  distinct  advantage  over  tests  requiring  longer 
periods  of  incubation. 

The  principles,  calculations,  and  technique  in- 
volved in  the  turbidinietric  method  used  in  this 
study  ai-e  similar  to  those  that  have  been  described 
in  detail  by  the  above  mentioned  investigators,  but 
its  adaptation  to  the  assay  of  aureomycin  and  for 
measurement  in  a  Coleman  junior  spectrophotometer 
required  the  following  changes: 

1.  The  use  of  19-by-150  mm.  test  tubes  required 
a  final  volume  in  each  tube  of  6  cc.  (a  0.5  cc.  aliquot 
of  the  test  sample,  0.5  cc.  of  distilled  water  in  which 
the  aureomvein  standard  or  other  agents  were  added, 
and  5  cc.  of  the  test  culture). 

2.  The  most  suitable  aureomycin  standard  was 
found  to  be  one  that  gave  a  final  concentration  of 
0.1  microgram  per  cubic  centimeter  in  the  test.  This 
concentration  was  obtained  by  adding  0.5  cc.  of  dis- 
tilled water  containing  1.2  micrograms  of  aureomy- 
cin per  cubic  centimeter. 

3.  A  culture  of  the  reference  strain  in  its  early 
logai'ithmic  phase  of  gro^\'th  was  used  when  it  had 
reached  an  optical  density  reading  of  0.04  to  0.05 
Coleman  units,  preferably  0.045  units. 

4.  Readings  of  ontical  density  were  most  reliable 
when  made  m  and  2'_>  hours  after  the  onset  of  the 
test.  At  later  periods  measurements  werp  often 
affected  bv  deviations  in  the  straight-line  nhase  of 
groMi:!!  of  the  reference  organisms.  Th's  was  par- 
ticularly true  when  serum  was  included  in  a  test.  If 
a  pure  culture  of  the  reference  strain  is  used  and  if 
the  other  constituents  in  the  test  are  not  grossly 
contaminated,  the  assay  may  be  performed  without 
the  use  of  sterile  technique. 

An  analysis  of  consecutive  assays  of  samples  of 
kno\\Ti  aureomycin  potency,  made  during  the  period 
that  this  turbidinietric  method  was  under  investiffa- 
tion,  demonstrated  an  accuracy  of  ±27  per  cent  in 
drug  concentrations  I'anging  from  0.24  to  2.4  micro- 
grams per  cubic  centimeter  (final  concentrations  in 
thp  test  0.02  to  0.2  microgram  per  cubic  centimeter). 
When  familiarity  with  the  techniaue  had  been  ac- 
quired and  when  the  controls,  standard,  and  "un- 
knowns" were  each  tested  in  duplicate,  this  error  was 
reduced  to  *12  iier  cent.  By  increasing  the  initial 
ontieal  density  of  the  reference  culture,  higher  anti- 
biotic levels  could  be  measured,  and  when  th^  cul- 
ture densitv  was  decreased  the  reverse  was  found 
to  be  true.  On  the  other  hand,  it  was  noted  that,  for 
test  samples  that  fell  above  or  below  the  range  of 
0.24  to  2.4  micrograms  per  cubic  centimoter,  the  ac- 
curacy of  measurement  was  greater  if  thev  were 
diluted  or  added  in  larger  volumes  to  a  test  and  the 
inoculum  size  of  the  staphylococcus  kept  constant. 

Some  Physical  Properties  of  Aureomycin 
Stability 

The  results  of  a  study  on  the  stability  of 
aureomycin  in  several  common  diluents  at  37 
C,  4  C.',  and  -20  C.  is  shown  in  table  1.  The 
pK  that  resulted  from  the  addition  of  pow- 
dered drug  to  each  solution  was  not  adjusted. 
Aureomycin  demonstrated  a  rapid  loss  in 
potency  at  37  C.  in  all  of  the  diluents  that 
were  studied :  this  loss  was  particularly  evi- 
dent in  solutions  that  were  neutral  or  slight- 
ly alkaline.  The  drug  was  inactivated  more 
slowly  at  average  ice  box  temperature  (4 
C.)  ;  the  increase  in  stability  at  this  tempera- 
ture was  significant  in  24  hours  for  all  solu- 
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tions  that  wei-e  not  at  an  acid  pH.  Aureomy- 
cin  in  distilled  water  appeared  to  be  the  most 
stable  of  the  solutions  at  4  C.  but  duriny  the 
third  24-hour  period  of  storage  a  65  per  cent 
loss  of  potency  occurred.  Within  experi- 
mental error,  the  antibiotic  was  stable  in  all 
diluents  and  at  all  pK  ranges  if  it  was  stored 
in  the  frozen  state  (—20  C.)  for  not  longer 
than  48  hours.  It  therefore  appears  that  the 
stability  of  aureomycin  in  solution  is  in- 
versely related  to  time  and  temperature, 
and  is  proportional  to  the  final  hydrogen 
ion  concentration  in  the  solution. 

Aureomycin  was  very  rapidly  inactivated 
in  fresh  human  serum  during  incubation  at 
37  C.  Turbidimetric  assays  performed  in 
quadruplicate  on  such  mixtures  showed  a 
29,  35,  and  57  per  cent  fall  in  the  titer  of 
the  antibiotic  after  one,  two,  and  three  hours 
respectively.  To  determine  whether  this  loss 
of  activity  was  due  to  the  formation  of  an 
inactive  combination  of  aureomycin  with 
albumin — similar  to  the  penicillin-albumin 
complex — the  activity  of  0.1  microgram  of 
aureomycin  in  nutrient  broth  was  compared 
with  that  of  the  same  amount  of  drug  in 
broth  containing  human  serum  or  albumin ; 
the  final  concentrations  of  albumin  in  these 
last  two  mixtures  were  equal.  The  results, 
including  the  relative  growth  rates  of  the 
reference  strain  of  Staph,  aureus  in  the  vari- 
ous mixtures  without  added  aureomycin,  are 
shown  in  table  2. 

The  marked  loss  of  the  drug's  antibac- 
terial activity  in  the  presence  of  human  se- 
rum could  not  be  explained  on  the  basis  of 
an  interaction  of  aureomycin  with  albumin. 
The  actual  increase  in  the  drug's  potency 
that  was  apparent  in  solutions  containing 
1  per  cent  albumin  may  be  due  to  the  stim- 
ulating effect  of  albumin  on  the  growth  of 


the  reference  organism  when  other  consti- 
tuents of  human  serum  are  absent.  The  ef- 
fectiveness of  other  antibiotic  agents  is 
known  to  be  greater  when  the  multiplication 
rate  of  a  micro-organi.sm  is  increased.  The 
relationship  between  the  antibacterial  po- 
tency of  aureomycin  and  the  rate  of  bac- 
terial growth  appears  to  be  of  a  similar 
nature. 

Effect  of  procaine  on 
potency  of  aureomycin 

The  intramuscular  injection  of  aureomy- 
cin in  distilled  water  gives  rise  to  a  consid- 
erable degree  of  local  discomfort  that  can  be 
somewhat  reduced  if  a  neutral  buffer  is  used 
as  the  vehicle  for  the  drug.  By  mixing 
0.5  cc.  of  1  per  cent  procaine  with  a  dose 
of  aureomycin,  injections  may  be  made  more 
tolerable.  It  was  demonstrated  that  this 
latter  procedure  had  no  effect  on  the  potency 
of  the  drug.  In  vitro  tests  showed  that  the 
highest  concentrations  of  procaine  hydro- 
chloride used — 100  mg.  per  100  cc. — failed 
to  inhibit  or  stimulate  the  action  of  this 
antibiotic. 

Failure  to  pe)ict)vte  the  membrane 
of  human  red  hlood  cells 

As  compared  with  penicillin  and  strepto- 
mycin, aureomycin  is  unique  in  its  ability 
to  exert  a  detrimental  effect  on  certain  intra- 
cellular pathogens — an  observation  which 
suggests  that  it  may  pass  through  cell  mem- 
branes. The  following  experiment  was  de- 
signed to  test  such  a  hypothesis  in  regard  to 
the  membrane  of  human  red  blood  cells. 
Aureomycin  was  added  to  heparinized  whole 
blood  and  to  serum  in  equal  final  concentra- 
tions; the  solutions  were  mixed  thoroughly, 
and  placed  at  4  C.  for  30  minutes.  This  tem- 
perature was  chosen  to  minimize  drug  in- 


Table  2 

The  Antibacterial  Activity  of  Aureomycin  in  Nutrient  Broth  Compared  with  That  of  the  Anti- 
biotic   in    Broth    Containing-    Human  Serum   or  Human  Albumin. 

Rrlntirr  Grinrth  Rntes 

<>f  Staph.  Ai"RFrs  in 

Enrfi  Mrrliitmt 

1.000 
1.075 
1.120 
1.525 
1.990 


Tansent  of  the  ang-le  made  Ijy  the  straight-line  portion  of  the 
Errowth  cui've  in   iintrient  iaroth  witliout  antibiotic 
A'alues  greater  tlian  1.000  indicate  a  rate  of  growth  of  the  reference   strain    tliat    is    greater   tlian   its   growth   in    tryptose 
pliospliate  broth  without  serum  or  albumin. 


Final  Conrentrafinn 

MrcL^itrable  A  nfi- 

Percent .  of  Artivi 

Media 

of  Aiircomi/cin  Arhh'd 

barferial  Arfivifi/ 

in  Broth  Alone 

Broth 

0.1  nicg./cc. 

0.100  mcg./cc* 

100%* 

Broth 

+ 

10%   serum 

0.1  mcg./cc. 

0.058  mcg./cc. 

-42% 

Broth 

+ 

25%  serum 

0.1  mcg./cc. 

0.056  mcg./cc. 

-44% 

Broth 

+ 

0.4r;    albumin 

0.1  mcg./cc. 

0.095  mcg./cc. 

-5% 

Broth 

+ 

l^f    albumin 

0.1  mcg./cc. 

0.125  mcg./cc. 

+  25% 

*  Reference  point  for  100  per 

cent  activits"  on   which 

he 

comparisons  were  based. 

Tanirent  of  the   an 

rr'^. 

n) 

ide  by  the  straight-line 

portion  of  the 

V  RnfJn 

nf 

rnntrnl     Offuvth     Rn 

growth   curve   in 
tps^    . — 

ea 

■h 

t^je  of  medium   without  antibiotic 
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activation,  and  would  have  little  effect  on 
the  rate  of  diffusion  of  a  substance.  Turbi- 
dimetric  assays  were  then  done  in  duplicate 
on  the  supevnate  of  the  centrifuged  whole 
blood  and  on  the  serum.  In  the  former,  which 
had  a  hematocrit  of  44  per  cent,  the  drug  ex- 
hibited twice  as  much  activity  as  in  the  se- 
rum. Within  the  *12  per  cent  error  of  the 
assay  procedure,  aureomycin  failed  to  pene- 
trate the  red  cell  membrane  in  measurable 
amounts. 

Seni/n  Levels  of  Aureomycin  FoUoiriiig  a 

Single  Intntmvscnlar  Injection  in 

Human  Beings 

A  single  dose  of  40  mg.  of  aureomycin  was 
given  to  8  convalescent  patients  by  the  in- 
tramuscular route.  Each  dose  was  adminis- 
tered immediately  after  it  had  been  dissolved 
in  4  cc.  of  sterile  twentieth  molar  phosphate 
buffer  plus  0.5  cc.  of  1  per  cent  pro- 
caine hydrochloride.  The  ages  of  the  sub- 
jects ranged  from  25  to  59  years.  No  evi- 
dence of  cardiac,  hepatic,  or  renal  damage 
was  demonstrated  in  these  patients,  and  all 
were  able  to  concentrate  urine  to  a  specific 
gravity  of  greater  than  1.020.  Blood  was 
drawn  for  assay  purposes  before  the  drug 
was  administered  and  at  various  time  inter- 
vals thereafter,  as  indicated  in  table  3.  The 
results  of  these  tests  in  the  first  two  sub- 
jects indicated  that  aureomycin  was  slowly 
absorbed  from  the  site  of  injection;  there- 
fore, in  the  remaining  6  individuals,  samples 
were  taken  at  longer  intervals. 

In  order  that  maximum  activity  could  be 
measured,  the  blood  samples  were  centri- 
fuged after  being  placed  in  an  ice  box  for 
one  hour,  and  the  serum  was  frozen  rapidly 
in  an  alcohol  bath  at  —20  C.  Serum  levels  of 
aureomycin  were  determined  by  the  rapid 
turbidimetric  method  within  24  hours  after 
a  specimen  had  been  received.  The  observa- 
tions are  shown  in  table  3,  and  though  they 


are  few  in  number  they  attest  the  value  of 
the  three-hour  method  of  assay.  These  low 
levels  of  activity  could  not  be  measured  by 
procedures  that  required  a  long  incubation 
period.  In  6  subjects  maximum  serum  con- 
centrations first  appeared  in  specimens  that 
were  obtained  three  or  six  hours  after  a  dose, 
and  antibacterial  activity  was  detectable  at 
nine  hours  in  5  of  the  6  specimens  tested. 

Comparison  with  Other  Antibiotics  in  Vitro 

Mechanism,  of  action 

The  mechanisms  of  antibacterial  action  of 
aureomycin  and  penicillin  were  compared  by 
a  study  of  the  growth  of  Staph,  aureus  in 
liquid  media  containing  these  agents.  Tubes 
of  nutrient  broth  containing  respectively  1 
and  0.1  microgram  of  aureomycin  per  cubic 
centimeter,  0.1  and  0.01  unit  of  penicillin 
per  cubic  centimeter,  and  no  antibiotic  were 
each  inoculated  with  approximately  560,000 
organisms  from  an  eighteen-hour  culture  of 
the  reference  strain,  and  incubated  in  a 
water  bath  at  37  C.  Counts  of  the  viable  or- 
ganisms in  each  tube  were  made  five  times 
during  a  24-hour  period  by  pouring  appro- 
priate dilutions  of  a  culture  aliquot  and  agar 
media  at  45  C.  After  these  pour  plates  had 
been  incubated  for  24  hours  at  37  C,  the 
visible  colonies  that  appeared  were  counted. 
The  number  of  colonies  was  taken  as  the 
count  of  viable  bacteria  per  cubic  centimeter 
when  corrections  had  been  made  for  the  di- 
lution represented  by  each  aliquot.  The  com- 
bined results  are  shown  in  figure  1,  in  which 
the  logarithm  of  the  number  of  surviving 
organisms  per  cubic  centimeter  for  each 
tube  is  plotted  against  the  hours  of  incuba- 
tion of  each  test. 

The  actions  of  aureomycin  and  penicillin 
against  Staph,  aureus  are  similar.  In  low 
concentrations  both  drugs  cause  an  inhibition 
of  growth.  Between  the  sixth  and  twelfth 
hours,  the  complete  bacteriostasis  due  to  0.1 


Table  3 

Serum    Concentrations    of    Aureomycin    in    Eight  Human  Beings  Following  a   Single  Intramuscular 

Dose  of  Forty   Milligrams 

SEKUM    CONCENTRATIONS   OF   AUREOMYCIN  (Micrograms  per  Cubic  Centimeter) 


Hours 


after 

Siiltject 

^ifbjrrl 

f^iibjert 

Snbiecf 

Dose 

I 

•2 

.1 

4 

V2 

0.08 

0.14 

1 

0.20 

0.12 

9 

0.16 

0.06 

3 

0.31 

4 

0.12 

0.08 

6 

0.10 

0.81 

9 

0.16 

0.48 

12 

0.00 

Sidtjerf 


0.17 
0.00 

0.18 


Subject 


0.43 

0.45 
0.45 


Subject 

7 


0.68 

0.34 
0.00 
0.00 


Subject 


0.73 

0.73 
0.43 
0.00 
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Fig.  1.  The  effect  of  aureomycin  and   penicillin 
on  the  growth  of  Staphylococcus  aureus  in  vitro. 

microgram  of  aureomycin  per  cubic  centi- 
meter was  overcome  and  followed  by  the  un- 
restricted growth  of  the  culture.  A  tenfold 
increase  in  the  concentration  of  aureomycin 
and  penicillin  resulted  in  the  rapid  killing 
of  the  majority  of  the  organisms  in  the  inoc- 
ulum. The  bactericidal  effect  of  drugs  in 
these  concentrations  was  noted  for  six  hours, 
and  was  followed  in  both  instances  by  bac- 
teriostasis  that  persisted  for  the  remainder 
of  the  24-hour  observation  period. 

Antihactericd  properties 

The  activities  of  aureomycin,  penicillin 
and  streptomycin  against  32  strains  of 
pathogenic  bacteria  were  compared  in  vitro; 
the  majority  of  the  organisms  had  been  re- 
cently isolated  from  human  beings.  Because 
of  the  relative  ineffectiveness  of  penicillin 
against  most  of  the  gram-negative  bacilli, 
tests  of  their  sensitivity  to  this  agent  were 
omitted.  The  observations  recorded  are 
summarized  in  table  4. 

Like  penicillin,  aureomycin  was  much 
more  effective  against  the  gram-positive 
cocci  than  against  the  gram-negative  organ- 
isms that  were  tested.  It  is  not  surprising, 
in  view  of  the  rapid  inactivation  of  aureomy- 
cin in  alkaline  solution,  that  the  two  species 
of  bacteria  which  produce  large  amounts  of 
alkali  during  their  gro\\'th  {Proteus  vulgaris 
and  Alcaligenes  fecalis)  exhibited  a  high  de- 
gree of  resistance  to  the  action  of  this  anti- 


biotic. The  susceptibility  of  individual  bac- 
terial .strains  to  the  three  antibiotics  varied 
independently  and  in  a  random  fashion.  Bac- 
terial variants  isolated  from  streptomycin- 
sensitive  strains  and  showing  an  increased 
resistance  to  this  antibiotic  failed  to  demon- 
strate a  concomitant  increase  in  their  resist- 
ance to  aureomycin.  In  a  patient  with  sub- 
acute bacterial  endocarditis  who  was  being 
treated  with  penicillin  and  streptomycin,  a 
strain  of  Sti-eptococcus  viridans  (no.  16)  had 
developed  a  high  degree  of  fastness  to  these 
drugs ;  this  strain  was  relatively  sensitive  to 
aureomycin  m  intro. 

Comment 
Range  of  effectiveness 

Unpublished  reports  from  several  clinics 
indicate  that  aureomycin  has  been  effective 
in  the  treatment  of  Rocky  Mountain  spotted 
fever,  endemic  typhus,  Q  fever,  and  lympho- 
granuloma venereum  in  human  beings,  and 
that  this  new  antibiotic  deserves  an  extensive 
clinical  trial  in  these  infections  and  in  those 
due  to  related  micro-organisms'^'.  Experi- 
•ments  described  in  this  paper  have  demon- 
strated that  aureomycin  also  has  a  potent 
antibacterial  action  i)i  vitro.  The  activity  of 
very  low  concentrations  of  this  drug  against 
strains  of  Staph,  aureus.  Strep.  virida7is, 
Streptococcus  pyogenes,  and  Streptococcus 
fecalis  warrants  an  investigation  of  the  clin- 
ical value  of  aureomycin  in  diseases  due  to 
these  organisms.  Unlike  the  gram-positive 
species  that  were  treated,  the  gram-negative 
bacilli  were  relatively  resistant  to  this  anti- 
biotic :  as  a  whole,  this  latter  group  of  organ- 
isms showed  a  greater  susceptibility  to  strep- 
tomycin. 

The  development  of  fastness  to  streptomy- 
cin in  vitro  did  not  affect  the  sensitivity  of 
bacteria  to  aureomycin.  A  strain  of  Strep. 
vi)-idans  that  had  become  resistant  to  peni- 
cillin and  streptomycin  in  vivo  was  found  to 
be  sensitive  to  very  low  concentrations 
of  aureomycin  in  vitro.  Drug  fastness 
is  a  property  of  bacterial  strains  that 
varies  in  an  independent  manner  for  each 
chemotherapeutic  agent.  Aureomycin  may 
prove  of  great  value,  therefore,  in  certain 
instances  where  treatment  with  penicillin  or 
streptomycin  has  failed  because  the  infecting 
organism  is  naturally  resistant  or  develops 
resistance  to  these  drugs. 
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Table  4 

The  Comparatiye  Sensitivity  of  Common   Pathogenic    Bacteria    to   Aiireomycin, 

Streptomycin,  and  Penicillin 


Strain 

Iiioculuiii  Size 

Alitlhiii 

ir  Sensitiviti/   (Mirrofj 

rants  per 

Number 

(Orrianhms  per 

C'lihic   Cfintimeter) 

Orf/rniiNin 

Te 

'<fed 

Clilil'r  Cviitimrtt-r) 

A  ureomf/cin 

Streijtomi/rin 

Pt'iiielUiii- 

Staphylococcus  aureus 

1 

17,000 

0.3 

3.1 

0.02 

2 

18,000 

0.3 

8.1 

0.15 

3 

26,000 

0.3 

3.1 

0.02 

4 

2,000 

0.3 

0.8 

0.02 

(Var.)   4 

5,000 

0.1 

>  50 

0.01 

5 

7,C00 

0.7 

3.1 

0.15 

6 

80,000 

0.3 

12.5 

0.02 

7 

2,000 

<    0.1 

0.3 

0.01 

8 

3,000 

0.1 

1.5 

0.01 

9 

1,000 

<   0.1 

0.1 

<    0.005 

10 

20,000 

<   0.1 

1.5 

0.04 

11 

13,000 

0.3 

6.3 

0.02 

12 

21,700 

0.3 

6.3 

0.30 

Streptococcus 

pyogenes 

13 

6.000 

1.5 

12.5 

0.005 

viridans 

14 

2,000 

0.1 

12.5 



15 

1,000 

0.1 

0.1 

— 

16 

71,000 

1.5 

•,   50 

1.5 

fecalis 

17 

100,000 

1.5 

:   50 

0.3 

18 

5,000 

0.7 

^  50 

1.5 

noiihemolyticus 

19 

36.000 

0.1 

12.5 

0.01 

Aerobacter  aerogenes 

20 

120.000 

3.1 

3.1 

21 

84,000 

6.2 

>  50 

Escherichia  coli 

22 

60,000 

50 



ii 

70,000 

25 

— 

24 

71,000 

6.2 

6.2 

25 

94,000 

3.1 

6.2 

Alcaligene?  fecalis 

26 

26,000 

>  50 

3.1 

Salmonella  suipestifer 

27 

78,000 

25 

25 

Proteus  vulgaris 

28 
29 

230,000 
100,000 

>  50 

>  50 

12.5 

Klebsiella  pneumoniae 

30 

89,000 

50 

1.5 

31 

77,000 

25 

0.8 

(Var.) 

31 

32,000 

25 

1.5 

(Var.) 

31 

42,000 

25 

6.0 

(Var.) 

31 

44,000 

25 

-.  50 

Pseudomonas  aeruginosa 

32 

65,000 

12.5 

3.1 

33 

300,000 

>  50 

y  50 

(Var.)  =:  Varient  strains  isolated  from  their  streptomycin-sensitive   parent   and   demonstrating   differ- 
ent degrees  of  fastness  to  this  antibiotic. 
)   =   Greater  than 
<    =   Less  than 
'*  One  Oxford  unit  is  equal  to  0.6  microgram. 


riififabilifij  "'       ~ 

A  rapid  loss  of  potency  was  exhibited  by 
crystalline  aureomycin  hydrochloride  in  hu- 
man serum,  nutrient  broth,  and  several  of 
the  common  diluents.  As  the  inactivation  of 
the  drug  was  particularly  evident  at  37  C. 
and  in  neutral  or  slightly  alkaline  solutions, 
a  pharmacologic  evaluation  of  aureomycin 
in  vivo  will  be  significantly  concerned  with 
this  property.  Microbiologic  methods  of  as- 
say that  require  more  than  six  hours  of  in- 
cubation are  of  little  value  in  measuring 
serum  levels  of  aureomycin  in  human  beings ; 
a  three-hour  turbidimetric  method  proved  to 
be  practical  and  dependable.  Furthermore, 
the  unstable  nature  of  this  drug  at  a  neutral 


pK  requires  the  frequent  preparation  of 
fresh  solutions  if  parenteral  therapy  must 
be  used. 

These  handicaps  may  be  overcome  to  a 
large  degree,  if  the  chemical  structure  of  this 
drug  can  be  modified  in  such  a  way  as  to 
make  it  more  stable  without  afi'ecting  its 
chemotherapeutic  activity.  In  addition,  a 
more  stable  compound  should  increase  ma- 
terially the  duration  of  the  effective  action 
of  this  drug  i)i  vivo. 

Aureomycin,  an  effective  antibiotic  in  the 
treatment  of  infections  caused  by  rickettsias 
and  certain  viruses,  was  shown  to  have  an 
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antibacterial  action  against  some  of  the  com- 
mon pathogens  i)!  vitru.  The  high  degree  of 
activity  demonstrated  by  this  drug  against 
Staph,  aureus  and  the  different  species  of 
streptococcus  warrants  an  investigation  of 
the  therapeutic  effectiveness  of  aureomycin 
in  diseases  due  to  these  organisms.  These 
findings  further  indicate  that  the  use  of 
aureomycin  alone  in  diseases  due  to  intra- 
celhilar  micro-organisms  should  also  provide 
protection  against  the  occurrence  of  second- 
ary bacterial  complications  in  these  diseases. 

Aureomycin  is  rapidly  inactivated  in  hu- 
man serum  and  other  vehicles  at  physiologic 
ranges  of  temperature  and  pn.  This  prop- 
erty made  the  usual  procedures  for  assaying 
the  activity  of  chemotherapeutic  agents  of 
little  clinical  value.  A  rapid  three-hour  assay 
method  was  shown  to  be  reliable  and  prac- 
tical for  measuring  serum  levels  of  aureomy- 
cin in  human  beings  and  for  studying  some 
of  the  properties  of  this  drug. 

Aureomycin  exhibits  both  a  bactericidal 
and  a  bacteriostatic  action  against  Staph. 
aureus,  the  same  mechanisms  of  action 
shown  by  penicillin  against  this  organism. 

Though  aureomycin  is  effective  against 
intracellular  micro-organisms,  its  diffusion 
into  human  red  blood  cells  could  not  be  dem- 
onstrated. 
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Varicose  veins  of  the  lower  extremities 
and  the  complications  which  arise  from  them 
are  seen  by  all  physicians,  regardless  of  their 
specialty.  Larson'^'  estimates  that  they  occur 
in  10  to  17  per  cent  of  the  population.  They 
are  encountered  more  frequently  in  women 
than  in  men.  In  a  series  of  285  cases  studied 
by   Ochsner   and   Mahorner'-',   247   patients 
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were  females  and  38  were  males.  The  auth- 
ors stated,  however,  that  the  high  proportion 
of  females  in  their  series  was  due  to  the  fact 
that  62.6  per  cent  of  the  women  examined 
came  to  the  clinic  because  of  pregnancy  and 
not  primarily  because  of  the  varicosities. 
In  our  series  of  200  cases  seen  in  private 
practice,  117  patients  (58.5  per  cent)  were 
women  and  83  (41.5  per  cent)  were  men. 

Of  the  cases  studied  by  Stuebner'-'",  both 
extremities  were  affected  in  52  per  cent,  and 
only  one  extremity  in  48  per  cent.  In  our 
series  these  figures  were  reversed,  both  lower 
extremities  being  involved  in  48  per  cent  and 
only  one  leg  in  52  per  cent.  In  our  cases 
the  duration  of  the  disease  ranged  from  six 
months  to  thirty  years,  the  average  being 
.^:even  and  a  half  years.  The  youngest  patient 
was  17  years  of  age  and  the  oldest  65.  The 
greatest  number  of  patients  were  in  the  age 
group  between  30  and  35. 

Patiiogenesis 

Homans'^'  has  defined  varicose  veins  as 
"nothing  more  than  a  superficial  vein,  al- 
most necessarily  a  great  saphenous,  which 
having  lost  its  valves  is  unable  to  transmit 
blood  against  gravity."  Therefore,  the  symp- 
toms produced  by  varicosities  of  the  lower 
extremities  are  the  result  of  progressive 
venous  insufficiency. 

Among  the  factors  which  contribute  to  the 
development  of  varicose  veins  and  varicose 
ulcers  are  heredity,  phlebitis,  upright  pos- 
ture of  man,  congenital  anomalies  of  valves, 
increased  intra-abdominal  pressure,  and 
hypercoagulability  of  blood  within  damaged 
veins.  We  are  convinced  that  the  most  im- 
portant of  these  are  heredity  and  thrombo- 
phlebitis. In  our  series,  49  per  cent  of  162 
patients  questioned  gave  a  history  of  vari- 
cose veins  in  their  families,  and  thrombo- 
phlebitis was  found  to  have  been  present  in 
22  per  cent  of  185  cases.  Larson  and  Smith'^' 
found  a  family  history  of  varicosities  in  43 
per  cent  of  their  cases  and  a  past  history  of 
thrombophlebitis  in  11  per  cent. 

De  Takats'-"^'  believed  that  man's  erect  pos- 
ture has  put  an  unusual  strain  upon  the 
■-■aphenous  network.  When  the  valves  have 
become    incompetent,    the    long    column    of 

.'!.  Stuebner.  R.  Vf.:  Varicose  Veins  and  Their  Treatment  by 
the  Injection  Method,  Surg.,  Grnec.  and  Obst.  51:109-182 
(Aug-.)    1930. 

t.  Homans,  J.:  Surgery  of  Veins  of  Leas;  Varicosity  and 
Some  Problems  in  Thrombosis,  Rhode  Island  M.J.  28:505- 
509    (Aug.)   1945. 

5.  De  Takats.  G. :  Varicose  Veins,  in  Christopher.  F.:  Text- 
book of  Surgery,   Philadelphia,   W.   B.   Saunders  Co.,   1936. 
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blood  in  the  saphenous  system  induces  a  pos- 
tural venous  hypertension  responsible  for 
varicosities  of  the  lower  extremities.  By  the 
dissection  of  cadavers,  Eger  and  Casper"" 
showed  that  the  valves  of  the  external  iliac 
veins  were  absent  bilaterally  in  36.8  per  cent 
and  unilaterally  in  52  to  55  per  cent.  They 
found  that  no  valves  were  present  in  the 
common  iliac  veins  and  the  vena  cava.  The 
absence  of  valves  in  the  veins  above  the  ori- 
fices of  the  great  saphenous  imposes  an  even 
greater  burden  of  support  on  the  valves  of 
the  saphenous  system.  Lawes'^'  believed  that 
valvular  deficiency  is  the  result  of  congenital 
and  physical  factors. 

Adams'*'  has  stressed  the  fact  that  the  in- 
creased intra-abdominal  pressure  produced 
by  such  factors  as  coughing,  straining,  preg- 
nancy, and  abdominal  tumors  has  a  dilating 
effect  on  the  saphenous  system.  The  valve 
leaflets  and  vein  walls  are  stretched  by  re- 
peated increases  in  the  intravenous  pressure 
from  above  downward,  and  valvular  incom- 
petency and  dilatation  result.  Shafiroff"" 
studied  the  coagulability  of  blood  in  diseased 
extremities,  and  found  it  to  be  four  and  a 
half  times  greater  than  that  of  blood  in  nor- 
mal extremities.  Chronic  lymphedema  is 
thought  by  Marki^"'  to  play  a  dominant  role 
in  the  pathogenesis  of  swelling  of  the  legs 
associated  with  varicose  veins. 

Diagjiosis  (Did  Evaluation 

The  patient  complains  of  a  sense  of  fa- 
tigue in  the  involved  extremity  which,  after 
exercise  or  long  standing,  often  amounts  to 
aching  or  cramping  pains.  In  many  instances 
there  is  an  annoying  amount  of  ankle  edema, 
which  disappears  during  the  night.  It  is  sig- 
nificant that  neither  the  severity  of  the 
symptoms  nor  the  amount  of  swelling  pres- 
ent is  directly  proportionate  to  the  apparent 
size  of  the  varicosities.  Many  patients  with 
extremely  large  veins  have  few  symptoms 
and  no  edema.  We  are  convinced  that  edema 
which  does  not  completely  subside  during  the 
night  and  is  not  relieved  by  elevation  of  the 
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Adult   Cadavers,   J.A.M.A.   123:148-149    (Sept.    is)    1B43. 

7.  Lawes,  C.  H.  W. :  Some  Problems  of  Varicose  Veins.  M.  J. 
Australia  2:635-690    (Nov.   16)    1946. 
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Lower  Extremities,  Surg.,  Gvnec.  &  Olist.  69:717-7:.-,  (Dec) 
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9.  Shafiroff.  B.  G.  P.,  Doubilet.  H.,  Barcham,  I.  s.,  and 
Co  Tui.  F.  W. :  Coagulability  of  \'enous  Blood  of  Normal 
and  Diseased  Legs;  Study  on  191  Subjects,  Ann.  Surg. 
118:482-486    (Sept.)    1943. 

10.  Mark,  J.:  ^^enography:  Its  Use  in  the  Differential  Diagno- 
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extremity  or  external  support  will  result  in 
a  hard,  brawny  induration  that  is  tender  and 
very  painful,  and  is  the  precursor  of  ulcera- 
tion. In  nearly  all  such  cases  there  is  some 
incompetency  of  the  valves  of  the  deep  veins. 

The  numerous  tests  that  have  been  devised 
for  determining  the  status  of  the  venous  cir- 
culation in  the  extremities  are  outlined  by 
Harkins  and  Schug'"'.  We  have  found  that 
the  comparative  tourniquet  test  described  by 
JMahorner  and  Ochsner'^-*  gives  adequate  in- 
formation, and  we  have  relied  on  it  alone. 
In  our  series  of  200  cases,  we  found  that  89 
per  cent  had  a  positive  test  and  11  per  cent 
a  negative  test.  This  test  gives  information 
as  to  the  valvular  competency  of  the  super- 
ficial venous  system,  the  patency  of  the  deep 
veins,  the  degree  of  involvement  of  the  great- 
er or  lesser  saphenous  systems,  and  the  pres- 
ence and  location  of  any  perforating  or  com- 
municating branches  whose  valves  are  in- 
competent. 

Smithy'i"'  stressed  the  fact  that  edema  of 
the  extremity  may  make  the  diagnosis  more 
difficult  by  masking  the  presence  and  sever- 
ity of  varicosities  and  by  interfering  with 
correct  interpretation  of  tourniquet  tests.  If 
the  edema  is  due  to  obstruction  or  occlusion 
of  a  deep  vein,  the  varicosities  would  be  the 
result  of  processes  producing  edema,  rather 
than  the  cause.  He  suggested  that  veno- 
graphic  studies  be  done  on  patients  who  have 
both  edema  and  varicosities,  in  order  to  eval- 
uate clearly  the  condition  of  the  deen  circu- 
lation. Incompetency  of  the  deep  veins  was 
present  in  22  (11  per  cent)  of  our  patients, 
and  27  per  cent  of  these  gave  a  history  of 
having  had  phlebitis  in  the  past. 

Complications 

Indolent  ulceration  and  brawny  indura- 
tion of  the  leg  are  the  most  common  compli- 
cations of  varicose  veins.  Of  our  200  cases, 
30  per  cent  had  ulcers  which  had  been  pres- 
ent for  periods  ranging  from  less  than  one 
year  to  thirty  years.  The  varicose  ulcer  is 
fairly  characteristic  in  appearance  and  is 
readily  diagnosed,  especially  when  it  accom- 
panies the  typical  picture  of  varicosities  of 
the  lower  extremity.  However,  the  lesion 
must  be  differentiated  from  those  produced 

11.  Harkins,  H.  N.  and  Schug.  R.:  Surgical  Management  of 
\'aricose  \'eins:  Importance  of  Individualization  in  Clioice 
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Fig.    1(A).    This     16-) ear-old    woman    had    had  Fig.   1(B).  The  same  patient  two  month.s   after 

varicose  uloers  of  both  lefts  for  seventeen  years.  bilateral    high    saphenous    ligations.    The    ulcers 

Moderate-sized    varicose    veins    were    present   in  were  treated  with  Furacin  ointment  and  elastic 

both  legs.  ?,  bandages. 


by  syphilis,  malignancy,  and  sickle  cell  ane- 
mia. Chronicity  is  the  outstanding  feature 
of  varicose  ulcers,  and  they  characteristically 
develop  on  the  medial  or  lateral  aspect  of 
the  lower  third  of  the  leg,  just  above  the 
malleoli. 

Smithy'^''  stated  that  "the  underlying 
factor  in  the  causation  and  perpetuation  of 
varicose  ulcers  is  chronic  tissue  hypoxia  in- 
cident to  venous  stasis."  This  results  in  fi- 
brosis and  diminution  in  vascularity,  render- 
ing the  ulcerative  area  extremely  resistant 
to  treatment.  Frequently  the  greater  part 
of  the  lower  calf  is  brawny,  indurated,  dis- 
colored, and  slightly  tender,  with  a  shiny, 
thin-appearing  surface.  The  ulcers  usually 
weep,  producing  irritation  and  eczematoid 
lesions  in  the  skin  surrounding  them. 

According  to  Honians" ",  this  "varicose 
eczema"  is  thought  to  be  produced  by  sen- 
sitization of  the  tissues  to  foreign  protein 
absorbed  from  the  feet,  toes,  and  nail  beds. 
The  antigen  is  retained,  probably,  in  the 
edema  fluid  of  the  leg  for  long  periods  of 
time.  It  appears  to  injure  the  walls  of  the 
arterioles,  causing  extravasation  of  blood 
into  the  tissues    (hence  the   pigmentation) 

14.  Homans.  John:  Late  Results  of  Femoral  Thrombophlebitis 
and  Their  Treatment,  New  Enslanrl  .T.  Med.  23.1:249-2:13 
(Aug.   22)    1946. 


and  giving  rise  to  a  slow  necrosis  of  fat  with 
scar  formation.  The  source  of  the  antigen 
may  be  a  fungus — namely,  trichophyton — , 
although  some  cases  seem  to  be  caused  by  a 
bacterial  antigen.  We  agree  with  this  anti- 
genic theory,  since  a  number  of  our  patients 
with  eczematoid  lesions  of  the  skin  sur- 
rounding ulcers  have  developed  similar  le- 
sions on  the  hands  and  other  parts  of  the 
bodj\ 

Treatment 

In  the  treatment  of  varicose  veins  and 
ulcers,  the  primary  object  is  to  improve  the 
circulation  of  the  involved  extremity  by  ob- 
literating the  valveless  saphenous  system. 
Once  this  is  accomplished,  the  ulcerative  le- 
sions tend  to  heal.  The  use  of  scarlet  red 
ointment  or  Furacin  ointment  on  the  ulcer, 
plus  a  pressure  bandage  producing  external 
support  over  the  lesion,  facilitates  healing. 
Ochsner'i"  believes  that  the  compression  of 
superficial  veins  by  means  of  bandages  in- 
creases the  flow  of  blood  to  the  deep  veins 
and  overcomes  circulatory  stasis.  The  time- 
honored  Unna's  paste  boot  or  Gelocast  ban- 
dage is  quite  satisfactory  (fig.  1).  We  have 
advised   our   patients   who   have   persistent 

15.    Ochsner.     A.:     Venous    Thrombosis,    J.A.M.A.     132:827-833 
(Dee.  7)    1940. 
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A 


Fig.   2(A).  Healthy   granulating  varicose  ulcer 
of  the  lower  leg  in  a  48-year-old  woman. 


brawny  edema  of  the  extremities  to  wear 
elastic  bandages  or  elastic  stockings  continu- 
ously while  out  of  bed.  In  some  cases  it  may 
be  necessary  to  apply  pinch  grafts  in  order 
to  obtain  healing  of  the  ulcer  (fig.  2).  The 
edema  and  disagreeable  symptoms  have  been 
minimized  by  such  measures. 

In  certain  selected  cases,  ligation  of  the 
superficial  femoral  vein  just  distal  to  its 
junction  with  the  deep  femoral  vein  is  ad- 
visable. We  have  noted  a  reduction  in  edema 
and  improvement  in  symptoms  following 
this  procedure  but  do  not  have  a  large 
enough  series  of  cases  to  draw  definite  con- 
clusions. 

In  this  group  of  200  cases,  16.5  per  cent 
of  the  patients  had  had  inadequate  ligations 
or  injections  or  both  in  the  past,  and  still 
had  severe  symptoms.  The  method  we  have 
used,  after  determining  the  status  of  the 
deep  circulation  and  locating  the  level  of 
any  perforating  branches  by  use  of  the  com- 
parative tourniquet  test,  has  been  high  liga- 
tion of  the  great  saphenous  vein  and  all  its 
tributaries  at  the  sapheno-femoral  junction, 
and  local  ligations  of  incompetent  communi- 
cating branches  (fig.  3).  Postoperatively, 
any  prominent  local  varicosities  were  in- 
jected locally  with  a  5  per  cent  solution  of 


Fig.  2(B).  Varicose  ulcers  healed  by  pinch  grafting. 

sodium  morrhuate,  a  2  per  cent  solution  of 
Soricin,  or  a  hypertonic  glucose-saline  solu- 
tion. Pressure  bandages  were  applied  at  the 
sites  of  injection.  No  retrograde  injections 
of  any  sclerosing  agents  were  done  at  the 
time  of  the  original  ligations. 

Soricin  (sodium  ricinoleate)  was  substi- 
tuted for  sodium  morrhuate  in  a  small  per- 
centage of  patients  who  had  a  severe  local 
reaction  or  some  generalized  reaction  to  the 
latter.  Hypertonic  glucose-saline  solution 
was  employed  in  a  few  patients  who  could 
not  tolerate  either  of  the  other  agents. 
Cooper'^'''  has  listed  many  substances  used 
in  injection  therapy.  The  sole  purpose  of 
such  therapy  is  to  damage  the  intima  of  the 
vein  by  means  of  a  chemical  reaction,  pro- 
ducing a  firm  thrombus  in  the  vein  which 
fibroses  and  obliterates  the  lumen  of  the 
vessel. 

We  do  not  recommend  that  any  injections 
be  given  prior  to  ligation  of  the  sapheiious 
vein.  Dodd"''  recommended  the  retrograde 
injection  of  20  cc.  of  a  3  per  cent  saline  solu- 
tion at  the  time  of  saphenous  ligation.   Hey- 

l(i.  Cooper.  W.  M.:  Clinical  Evaluation  of  Sotradecol.  a  So- 
dium Alkyl  Sulfate  Solution,  in  tlie  Injection  Therapy  of 
Varicose  Veins,  Surg.,  Gvnec.  &  Obst.  83  ;iur-0,i2  (Nov.) 
1946. 

17.  Dodd,  H.:  Radical  Operation  for  Varicose  Veins,  Brit. 
M.  J.  2:81-1-810   (Dec.  23)   19«. 


578 


NORTH  CAROLINA  MEDICAL  JOURNAL 


November,   1948 


Fig-.  3(A).  This  49-year-old  woman  had  had 
varicosities  of  the  greater  and  lesser  saphenous 
systems  of  the  left  leg  for  twenty  years.  An 
incompetent  communicating  branch  was  present 
on  the  medial  side  of  the  lower  thigh. 

ei-dale'''^'  advocated  a  similar  type  of  injec- 
tion with  sodium  morrhuate;  however, 
Tunick'^"'  and  Harkins""  were  opposed  to 
any  injections  during  operation  and  beheved 
that  varying  degrees  of  arterial  spasm  in  the 
extremity  commonly  follow  retrograde  in- 
jections of  sclerosing  agents.  Harkins  felt 
that  such  treatment  may  be  so  painful  and 
cause  so  much  reaction  that  the  patient  may 
be  forced  to  go  to  bed,  thus  increasing  the 
danger  of  embolism. 

Homans'^'  recommended  high  and  low  li- 
gations, with  early  ambulation  to  prevent 
secondary  thrombosis  and  embolism.  In  our 
group  the  ligations  were  performed  under 
local  Novocain  anesthesia,  and  the  patients 
were  allowed  to  walk  immediately  after  op- 
eration. They  were  encouraged  to  remain 
ambulatory  during  their  entire  postoperative 
period,  while  local  injections  were  being 
given. 

Surgical  technique 

Our  practice  has  been  to  expose  the  upper 

IS.  Heyerdale,  W.  W. :  Clagett.  0.  T.,  and  Ancleisoii,  E.  M. : 
Treatment  of  Acute  Superficial  ThromljopWebitis  in  In- 
competent \'enous  Svstem  of  Lower  Extremities,  Proo. 
Staff  Meet..  Maro  Clin.  18:1-1   (Jan.  13)    1913. 

19.  Tuiiick,  I.  S..  Nach,  R.  L..  and  Weinle,  I.;  Arterial  Spasm 
Secondary  to  Ligation  and  Retrograde  Injection  of  Saph- 
enous Vein,   Surgery   17:U3-U8    (March)    1945. 


Fig.  .3(B).  Leg  of  the  same  patient  two  weeks 
after  high  and  low  saphenous  ligations  were 
done.  Several  subsequent  injections  of  a  .5  per 
cent  solution  of  sodium  morrhuate  were  given 
to  obliterate  the  few  remaining  varicosities  in 
the  lower  leg. 

saphenous  segment  through  a  longitudinal 
incision  extending  from  just  below  Poupart's 
ligament  distally  for  approximately  three 
and  a  half  inches  over  the  palpable  groove  in 
which  lies  the  main  vein  trunk.  Through 
this  incision  the  saphenous  vein  and  all  of 
its  uppermost  tributaries  can  be  dissected 
cleanly,  clamped,  resected,  and  ligated.  If 
difficulty  is  encountered  in  identifying  the 
saphenous  vein,  it  has  been  our  experience 
that  a  search  in  the  more  medial  aspect  of 
the  wound  will  usually  lead  to  its  discovery. 
The  anatomic  arrangement  of  the  saph- 
enous and  its  tributaries  is  so  bizarre  that  no 
two  cases  demonstrate  a  similar  pattern. 
Lawes'"'  used  the  term  "varicose  anatomy" 
in  describing  the  arrangement  of  the  five 
main  tributaries — namely,  medial  and  lat- 
eral femoral  cutaneous,  and  three  superficial 
branches  (external  pudendal,  circumflex 
iliac,  and  epigastric).  Buxton'-*"  pointed  out 
various  deviations  from  the  normal  in  the 
tributaries  of  the  upper  saphenous  network. 
It  is  necessary  that  all  of  these  branches  be 

20.  Buxton.  R.  W.,  Fan-is.  J.  M.,  Moyer,  C.  A.,  and  Coller, 
F.  A. :  Surgical  Treatment  of  Long-Standing  Deep  Phle- 
bitis of  Leg;  Preliminary  Report,  Surgery  15:749-756  (May) 
19U. 
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dissected  out  meticulously  and  ligated.  If 
any  principal  branch  is  omitted,  it  may  be- 
come so  dilated  as  to  cause  subsequent  in- 
volvement of  the  veins  distal  to  it,  and  re- 
currence of  varicosities  in  the  involved  ex- 
tremity. It  is  not  uncommon,  particularly 
in  patients  who  have  had  phlebitis,  to  find 
the  regional  femoral  lymph  nodes  enlarged 
at  the  time  of  vein  ligation. 

A  maneuver  we  have  found  helpful  in  the 
dissection  of  the  upper  saphenous  segment 
is  to  clamp  and  ligate  the  main  trunk  in  the 
distal  part  of  the  operative  field.  Then,  by 
retracting  the  proximal  segment  upward  and 
using  blunt  and  sharp  dissection  along  the 
posterior  portion  of  the  vein,  all  of  the 
branches  can  be  demonstrated  easily, 
clamped  and  ligated.  This  method  is  advo- 
cated also  by  Zax'-^'. 

After  the  dissection  is  completed,  the 
saphenous  trunk  is  doubly  ligated  as  close  to 
its  entrance  into  the  femoral  vein  as  pos- 
sible, and  a  2-  to  3-mm.  cuff  of  vein  is  left 
distal  to  the  ligature.  The  subcutaneous  fas- 
cia is  closed  with  a  fine  continuous  catgut 
suture  to  lessen  tension  on  the  skin  sutures. 
Any  communicating  branches  which  are 
present  along  the  distal  portion  of  the  saph- 
enous system  are  dissected  and  ligated 
through  separate  small  incisions. 

Hodge,  Crimson  and  Schiebel'--'  advocated 
a  vein-stripping  procedure  in  certain  selected 
cases.  We  have  not  employed  this  type  of 
treatment  in  this  group  of  cases. 

Retiidts  of  Treatment 

In  this  series  of  200  cases,  high  saphenous 
ligation  with  subsequent  local  injection 
therapy  produced  improvement  in  symptoms 
and  physical  findings  in  169  patients  (84.5 
per  cent).  The  majority  of  patients  received 
from  one  to  ten  injections  to  obliterate  re- 
maining varicosities.  In  patients  with  ulcer, 
local  treatment  to  the  lesions  was  required 
in  order  to  obtain  healing.  In  7  cases  the 
ulcer  recurred  or  failed  to  heal,  even  after 
prolonged  treatment.  In  2  cases  ulcers 
healed  completely  after  pinch  grafting  was 
done. 

In  22  cases  (11  per  cent)  incompetency 
of  the  deep  veins  was  demonstrated.  Upper 
saphenous  ligations  produced  amelioration 
of  symptoms,  reduction  of  edema,  and  im- 

21.  Zax,  E. :  Teniiinal  Saphenous  Resection:  Report  on  over 
.•!00  Cases,   Texas  State  J.  Med.   41:307-31)9    (Oct.)    liil.i. 

22.  Hodge,  G.  B.,  Grimson,  K.  S..  and  Schiebel.  H.  M. :  Treat- 
ment of  ^^aricose  Veins  bv  Stripping,  Excision  and  Evul- 
sion,  Ann.  Surg.   121:737-750    (May)    1945. 


provement  in  ulcers  in  5  of  these  patients. 
Homans'"  stated  that  "in-as-much  as  the 
high  pressure  and  congestion  in  varicosities 
of  the  superficial  system  always  adds  to  the 
load  on  the  deep  circulation,  any  procedure 
which  decreases  that  load  must  be  helpful." 

Five  patients  who  showed  no  definite  in- 
volvement of  the  deep  venous  system  con- 
tinued to  have  some  edema  after  prolonged 
treatment.  In  4  cases  recanalization  of  the 
superficial  system  occurred,  requiring  re- 
peated local  injections  to  maintain  oblitera- 
tion of  this  system. 

The  less  satisfactory  results  were  obtained 
in  those  patients  who  had  deep  vein  involve- 
ment with  long-standing  ulcerations.  Such 
patients  were  advised  to  use  external  sup- 
portive bandages  indefinitely  to  control 
symptoms. 

Summai'ij  and  Conclusions 

A  study  of  200  patients  with  varicose 
veins  and  their  complications  revealed  the 
following  facts : 

1.  The  disease  occurred  more  frequently 
in  women  than  in  men,  and  involved  one  ex- 
tremity more  often  than  both.  The  greatest 
number  of  cases  occurred  in  patients  be- 
tween 30  and  35  years  of  age.  The  average 
duration  of  the  disease  was  seven  and  a  half 
years.  Approximately  one  third  of  the  pa- 
tients had  ulcers. 

2.  In  49  per  cent  of  162  cases,  a  family 
history  of  varicosities  was  obtained. 

3.  The  Ochsner-Mahorner  comparative 
tourniquet  test  was  employed  preoperatively 
to  determine  the  status  of  the  venous  cir- 
culation of  the  extremity  and  the  location  of 
communicating  branches  whose  valves  were 
incompetent. 

4.  Good  results  were  obtained  in  84.5  per 
cent  of  the  cases  after  saphenous  ligation 
and  subsequent  local  injection  of  varicosi- 
ties. 

5.  In  patients  with  persistent  edema  of 
the  lower  extremities,  edema  was  controlled 
to  a  great  extent  by  constricting  elastic 
bandages  or  stockings.  It  is  perhaps  advis- 
able for  this  group  of  patients  to  have  super- 
ficial femoral  ligations. 


Obesity  is  prejudicial  to  long  life.  Of  the  individ- 
uals that  have  lived  to  a  ripe  old  age,  how  many 
have  you  seen  that  are  much  overweight  ?  Very  few, 
I  venture  to  say.  The  very  old  person  is  almost 
invariably  lean  and  often  very  thin.  —  Theodore 
Klumpp:  The  Future  of  the  Older  Worker,  Geriatrics 
2:166   (May-June)   1947. 
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PRESENT  STATUS   OF  THE   STUDY 
OF  HUMAN  FATIGUE 

A.  T.  Miller,  Jr. 
Chapel  Hill 

The  present  status  of  the  study  of  human 
fatigue  is  one  of  confusion.  Much  of  this 
confusion  is  due  to  lack  of  a  precise  defini- 
tion of  fatigue.  To  some,  fatigue  means  a 
reduced  capacity  for  work,  resulting  from 
previous  work.  That  this  concept  is  too  nar- 
row is  obvious  from  the  fact  that  many  dis- 
ease states  produce  an  identical  condition  in 
resting  subjects.  Is  this  fatigue?  Unless  the 
condition  is  to  be  defined  purely  in  terms  of 
the  causal  factor,  the  answer  must  be  }jes. 
Again,  this  narrow  concept  of  fatigue  makes 
insufficient  allowance  for  the  concomitant 
impact  of  other  environmental  stresses,  such 
as  high  temperature  and  humidity.  Since 
the  severity  of  fatigue  following  a  standard 
amount  of  work  in  the  same  subject  varies 
wrdely  with  environmental  and  sociologic 
factors  (worry,  incentive,  and  so  forth), 
attempts  to  quantitate  fatigue  in  terms  of 
work  have  limited  practical  significance.  It 
is  long  past  time  to  abandon  the  naive  at- 
tempt to  explain  human  fatigue  on  the  same 
basis  as  fatigue  in  the  isolated  nerve-muscle 
preparations  of  the  physiologic  laboratory. 

Reduction  in  working  capacity  may  also 
fail,  in  many  cases,  to  indicate  the  severity 
of  fatigue.  The  stumbling  block  here  is  the 
difficulty  in  evaluating  the  influence  of  in- 
centive. In  studies  on  acute  exhaustion  in 
our  laboratory  we  have  been  unable  to  cor- 
relate the  subjective  impressions  of  the  sub- 
ject with  any  measurable  physiologic  factor. 
The  increased  productive  output  of  indus- 
trial workers  toward  the  end  of  a  working 
day  is  a  common  example  of  the  influence  of 
incentive.  Until  incentive  can  be  measured 
and  assigned  its  proper  weight  in  a  total 
evaluation  of  contributory  factors,  any  anal- 
ysis of  human  fatigue  must  be  incomplete. 

Suggested  Criteria  of  Fatigue 

In  view  of  these  considerations,  it  is  ap- 
parent that  the  study  of  human  fatigue  must, 
for  the  present,  be  largely  empiric.  The  first 
requirement  is  general  acceptance  of  some 
criterion  of  fatigue.   In  general,  criteria  ad- 
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vocated  by  various  workers  fall  into  three 
categories:  (1)  decrease  in  work  capacity, 
(2)  measurable  physiologic  changes,  and  (3) 
subjective  impressions  of  the  subject.  It  is 
well  to  examine  the  evidence  supporting  each 
of  these  concepts. 

Decrease  in  work  capacity 

The  basic  assumption  is  made  that  the 
extent  of  the  decrease  in  work  capacity  is 
directly  correlated  with  the  severity  of  fa- 
tigue— in  fact,  that  it  i^  fatigue.  This  as- 
sumption seems  to  be  true,  however,  only  in 
the  case  of  exhausting  physical  exertion,  and 
even  here  the  correlation  is  often  very  poor. 
In  exhaustion  experiments  in  our  laboratory 
the  subjects  have  not  been  able  to  attribute 
their  complete  loss  of  capacity  for  further 
work  to  any  single  factor;  for  the  most  part 
minor  discomforts,  such  as  drying  of  the 
respiratory  mucosa,  stand  out  in  their  minds. 
Inability  to  make  their  muscles  continue  to 
work  is  rarely  reported. 

Work  capacity  is  diminished  under  condi- 
tions of  high  temperature  and  humidity,  and 
in  anoxia,  hypoglycemia,  dehydration,  star- 
vation, and  certain  diseases,  notably  Addi- 
son's disease  and  myasthenia  gravis.  To  con- 
sider that  all  of  these  diverse  conditions 
represent  a  state  of  fatigue  would  make  the 
term  "fatigue"  so  broad  as  to  be  devoid  of 
precise  scientific  meaning.  One  is  forced  to 
conclude  that  a  reduced  capacity  for  work  is 
not  synonymous  with  fatigue,  and  that  it 
may  not  even  afford  a  good  index  of  the 
presence  of  fatigue.  The  most  one  can  say 
is  that  reduced  capacity  for  work  and  sub- 
jective impressions  of  discomfort  and  disin- 
clination for  work  frequently  occur  together. 
There  is  no  conclusive  evidence  that  they 
are  causally  related  in  any  way. 

Measurable  physiologic  changes 

Ph\'siologists  like  to  measure  things.  It  is 
only  natural,  then,  that  they  have  searched 
for  quantitative  changes  in  the  composition 
of  body  tissues  and  fluids  and  in  the  normal 
functioning  of  the  body  machinery  which 
would  indicate  the  presence  (and  perhaps 
the  cause)  of  fatigue.  This  aspect  of  the 
fatigue  problem  has  been  enthusiastically  ex- 
plored, and  a  mass  of  data  is  available.  At- 
tempts to  formulate  a  concept  of  the  nature 
of  fatigue  on  the  basis  of  these  data  have, 
for  the  most  part,  been  disappointing.  For 
example,  by  analogy  with  the  correlation  be- 
tween loss  of  work  capacity  and  the  accum- 
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ulatioii  of  lactic  acid  in  isolated  frog  muscles, 
blood  lactic  acid  has  been  measured  in  many 
studies  on  fatigue.  On  superficial  analysis 
a  plausible  argument  for  acidosis  as  a  causal 
factor  in  fatigue  can  be  established,  since 
physical  exhaustion  is  usually  accompanied 
by  a  high  blood  lactate  value.  This  argument 
is  weakened,  however,  by  the  facts  that  sim- 
ilar degrees  of  acidosis  produced  in  other 
ways  do  not  result  in  exhaustion,  and  that 
fatigue  can  occur  with  relatively  little  acido- 
sis. In  like  manner,  the  claims  for  a  causal 
relation  between  fatigue  and  deficiency  in 
cardiac  output,  oxygen  consumption,  blood 
sugar,  and  so  forth  can  be  shown  to  be  of 
doubtful  validity.  One  is  forced  to  conclude 
that  the  physiologic  basis  of  fatigue  is  much 
more  subtle  than  these  gross  alterations  in 
function,  and  refuge  must  be  taken  in  the 
vague  concept  of  a  disturbance  in  integration 
or  in  homeostasis.  The  physiologist  may 
finally  have  to  abandon  his  search  with 
physiologic  tools  and  adopt  those  of  the 
psychologist. 

Subjective  impressions 

The  traditional  concept  of  fatigue  includes 
a  feeling  of  tiredness  and  disinclination  for 
further  exertion.  The  proper  place  of  these 
subjective  factors  in  the  picture  of  fatigue 
is  controversial.  The  physiologist  has  usually 
minimized  their  importance  because  they 
defy  objective  measurement.  A  more  valid 
reason  is  the  frequent  lack  of  correlation  be- 
tween subjective  impressions  and  objective 
performance.  Individuals  vary  widely  in 
their  reaction  to  minor  discomforts  associ- 
ated with  stress  of  the  same  intensity,  and 
correspondingly  different  degrees  of  fatigue 
Avould  be  reported  by  these  subjects.  Also, 
subjective  discomfort  in  a  single  individual 
varies  not  only  with  the  intensity  of  the  ap- 
plied stress  but  also  with  his  interest  in  the 
task  being  performed. 

The  modern  psychologic  approach,  on  the 
other  hand,  emphasizes  the  essentially  per- 
sonal nature  of  fatigue.  It  holds  that  only 
the  subject  himself  can  judge  the  extent  of 
his  fatigue,  and  that  physiologic  changes  are 
merely  associated  phenomena.  The  obvious 
difficulty  in  the  practical  application  of  this 
concept  is  in  evaluating  the  "discomfort 
threshold"  of  different  subjects.  In  our  lab- 
oratory we  hope  to  place  this  on  a  semi- 
quantitative basis  by  measuring  pain  thresh- 
olds of  perception  and  of  reaction  with  the 
Hardy-Wolff  technique. 


Possible  Experimental  Approaches  to 
the.  Study  of  Fatigue 

The  goal  of  research  on  fatigue  is  two- 
fold: (1)  an  understanding  of  the  real  na- 
ture of  the  condition  and  of  the  factors 
which  cause  or  modify  it,  and  (2)  practical 
means  of  minimizing  the  fatigue  associated 
with  daily  activities  or  disease.  As  in  the  case 
of  all  human  ailments,  treatment  not  based 
on  a  true  understanding  of  the  nature  of  the 
condition  being  treated  must  be  largely  em- 
piric. It  is  not  surprising,  then,  that  at- 
tempts to  prevent  or  alleviate  fatigue  have 
run  the  gamut  from  vitamins  to  amino 
acids.  It  is  also  not  surprising  that  these 
remedies  have  been  almost  uniformly  un- 
successful. It  would  seem,  then,  that  atten- 
tion should  be  diverted  away  from  treatment 
and  toward  an  attempt  to  discover  the  basic 
factoi's  responsible  for  fatigue.  To  do  this, 
we  must  first  be  able  to  recognize  fatigue 
when  it  occurs,  and  further  be  able  to  esti- 
mate its  severity.  In  other  words,  we  must 
agree  on  a  criterion  of  fatigue.  Since  all  the 
traditional  criteria  have  been  shown  to  be  in- 
adequate when  used  independently,  a  valid 
criterion  must  be  sought  either  in  a  synthe- 
sis of  the  traditional  criteria,  or  in  some  en- 
tirely new  factor.  Both  of  these  possibilities 
deserve  to  be  thoroughly  explored.  The  ap- 
proach might  well  follow  this  course : 

(1)  A  tabulation  of  all  the  major  stresses 
whose  impact  on  the  human  body  produces  a 
condition  having  one  or  more  of  the  tradi- 
tional aspects  of  fatigue. 

(2)  A  careful  measurement  of  physiologic 
and  psychologic  changes  accompanying  these 
various  stresses. 

(3)  Selection  of  one  or  more  factors 
which  occur  in  all  or  most  of  the  different 
stress  reactions. 

(4)  A  restudy  of  graded  intensities  of  the 
various  stresses  using  the  selected  factors  as 
tentative  criteria. 

(5)  If  the  tentative  criteria  vary  in  a  con- 
sistent and  quantitative  manner  with  the  in- 
tensity of  the  stress,  they  may  be  adopted 
as  working  criteria  and  the  final  step  under- 
taken— namely,  an  attempt  to  determine  the 
cause  of  the  variation  in  the  working  cri- 
teria. 

This  may  appear  to  be  a  laborious  process, 
and  indeed  it  is.  But  it  is  doubtful  whether 
the  final  goal  can  be  achieved  by  any  other 
route,  and  the  sooner  it  is  undertaken,  the 
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sooner  will  the  race  be  won.  Then,  and  only 
then,  can  the  therapeutic  approach  to  fatigue 
be  based  on  logical  principles  rather  than 
on  trial-and-error  empiricism. 

Discussion 

Dr.  .T.  H.  Ferguson  (Chapel  Hill):  Fatigue  pre- 
sents itself  in  our  clinical  practice  as  tlie  problem 
of  asthenia,  and  I  should  like  to  extend  Dr.  Miller's 
splendid  presentation  of  physiologic  fundamentals  by 
a  brief  comment  on  three  points  of  practical  clinical 
significance.  These  are  the  relationships  to  (1)  nu- 
trition and  metabolism,  (2)  anoxia  and  (3)  endo- 
crines. 

In  studying  problems  of  nutrition  in  relation  to 
industrial  capacity,  we  see  asthenia  related  to  an 
inadequate  supply  of  calories,  proteins,  and  vitamins. 
Even  if  Dr.  Miller  is  strictly  correct  in  separating- 
reduced  capacity  for  work  and  the  fatigue  problem, 
the  two  are,  nevertheless,  inextricably  associated 
under  these  conditions.  Men  cannot  reach  the  heights 
of  their  potential  capacities  for  thinking  and  social 
behavior  if  nutritional  problems  and  the  basic 
struggle  for  physical  survival  sap  their  physical, 
mental,  and  psychologic  activities,  and  when  frustra- 
tion of  the  elementary  physical  goal  of  body  mainte- 
nance leads  to  fatigue,  apathy,  helplessness,  and  re- 
duced physical  capacity,  the  asthenia  problem  is  as 
real  as  it  is  severe  and  complex.  The  physiologist 
can  at  least  make  the  contril^ution  of  insisting  on 
nutritional  and  metabolic  correction  as  prerequisite 
for  approach  to  the  psychological  and  socio-political 
angles. 

Specific  asthenic  problems  arise  in  connection 
with  nutritional  and  metabolic  disfunctions  in  dia- 
betes, in  gastro-intestinal,  digestive,  liver  and  kidney 
disorders,  and  in  a  host  of  other  diseases.  Here,  in- 
deed, we  are  on  sure  ground  as  to  the  first  line  of 
treatment. 

The  pi-oblem  of  anoxia,  acute  and  chronic,  presents 
itself  in  very  many  diseases.  The  asthenia  of  all 
debilitating  illnesses  involves  some  aspect  of  anoxia, 
which  we  can  consider  under  several  logical  heads: 

1.  Failure  to  oxygenate  the  blood  properly,  as  in 
inadequate  atmospheres,  and  in  lung  and  heart 
conditions 

2.  Reduced  oxygen-carrying  capacity  of  the  lilood, 
as  in  anemias 

3.  Inadequate  lilood  (and  hence  oxygen)  supply 
to  tissues,  either 

(a)  generally,  as  in  circulatory  disturbances,  or 

(b)  locally,  as  in  venous  obstruction  in  a  leg 

4.  Inability  of  the  tissues  properly  to  utilize  the 
oxygen  which  the  blood  brings  to  them,  as  in 
various  toxic  conditions. 

Again,  the  practical  problem  clearly  is  a  matter 
of  restoring  normal  respiratory,  circulatory,  and 
tissue  metabolic  activity  as  a  primary  requisite  for 
combatting  the  asthenia.  During  the  asthenic  period, 
the  performance  limitations  of  the  patient  must  re- 
ceive full  recognition,  sjmipathy,  and  attention,  in- 
eluding  the  best  possible  nursing  care.  The  mental 
and  psychologic  factors  are  very  important  in  the 
anoxic  patient.  The  better  the  care,  the  greater  the 
amelioration  of  symptoms  and  the  speedier  the  re- 
covery. 

Lastly,  some  specific  relationships  of  endocrines 
to  asthenia  will  be  mentioned,  and  I  will  center  my 
remarks  around  adrenal  cortical  hormones  and  the 
anterior  pituitary.  Since  we  are  all  familiar  with  the 
extreme    asthenia    resulting   from    severe    deficiency 


of  adrenal  cortical  hormones,  as  in  Addison's  disease, 
I  will  talk  on  the  broader  aspects. 

Prolonged  physical  exercise  will  cause  hyper- 
trophy of  the  adrenal  cortex.  In  Ingle's  experiments 
on  rats  raising  a  100  Gm.  weight  repeatedly  for  120 
hours,  the  weight  of  the  adrenals  was  nearly  doubled 
(increasing  from  26  to  50  mg.). 

Adrenalectomized  animals,  like  human  patients 
with  Adtlison's  disease,  are  decidedly  asthenic  and 
notoriously  sensitive  to  various  types  of  stress,  es- 
pecially infections,  trauma,  cold,  and  anoxia.  The 
amount  of  adrenal  cortical  hormone  needed  to  keep 
them  alive  is  greatly  increased  if  they  exercise  or 
suffer  any  of  the  above  stress  conditions. 

Control  of  the  adrenal  cortical  hoiTiione  by  the 
anterior  pituitary  is  one  of  the  many  physiologic 
functions  of  "the  master  endocrine  gland."  It  is 
thiough  such  conti'ols  over  a  number  of  endocrines, 
together  with  certain  direct  metabolic  and  nervous 
controls,  that  the  body  mobilizes  its  defenses  against 
stress  conditions.  Let  us  consider  infections,  for 
instance. 

Enlargement  of  the  adrenal  cortex  and  denletion 
of  its  linoids  occur  in  many  inflammatory  diseases. 
Rich  (of  .Johns  Hopkins)  regularly  found  histonath- 
ologic  lesions  in  the  adrenal  cortex  of  natients  dving 
from  meningitis,  pneumonia,  diphtheria,  and  stren- 
tncnrcal  infections.  In  the  classical  Waterhonse- 
Fviderichsen  syndrome  associated  with  certain  cases 
of  meningitis,  adrenal  cortical  damage  with  hemoi-- 
rhagie  lesions  is  pathognomonic.  Rich  found  no  such 
lesions  in  cases  of  circulatory  collapse  from  trau- 
matic shock.  It  does  seem,  then,  that  the  asthenia 
of  patients  acutelv  ill  from  severe  infections  has 
much  to  do  with  the  adrenal  cortical  hormones.  We 
do  not  know  the  exact  significance  of  the  high  con- 
tent of  cholesteral  and  ascorbic  acid  in  the  normal 
adrenal  cortex,  but  there  is  evidence  that  both  are 
related  to  synthesis  of  the  hormonal  steroids.  Savers 
and  others  have  shown  that  these  two  substances 
decrease  following  hemorrhage,  extremes  of  temner- 
ature.  trauma,  and  anoxia.  Following  acute  stress 
conditions  such  as  infections,  burns,  and  maior  on- 
erations,  the  urinary  excretion  of  17-keto=tpro'ds 
is  increased  (as  much  as  ten  times),  and  this  in- 
crease may  have  a  significant  relation  to  the  adrenal 
cortex. 

Vollmer  and  Gilmore  renorted  that  mice  withstand 
mild  pneumococcal  infections  better  if  given  in.iec- 
t'ons  of  adrenal  cortical  hormone,  but  the  hormone 
does  not  seem  to  help  in  more  severe  infections, 
where  it  is  needed  most. 

Adrenalectomized  rats  at  a  barometric  pressure 
of  300  mm.  of  mercury  need  20  times  as  much 
adrenal  cortical  hoimone  to  survive.  Thorn  found 
that  only  8  ner  cent  of  normal  rats  survived  ures- 
sures  equivalent  to  an  altitude  of  32,000  feet,  where- 
as 85  wer  cent  survived  if  given  adequate  ACH. 
There  is  also  evidence  that  the  anterioi'  pituitary 
hormones  increase  in  anoxia. 

All  that  I  have  said  adds  up  to  the  fact  that 
physical  stress  of  many  kinds  is  intimately  con- 
nected with  the  asthenia  or  fatigue  problem.  The 
body  has  various  physiologic  adjustments  involving 
metabolic,  respiratory,  circulatory,  and  nervous  and 
endocrine  factors.  It  is  of  obvious  clinical  imnor- 
t^nce  to  do  everything  possible  to  give  such  factors 
free  play  and  boost  them  with  all  measures  and 
agents  we  can  command. 

Chairman  Ruff  in:  Some  years  ago  we  were  told 
that  when  a  patient  complained  of  being  tired  he 
should  be  given  thiamine.  You  do  not  believe  that  ? 

Dr.  jMiller:  Only  if  he  has  a  thiamine  deficiency 
to  start  with. 
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THE  FORSYTH  COUNTY  RESOLUTIONS 

When  the  selective  service  act  passed  by 
the  Eightieth  Congress  was  being  drawn  up, 
it  provided  that  all  doctors  under  45  should 
be  drafted.  Only  the  most  determined  effort 
on  the  part  of  officials  of  the  American  Medi- 
cal Association,  and  the  assurance  on  their 
part  that  a  sufficient  number  of  medical  offi- 
cers would  be  obtained  by  voluntary  enlist- 
ments, kept  this  pai't  of  the  bill  from  being 
enacted  into  law. 

Now  that  our  profession  has  been  again 
entrusted  with  the  job  of  furnishing  its 
quota  for  the  new  selective  service,  it  is 
necessary  to  work  out  some  means  of  help- 
ing the  doctors  themselves  decide  whether 
they  are  needed  more  in  service  or  in  civilian 
life.  If  some  plan  to  insure  an  adequate 
number  of  volunteers  for  medical  service  in 
the  armed  forces  is  not  put  into  effect  soon, 


the  next  Congress  will  almost  certainly  make 
provision  for  a  draft  of  doctors.  It  is  doubt- 
ful that  a  plan  drawn  up  by  politicians  could 
be  as  equitable  as  one  worked  out  by  doctors 
themselves. 

With  this  idea  in  mind,  the  Forsyth 
County  Medical  Society  appointed  a  Com- 
mittee on  Military  Affairs  to  work  out  a  suit- 
able formula  for  the  voluntary  enlistment 
of  medical  officers.  This  committee  was 
selected  with  great  care,  in  order  to  have 
every  possible  viewpoint  represented:  men 
who  had  been  in  service  and  those  who  had 
not;  medical  teachers  and  private  practi- 
tioners ;  general  practitioners  and  specialists. 

The  committee  devoted  many  hours  to  the 
task,  and  their  final  plan  was  adopted  unani- 
mously by  the  Forsyth  County  Medical  So- 
ciety. A  copy  was  then  sent  to  the  Executive 
Committee  of  the  State  Society,  where  it  re- 
ceived very  favorable  comment.  One  veteran 
of  both  World  Wars  said  that  it  was  the  fair- 
est plan  he  had  ever  seen  for  selecting  medi- 
cal personnel  for  the  armed  forces.  Copies 
were  also  sent  to  the  secretary  of  every  State 
Medical  Society  in  the  country,  and  to  Dr. 
Harold  R.  Hennessy,  secretary  of  the  Council 
on  National  Emergency  Medical  Service  of 
the  American  Medical  Association.  Dr.  Hen- 
nessy's  reaction  was  most  favorable,  as  is 
evidenced  by  a  few  excerpts  from  a  letter 
to  Dr.  L.  C.  Ogburn,  chairman  of  the  Forsyth 
County  committee: 

"Copies  of  the  report  from  the  Militarv  Affairs 
Committee  of  the  Forsyth  County  Medical  Societv 
have  been  received.  I  am  very  much  impressed  and 
have  taken  the  privilege  of  sending  advance  copies 
to  members  of  our  Executive  Committee.  I  am  also 
having  two  hundred  copies  mimeographed,  with  the 
view  in  mind  of  sending  them  out  to  some  of  the 
other  state  committees. 

"I  was  in  Indianapolis  yesterday  and  talked  before 
a  group  of  veteran  medical  officers.  The  idea  of  a 
point  system  as  mentioned  by  you  met  with  their 
favor  ... 

"It  would  seem  wise  to  me  that  your  delegates  to 
the  St.  Louis  meeting  be  pretty  well  informed  about 
your  thinking  in  this  matter.  If  they  are  in  sym- 
pathy with  you  a  great  deal  more  can  be  accom- 
plished." 

It  is  with  great  pride  that  the  North 
Carolina  Medical  Journal  publishes  the 
Forsyth  County  Medical  Society's  plan  on 
page  589  of  this  issue,  and  urges  that  our 
delegates  to  the  St.  Louis  convention  recom- 
mend its  adoption  by  the  American  Medical 
Association. 
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SOME  ELECTION  REFLECTIONS 

Apparently  President  Harry  Truman  was 
the  only  person  in  the  United  States  who  was 
not  surprised  to  learn  that  he  is  to  be  given 
another  four-j-ear  lease  on  the  White  House 
and  the  assurance  that,  for  two  years  at 
least,  he  will  have  a  comfortable  majority  of 
Democrats  in  both  houses  of  Congress.  The 
professional  prophets  and  interpreters  of 
public  opinion  are  having  a  hard  time  ex- 
plaining just  what  took  place.  It  is  not  the 
intention  of  this  journal  to  account  for  the 
election  returns,  but  merely  to  offer  some 
random  reflections  as  to  the  possible  reper- 
cussions upon  medical  practice  in  this 
country. 

First  of  all  it  is  in  order  to  pay  a  tribute 
to  the  courage  which  President  Truman  dis- 
played in  winning  the  nomination  and  the 
election.  It  is  quite  likely  that  admiration 
for  his  fighting  qualities  won  a  good  many 
votes  for  him. 

Now  that  the  voters  of  the  country  have 
returned  their  verdict,  petty  partisan  poli- 
tics should  be  forgotten,  until  the  next  elec- 
tion, at  least.  There  are  many  objectives  of 
the  present  administration  which  every  pa- 
triotic citizen  can  and  should  endorse.  No 
man  or  party  is  infallible,  however,  and  there 
is  no  lack  of  patriotism  in  those  who  oppose 
with  all  possible  vigor  proposed  measures 
Avhich  they  honestly  believe  would  be  detri- 
mental to  the  welfare  of  our  country.  In 
Britain  "His  Majesty's  Loyal  Opposition" 
serves  a  very  useful  purpose.  A  loyal  oppo- 
sition is  also  needed  in  the  United  States. 

It  is  certain  that  the  attempt  to  enact  some 
form  of  compulsory  national  health  insur- 
ance will  be  repeated,  and  there  is  grave 
danger  that  it  will  succeed.  For  more  than 
ten  years  a  bill  calling  for  some  form  of  so- 
cialized medicine  has  been  introduced  in  each 
successive  Congress,  and  has  always  died  in 
committee.  President  Roosevelt,  be  it  re- 
membered, never  recommended  compulsory 
sickness  insurance.  President  Truman  has 
repeatedly  declai-ed  himself  in  favor  of  it. 
Therefore  we  need  expect  no  let  up  in  the 
efforts  of  federal  employees  to  convince  the 
people  of  this  country  that  they  are  getting 
an  inferior  brand  of  medical  care  from  a  sel- 
fish, inefficient  body  of  men — and  that  the 
proper  remedy  for  the  situation  is  to  put  the 


doctors  under  the  supervision  of  Washington 
bureaucrats. 

Those  who  do  not  wish  to  see  the  domina- 
tion of  medicine  by  the  Federal  Security 
Agency  must  prepare  to  oppose  an  all-out 
attempt  to  force  a  National  Health  Bill 
through  Congress.  In  football  terms,  only  a 
determined  stand,  possibly  on  the  one-yard 
line,  can  prevent  a  victory  by  the  proponents 
of  socialized  medicine.  Let  it  be  remembered 
that  in  1946,  45,000  employees  of  the  federal 
government  gave  part  or  all  of  their  time 
and  spent  seventy-five  million  dollars  for 
propaganda.  These  same  federal  employees 
will  continue  to  have  access  to  millions  of 
dollars  of  tax  money  to  continue  their  fight 
for  government  control  of  medicine. 

In  spite  of  the  apparent  odds  against  the 
private  practice  of  medicine,  the  medical 
profession  should  not  be  overcome  by  a  spirit 
of  defeatism  and  give  up  the  fight.  There 
are  too  many  reasons  for  encouragement. 
One  is  the  phenomenal  growth  of  the  volun- 
tary insurance  plans  in  the  United  States. 
The  greater  the  number  of  people  protected 
by  such  plans,  the  less  spontaneous  pressure 
there  will  be  for  compulsory  government  in- 
surance. There  is  good  cause  to  believe  that 
within  a  very  short  time  most  of  the  self- 
supporting  people  in  the  country  will  be  pro- 
tected by  some  form  of  voluntary  medical 
care  insurance.  As  for  the  indigent,  no  bill 
has  yet  been  introduced  in  Congress  to  pro- 
vide for  their  care  by  any  scheme  of  social- 
ized medicine. 

Another  reason  for  encouragement  is  the 
growing  recognition  of  the  general  practi- 
tioner's importance  to  the  medical  profes- 
sion. It  was  the  threatened  shortage  of 
family  doctors  that  made  many  laymen  re- 
ceptive to  the  idea  of  having  a  Government 
agency  which  would  compel  medical  men  to 
practice  where  and  how  they  were  ordered. 
With  all  the  resources  of  the  medical  profes- 
sion enlisted  in  maintaining  a  proper  balance 
between  family  doctors  and  specialists,  there 
is  now  little  danger  that  John  Q.  Public  will 
be  deprived  of  his  family  medical  adviser. 

A  somewhat  indirect  encouragement 
conies  from  across  the  water.  In  spite  of  ef- 
forts to  suppress  unfavorable  reports,  it  is 
becoming  evident  that  England's  "noble  ex- 
periment" in  "nationalizing"  medicine,  along 
with  railroads,  banks,  and  coal  mines,  is  not 
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too  successful — even  with  the  aid  of  millions 
of  dollars  from  this  counti'y.  It  is  now  fairly 
well  known  also  that  the  New  Zealand  trial 
of  socialized  medicine  was  a  great  disap- 
pointment to  all  concerned. 

It  is  encouraging,  also,  to  know  that  the 
overwhelming  majority  of  doctors  in  the 
country  are  opposed  to  being  regimented  by 
the  government.  The  results  of  the  primary 
in  Oregon'"  should  convince  anyone  that  doc- 
tors can  exert  tremendous  political  influence 
when  they  are  aroused. 

Every  doctor  should  ask  himself  what  he 
as  an  individual  can  do  to  prevent  the  trag- 
edy of  having  the  government  take  over  the 
practice  of  medicine.  One  of  the  most  im- 
portant and  effective  things  he  can  do  is  to 
tell  his  representative  and  senator  how  he 
feels  about  the  matter.  A  doctor  who  is  the 
personal  physician  of  a  member  of  Congress 
has  an  unusual  opportunity  for  missionary 
work ;  but  any  doctor  can  write  letters  to  his 
congressmen.  If  such  letters  are  numerous 
enough,  they  will  carry  great  weight. 

Doctors  can  help  by  talking  to  their  pa- 
tients and  friends,  and  giving  them  the  truth 
about  the  matter.  The  gross  intellectual  dis- 
honesty used  in  distorting  the  selective 
service  rejection  figures,  as  exposed  by  Dr. 
Maurice  Freedman  in  the  Reader's  Digest, 
should  be  made  known.  The  public  should 
know  of  the  dissatisfaction  with  the  British 
National  Health  Insurance  Plan.  People 
should  be  reminded  of  the  ineffectiveness  and 
wastefulness  of  government  medicine  as 
practiced  in  many  V.A.  hospitals.  They 
should  know  that  if  the  present  administra- 
tion is  given  the  chance  to  inaugurate  a  med- 
ical care  plan  in  this  country,  it  would  be 
controlled  by  the  Federal  Security  Agency, 
which  in  turn  is  dominated  by  a  layman. 
Business  and  professional  men  snould  be  re- 
minded that  socialization  would  not  stop  with 
medicine,  but  that  other  groups  would  be 
brought  under  government  control,  just  as 
they  have  been  in  England. 

Finally,  every  doctor  can  contribute  to  the 
National  Physicians  Committee,  75  East 
Wacker  Drive,  Chicago.  This  organization 
has  done  most  effective  work  in  the  past  to 
combat  the  threat  of  political  medicine.  It 
has  the  experience,  the  equipment,  and  the 

1.    Dewey   on    Socialized    Medicine,    Editorial.    North    Carolina 
M.  J.  9:350    (July)    19-lS. 


"know-how"  to  offer  determined  and  effective 
resistance  to  the  next  inevitable  version  of 
the  Wagner-Murray-Dingell  Bill. 

DR.  HAMILTON  McKAY— PRESIDENT- 
ELECT OF   THE   SOUTHERN 
MEDICAL  ASSOCIATION 

Just  as  the  North  Carolina  Medical 
Journal  was  going  to  press,  word  was  re- 
ceived that  at  the  recent  annual  session  of 
the  Southern  Medical  Association  Dr.  Ham- 
ilton McKay  of  Charlotte  was  chosen  presi- 
dent-elect. This  honor  comes  as  no  surprise 
to  the  many  friends  of  Dr.  McKay,  who  has 
long  been  active  in  the  affairs  of  the  South- 
ern Medical  Association.  His  professional 
and  personal  qualifications  eminently  fit  hfm 
for  this  high  office. 

North  Carolina  has  reason  to  be  proud  of 
Hamilton  McKay.  The  North  Carolina 
Medical  Journal,  on  behalf  of  the  doctors 
of  North  Carolina,  offers  congratulations  to 
him  upon  this  honor,  and  also  congratulates 
the  delegates  to  the  Southern  Medical  Asso- 
ciation upon  their  good  judgment  in  select- 
ing him  for  this  position  of  leadership.  In 
honoring  him,  they  have  honored  the  medical 
profession  of  North  Carolina. 

A  NEW  COVER  FOR  THE  JOURNAL 

For  the  first  time  since  the  second  month 
of  its  publication,  the  cover  design  of  the 
North  Carolina  Medical  Journal  has 
been  changed.  The  change  was  made,  with 
some  misgiving  and  after  long  deliberation 
on  the  part  of  the  editorial  board,  as  a  con- 
cession to  the  constantly  mounting  costs  of 
publication.  Most  of  the  cost  of  printing  the 
Journal  is  met  by  the  revenue  from  adver- 
tisements. The  space  on  the  lower  half  of 
the  front  cover  is  the  most  desirable  spot 
from  the  advertiser's  viewpoint.  Many  other 
state  journals  have  led  the  way  in  accepting 
advertisements  for  this  location,  and  our  edi- 
torial board  felt  that  it  should  take  advan- 
tage of  the  opportunity  to  bring  a  few  more 
shekels  into  the  treasury  of  the  Society. 

The  new  cover  design  was  suggested  by 
Mr.  Bob  Blake,  of  the  Duke  University  De- 
partment of  Medical  Illustration,  under  the 
direction  of  Mr.  Elon  Clark.  It  is  hoped  that 
our  readers  will  like  the  new  cover;  it  is 
certain  that  our  business  manager  will. 
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Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

A  4-year-old  white  boy  was  admitted  to 
the  hospital  because  of  diarrhea  and  anemia 
of  two  months'  duration. 

He  had  never  been  healthy.  He  sat  alone 
at  1  year  of  age  and  walked  at  2  years.  There 
was  no  evidence  of  mental  retardation.  He 
had  had  recurrent  infections  since  the  age 
of  3  months.  Chronic  otitis  media  had  been 
present  for  three  years,  and  he  had  had  at 
least  three  attacks  of  pneumonia.  The  socio- 
economic and  family  histories  were  non- 
contributory. 

'The  present  illness  began  insidiously  two 
months  prior  to  admission,  when  he  had  a 
few  loose  stools.  An  intermittent  fever  de- 
veloped and  persisted.  The  diarrhea  grad- 
ually became  more  severe  until  the  stools 
were  almost  continuous.  These  were  said  to 
have  been  loose,  foul,  slimy,  and  green  in 
color.  No  blood  had  been  noted.  He  became 
pale  and  lost  considerable  weight  in  spite  of 
a  fair  caloric  intake.  Sulfadiazine  and  peni- 
cillin had  failed  to  alter  the  number  of  stools, 
the  fever,  or  his  general  condition. 

Physical  examination  at  the  time  of  ad- 
mission showed  an  emaciated  child  who  was 
obviously  seriously  ill.  The  temperature  was 
101.2  F.  The  blood  pressure  was  90  systolic, 
68  diastolic.  The  height  was  normal  for  his 
age,  but  he  was  12  pounds  underweight. 
There  was  a  purulent  discharge  from  the  left 
ear.  The  lungs  were  clear.  E.xcept  for  tachy- 
cardia the  heart  was  normal.  The  abdomen 
was  distended  and  tympanitic.  The  spleen 
was  not  palpable.  The  liver  was  felt  3  cm. 
below  the  right  costal  margin.  No  other 
masses  were  present. 

Laboratory  studies  revealed  a  severe  ane- 
mia which  was  hypochromic  and  micro- 
cytic in  type.  There  were  21,200  leukocytes, 
with  a  normal  differential  count.  The  urine 
was  within  normal  limits.  The  total  serum 
protein  was  3.8  Gm.  per  100  cc,  the  carbon 
dioxide  combining  power  40  volumes  per 
cent,  and  the  blood  chlorides  504  mg.  per 
100  cc.  The  Kahn  test  was  negative,  as  were 
three  tuberculin  tests. 

During  the  first  three  weeks  in  the  hos- 
pital no  blood  was  noted  in  the  stools,  and 
no  ova  or  parasites  were  found.  Cultures 
revealed  no  pathogens.    No  excess  fat  was 


present,  and  the  stools  contained  trypsin. 
Toward  the  end  of  the  illness  Giardia  lamblia 
were  found,  and  a  paracolon  bacillus  and 
Shigella  dispur  were  cultured  from  the 
stools.  Barium  enema  examination  was  un- 
satisfactory because  of  the  child's  inability 
to  cooperate.  Proctoscopic  examination 
showed  an  extensive  granular  lesion  which 
was  indurated,  friable,  and  ulcerated.  No 
amebae  were  found  either  in  the  stool  or  by 
direct  smear  from  the  lesion. 

The  course  was  downhill,  although  at  one 
time  there  was  slight  improvement.  The  only 
additional  finding  was  that  of  a  mass  in  the 
right  lower  quadrant  which  varied  in  size 
from  day  to  day.  There  was  at  no  time  any 
clear-cut  abdominal  tenderness.  All  types  of 
therapy  were  tried  without  success.  Feeding, 
starvation,  antibiotics,  and  chemotherapeutic 
agents  failed  to  affect  the  course.  The  fluid 
and  electrolyte  balance  was  maintained  with- 
in normal  limits  by  parenteral  therapy.  The 
patient  gradually  became  weaker  and  died 
quietly  five  weeks  after  admission. 

Clinical  Discussion. 

Dr.  Weston  M.  Kelsey  :  Dr.  Caver  called 
me  shortly  after  he  had  done  a  proctoscopic 
examination  on  this  patient  and  told  me  to 
be  cerrain  to  see  the  next  proctoscopy,  as  such 
a  lesion  was  most  unusual.  It  was  a  remark- 
able sight,  and  I  have  been  unable  to  find 
anything  in  the  literature  which  seems  to  fit 
this  history.  I  believe  that  the  history  of 
retardation  since  birth  has  little  to  do  with 
this  child's  present  illness.  With  this  simpli- 
fication, we  have  a  child  with  diarrhea  and 
an  extensive  rectal  mass,  and  the  problem 
in  diagnosis  could  be  settled  if  we  knew 
which  appeared  first. 

There  seems  to  be  considerable  evidence 
that  the  mass  was  primary.  The  lesion  cer- 
tainly looked  as  if  it  were  more  than  two 
months  old,  and  a  longer  duration  would  fit 
in  with  the  vague  history  of  weakness  prior 
to  the  onset  of  diarrhea.  I  know  of  no  in- 
fectious disease  which  produces  this  type  of 
lesion.  Probably  the  most  suggestive  evi- 
dence is  that  all  of  the  experienced  proctolo- 
gists who  saw  the  lesion  commented  that  in 
an  adult  it  w'ould  be  considered  malignant 
until  proven  otherwise.  There  is  some  doubt 
as  to  the  pathogenicity  of  Giardia  lanMia, 
Shigella  dispaf,  and  the  paracolon  bacilli. 
Certainly  there  is  no  evidence  that  they  are 
capable  of  causing  a  fungating  mass  such 
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as  this  child  had.  It  is  my  impression  that 
in  a  majority  of  cases  they  are  probably 
secondarj^  invaders  in  an  already  diseased 
gastrointestinal  tract. 

Tuberculosis  could  produce  this  lesion,  but 
repeatedly  negative  tuberculin  tests  are 
strongly  against  this  diagnosis,  as  is  the  ab- 
sence of  demonstrable  tuberculosis  else- 
where. I  found  two  reports  of  chronic  ame- 
biasis in  adults  which  produced  a  mass  that 
was  mistaken  for  carcinoma.  These  patients 
had  had  the  disease  for  years.  The  repeated 
negative  examinations  in  our  patient  are 
excellent  evidence  against  his  having  amebi- 
asis. Nothing  in  the  laboratory  findings 
pointed  to  a  metabolic  type  of  diarrhea,  and 
these  diarrheas  have  not  been  associated 
with  gross  lesions  of  this  type. 

The  diagnosis  would  seem  to  be  between 
ulcerative  colitis  and  a  neoplastic  process. 
In  the  absence  of  a  biopsy,  I  know  of  no  wny 
in  which  a  definite  diagnosis  could  be  made. 
The  course  was  more  rapid  than  the  usual 
one  of  ulcerative  colitis  in  childhood.  Cer- 
tainly the  extent  of  the  local  lesion  is  far 
greater  than  one  would  expect  in  ulcerative 
colitis  of  this  duration.  A  brief  survey  of 
the  literature  on  neoplastic  disease  of  the 
colon  and  rectum  in  childhood  surprised  me. 
About  50  cases  of  such  neoplasms  are  de- 
scribed. Several  of  these  patients  had  ill- 
nesses similar  to  this  child's.  I  remember  a 
case  presented  here  last  year  in  which  Hodg- 
kin's  disease  produced  a  mass  in  the  cecum. 
That  child  had  had  severe  diarrhea  for  a 
month.  Multiple  polyposis  should  be  men- 
tioned, though  I  could  find  no  cases  in  which 
carcinomatous  degeneration  occurred  at  this 
early  an  age. 

My  diagnosis  when  the  patient  was  on  the 
.  wards  was  ulcerative  colitis.  Primarily  be- 
cause the  lesion  looked  malignant,  I  am  go- 
ing to  change  the  diagnosis  (with  consider- 
able misgiving)  and  guess  that  he  had  a  neo- 
plastic process  of  an  undetermined  type. 

Would  Dr.  Cayer  discuss  this  case? 

Dr.  David  C.4YEr:  Proctoscopic  examina- 
tion of  this  child  revealed  most  extensive 
changes.  The  entire  lumen  of  the  bowel  was 
difl^usely  involved  with  hyperplastic,  nec- 
rotic, friable  lesions  in  which  ulcers  approxi- 
mately .3  to  4  cm.  in  length.  1  cm.  in  width, 
and  0.5  cm.  in  depth  were  seen.  The  lesions 
were  covered  with  a  mucopurulent  and 
bloody  exudate.  Because  of  the  obvious  nar- 
rowing and  friable  condition  of  the  bowel 


and  the  fear  of  perforation,  no  attempt  was 
made  to  advance  the  proctoscope  beyond  a 
distance  of  7  or  8  cm.  It  was  felt  at  the  time 
of  the  first  examination  that  a  biopsy  was 
indicated.  When  a  repeat  proctoscopic  exam- 
ination was  done  during  the  next  week,  how- 
ever, the  lesion  had  subsided  considerably. 
It  then  had  the  appearance  of  a  severe  ulcer- 
ative colitis  rather  than  malignancy.  It  was 
also  noted  at  this  time  that  the  sphincter  was 
involved,  and  remained  patent  and  atonic 
after  the  proctoscope  was  removed. 

An  attempt  was  made  to  estimate  the  ex- 
tent of  the  lesion  by  barium  enema  exami- 
nation, but  the  child  was  unable  to  retain 
the  barium.  While  neoplastic  growths  in  the 
rectum  may  be  manifested  by  numerous 
bloody  mucoid  discharges  accompanied  by 
some  fecal  material,  the  rapid  passage  of 
food  and  material  through  the  gastrointes- 
tinal tract  in  this  child  suggests  an  extensive 
involvement  of  the  bowel.  The  change  in  the 
proctoscopic  picture  over  a  period  of  one 
week,  as  well  as  the  fact  that  the  lesion  in- 
volved the  rectal  sphincter  and  possibly  the 
right  side  of  the  colon,  indicates  that  ulcer- 
ative colitis  would  be  the  most  likely  diag- 
nosis. In  addition,  ulcerative  colitis  is  more 
frequent  than  a  primary  bowel  malignancy 
in  a  child.  It  is  my  impression  that  this  rep- 
resented a  severe  instance  of  extensive  ulcer- 
ative colitis. 

Dr.  Kelsey  :  I  agree  that  the  rapidity  with 
which  the  food  traversed  the  intestines  sug- 
gests an  extensive  intestinal  lesion.  However, 
a  relatively  small  or  localized  lesion  can 
cause  severe  diarrhea  in  childhood. 

Anatomic  Discussion 

Dr.  R.  p.  Morehead:  The  findings  at 
autopsy  in  this  case  were  essentially  those 
seen  in  advanced  cases  of  chronic  ulcerative 
colitis.  The  entire  colon,  as  well  as  the  distal 
portion  of  the  ileum  and  rectum,  was  in- 
volved. The  wall  of  the  bowel  was  greatly 
thickened  and  indurated  on  its  mesenteric 
border,  and  the  regional  lymph  nodes  were 
extensively  involved.  Fibrous  and  fibrinous 
adhesions  were  noted  throughout  the  abdo- 
men, and  in  the  vicinity  of  the  cecum  adja- 
cent loops  of  bowel  were  intimately  adherent 
to  surrounding  structures.  These  structures, 
together  with  the  greatly  enlarged  regional 
lymph  nodes,  made  up  the  mass  noted  clin- 
ically. 

Chronic  ulcerative  colitis  is  an  uncommon 
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disease  in  children"'.  It  does  not  appear  to 
differ  fundamentally,  however,  from  the  dis- 
ease more  frequently  encountered  in  adults. 

Provisional  Anatomic  Diagnoses 

1.  Chronic  ulcerative  colitis,  proctitis.  a}id 
ileitis  involvi)ig  the  entire  colon  and  rec- 
tum, and  30  cm.  of  the  ileum. 

2.  Acute  and  chronic  mesenteric  lympha- 
denitis with  foci  of  suppuration. 

3.  Pleural  adhesions,  bilateral,  obliterative 
in  type. 

4.  Generalized  peritonitis. 

5.  Hydropericardium. 

1.  (;i)  Smith.  K.  M.:  C'hn>iiir  Idiup.itliic  I'lcerative  C'ulitis  in 
Cliililreii.  New  Engrland  .1.  Meil.  ^'lT:jll-jHi  (Sept.  3iO 
1!H7.  (I))  Elitzak.  ,r.  and  WideiMnan,  .\.  H. ;  Nons'pecitic 
Uk-erative  Colitis  in  Cliildliood.  Am.  J.  Dis.  Child.  02:115- 
120  (July)  HIH.  (c)  Litvak.  A.  M.  and  Levy,  H. :  Non- 
specific i'Icerati\e  Colitis  in  Childhood,  .\reh.  Tediat.  lil : 
203-299  (.Tune)  1914.  (d)  Paulson,  M.:  The  I'resent  Status 
of  Idiopathic  Ulcerative  Colitis,  with  Special  Reference  to 
Etiology,    J..\,M..\.    11)1:1687-1119  1    (Nov.    2.i)    1933. 
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THE  LAG  between  knowledge  and  practice  is  no- 
where better  illustrated  than  in  the  slowness  with 
which  general  hospitals  have  instituted  the  routine 
chest  X-ray  examination  of  all  patients  at  the  time 
of  admission.  Yet  everyone  benefits  when  this  is 
done — the  patient,  the  professional  staff,  the  hos- 
pital employees  and  the  community. 

X-RAY  PROGRAMS  IN  GENERAL  HOSPITALS 

Hospitals  should  institute  X-ray  examinations  of 
all  admissions.  The  hospital  can  render  this  health 
service,  which  is  essential  for  the  protection  of  the 
public  health,  better  than  any  other  agency. 

Chest  X-ray  surveys  can  be  conducted  in  hospitals 
much  more  easily,  economically,  and  quickly  than 
in  other  groups.  Hospitals  also  offer  ideal  oppor- 
tunities for  intensive  case-finding.  Most  of  the  enter- 
ing patients  are  free  from  tuberculosis,  but  some 
will  have  tuberculosis  in  its  earliest  stages  and  a 
few  previously  undiagnosed  advanced  cases  will  be 
found. 

In  1946,  more  than  15,000,000  people — more  than 
10  per  cent  of  the  total  population — spent  some  time 
as  patients  in  hospitals.  This  means  that  a  new 
hospital  patient  was  admitted  every  two  seconds. 
In  the  same  year  nearly  2,000,000  new  citizens  were 
born  in  the  7,000  hospitals  of  this  country.  ^Millions 
more  are  treated  as  outpatients  in  the  clinics.  Each 
patient  admitted  should  have  the  benefit  of  a  chest 
X-ray. 

Tuberculosis  is  often  considered  a  disease  of 
youth.  Contrary  to  this  opinion,  however,  mortality 
figures  in  the  United  States  show  the  highest  death 
rate  from  tuberculosis  occurring  in  the  70-year  age 


group.  Too  few  persons — even  among  those  engaged 
in  tuberculosis  control — recognize  the  fact  that  the 
phenomenal  decrease  in  the  death  rate  among 
younger  persons  has  not  been  accompanied  by  a 
similar  decline  among  the  aged.  Yet  the  trend  in  the 
death  rate  from  tuberculosis  increases  with  each 
five  year  age  group  from  1.5  to  75.  Tuberculosis 
among  the  elderly  is  frequently  masked  by  the  in- 
firmities of  age.  It  is  often  difficult  to  interest  elder- 
ly  people  in  a  physical  examination.  These  same 
elderly  people,  however,  make  up  a  large  proportion 
of  admissions  to  general  hospitals.  Here  is  the  op- 
portunity to  begin  work  on  the  difficult  and  enor- 
mous problem  of  finding  tuberculosis  among  the 
elderly. 

A  general  hospital  has  three  compelling  reasons 
for  taking  X-rays  of  all  patients  and  personnel. 
First,  to  serve  its  community  as  a  case-finding  cen- 
ter. Second,  to  protect  its  employees  from  the  spread 
of  tuberculosis  infection  by  patients.  Third,  to  pro- 
tect the  patients  from  contracting  tuberculosis  in- 
fection from  other  patients  or  from  the  personnel. 

Whenever  a  patient  with  unrecognized  open  tuber- 
culosis is  admitted  to  a  hospital  he  becomes  a  men- 
ace to  some  of  the  personnel  in  the  institution.  This 
hazard  can  be  avoided  only  by  routine  chest  X-ray 
examinations  made  on  admission.  Otherwise  proper 
precautions  against  contagion  cannot  be  taken. 

Nurses  entering  training  should  and  do  have  care- 
ful physical  examinations  and  chest  X-rays  to  assure 
that  they  are  free  of  tuberculosis.  During  training, 
however,  many  contract  infection  from  hospital  pa- 
tients. The  only  preventive  for  this  tragic  accident 
is  admission  X-raying  of  every  patient. 

With  a  thorough  case-finding  procedure  among 
personnel  and  routine  X-raying  of  all  admissions 
there  is  less  danger  of  tuberculosis  infection  being 
spread  in  the  hospital.  The  danger  arises  within  the 
hospital,  not  from  accepting  tuberculous  patients, 
but  from  hospitalizing  them  with  their  tuberculosis 
unrecognized.  This  has  been,  and  still  is,  the  prac- 
tice in  many  hospitals.  When  patients  are  known  to 
be  tuberculous,  most  of  the  acute  danger  of  con- 
tagion can  be  avoided.  Admission  X-rays  usually 
tell  us  who  these  patients  are  so  that  adequate  isola- 
tion can  be  provided. 

Hospital  admission  X-rays  are  a  public  benefit. 
By  this  means,  the  disease  can  be  discovered  in  a 
population  group  which  cannot  otherwise  be 
screened  by  general  or  industrial  X-ray  sui-veys — 
the  mother,  the  housewife,  the  maid,  the  self- 
employed  and,  as  pointed  out  before,  the  aged.  Of 
the  fifteen  million  persons  entering  general  hospi- 
tals in  1946,  two  million  were  obstetrical  patients. 
Women  of  child-bearing  age  have  a  high  tuberculosis 
mortality  and  often  are  not  included  in  mass  X-ray 
examinations. 

Early  and  accurate  diagnosis  of  chest  conditions 
is  always  an  aid  to  the  physician.  Even  if  disease 
is  not  ciiscovered,  it  guards  against  the  dangers  of 
incomplete  diagnosis. 

The  program  of  hospital  admission  X-rays  is  ap- 
proved by  the  American  College  of  Radiology  as  a 
screening  device;  in  no  way  does  it  supplant  regular 
X-ray  examinations.  Chest  X-rays  give  impetus  to 
accurate  diagnosis  by  the  staff,  interns,  and  house 
staffs  and  complete  the  hospital  records  of  the  pa- 
tients admitted.  The  X-ray  makes  a  graphic  addition 
to  the  record;  in  subsequent  illness  it  may  be  con- 
sulted by  the  family  physician  if  he  suspects  aggra- 
vation of  a  previously  existing  lesion. 

What  AVe  Expect  from  X-ray  Programs  in  Gen- 
eral Hospitals,  F.  M.  Jleixner,  M.D.,  National  Tuber- 
culosis Association  Transactions,  1947. 
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CORRESPONDENCE 


October  21,  1948 
To  the  Editor : 

Enclosed  is  a  copy  of  a  report  which  was 
approved  by  the  Fors}i:h  County  Medical 
Society  at  a  recent  meeting.  I  would  appre- 
ciate your  publishing  it  in  the  North  Caro- 
lina Medical  Journal. 

You  will  perceive  that  the  committee  had 
in  mind  the  following  ideas : 

1.  To  keep  to  a  minimum  the  number  of 
physicians  who  will  be  required  to  serve  in 
the  armed  forces. 

2.  To  avoid  the  necessity  for  congress- 
ional action  to  get  physicians  into  the  armed 
forces. 

3.  To  maintain  some  civilian  professional 
control,  even  though  indirect,  over  the  num- 
ber of  physicians  taken  into  the  armed 
forces. 

4.  To  provide  a  definite  and  limited  term 
of  service  for  medical  officers. 

5.  To  set  up  a  point  system  which  would 
require  service  from  physicians  in  the  fol- 
lowing order: 

a.  Those  trained  at  government  expense 
Those  not  trained  at  government  ex- 
pense who  have  not  served  before 
Those  who  have  served  before — first 
those  with  short  terms  of  service, 
and  last,  those  with  longer  terms, 
society  hopes  to  secure  action  on  this 
report  through  the  American  Medical  Asso- 
ciation. 

Sincerely  yours, 
L.  C.  Ogburn,  M.D. 


FORSYTH    COUNTY    MEDICAL    SOCIETY 
MILITARY   AFFAIRS    COMMITTEE 

Winston-Salem.  N.  C. 
October  12,  1948 
Proposed  Plan  for  the  Selection  of  Medical   Officers 
for  the  Armed  Forces 

We  recognize  that  good  medical  care  is  essential 
for  an  efficient  military  organization.  Since  we  are 
not  at  war  and  since  the  armed  forces  are  being 
expanded  with  selected  men  working  under  control- 
lable conditions,  the  need  for  medical  officers  should 
be  far  less  than  in  time  of  war.  Evei-y  effort  should 
be  made  to  pro^^de  a  professional  work  load  for 
medical  officers  which  would  approximate  that  to 
which  physicians  are  accustomed  in  civilian  life. 
During  the  last  war  morale  often  suffered  because 
of  the  long  periods  of  comparative  professional  idle- 
ness, the  uncertainties  of  length  of  service,  assign- 
ment to  veterans  hospitals,  and  the  tise  of  profes- 
sional personnel  for  administrative  duties;  these  dis- 
turbing factors  should  be  reduced  to  a  minimum  in 
the  future. 


b. 


c. 


Our 


The  consolidation  of  the  armed  forces  into  a  De- 
pai'tment  of  National  Defense  is  a  forwai-d  step 
which  could  be  made  immediately  applicable  to  the 
various  medical  corps.  The  consolidation  of  the  med- 
ical services  and  facilities  in  adjacent  Army,  Navy, 
and  Air  Force  bases,  using  personnel  from  all  inter- 
changeably and  closing  duplicating  facilities,  would 
liberate  for  other  duties  many  physicians  already 
in   service. 

Other  steps  of  a  similar  nature  should  be  taken 
wherever  possible  to  utilize  physicians  in  service  at 
maximum  professional  efficiency. 

We  strongly  oppose  the  use  of  medical  officers  of 
the  armed  forces  to  care  for  civilians  within  the 
Ignited  States,  except  in  disastei'.  In  view  of  the  fact 
that  the  next  war  may  very  likely  entail  large  num- 
bers of  casualties  in  the  civilian  population,  provi- 
sions should  be  made  for  their  care  by  civilian  physi- 
cians, with  the  aid  of  rapidly  transportable  disaster 
units. 

We  recommend  that  the  American  Medical  Asso- 
ciation, through  its  Council  on  National  Emergency 
Medical  Service,  take  the  following  steps: 

1.  Determine  that  all  possible  procedures  for  the 
efficient  use  of  medical  personnel  in  the  armed  forces 
have  been  carried  out. 

2.  Obtain  assurance  from  the  proper  responsible 
officials  of  the  armed  forces  that  any  physicians  now 
in  civilian  life  who  may  apply  for  a  commission 
and /or  active  duty  will  be  allowed  to  return  to 
civilian  life  upon  the  completion  of  two  years'  serv- 
ice. 

3.  Through  the  state  and  county  medical  societies, 
provide  for  an  equitable  system  of  selecting  physi- 
cians for  service  in  the  armed  forces,  using  a  point 
system  such  as  the  following: 

SUGGESTED  POINT  SYSTEM: 

A  system  similar  to  the  one  which  determined  re- 
lease from  active  duty  in  1945-46  should  be  used. 
Men  with  the  lowest  number  of  points  should  be  the 
first  to  apply  for  a  commission  and /or  active  duty 
for  two  years.  Points  should  be  allowed  for  eacli 
year  of  age  (5),  dependent  wife  (50),  each  minor 
dependent  (50),  each  month  of  military  duty  (10), 
and  each  month  of  foreign  military  duty  (5).  Points 
should  be  subtracted  for  each  month  of  education  or 
training  of  college  quality  at  goveniment  expense 
during  active  duty  (20)  and  subsequent  to  active 
duty   (5). 

EXEMPTIONS: 

1.  All  who  are  physically  disqualified  by  military 
standards. 

2.  Physicians  needed  in  rural  communities  .which 
would  he  left  without  adequate  medical  care. 

3.  All  whose  nearest  birthday  is  45  or  over. 

4.  Heads  of  departments  of  medical  schools. 

5.  Interns  until  the  completion  of  their  regular 
internship. 

6.  Residents  until  the  completion  of  the  year  of 
residency  which  they  were  serving  when  they 
became  eligible  for  military  service. 

SUGGESTED  PROCEDURE: 

1.  The  attached  form  ("Questionnaire  for  Phy- 
sicians (M.D.)")  would  be  reproduced  locally. 

2.  One  copy  would  be  completed  by  each  physician 
under  45  years  of  age  in  civil  life  in  the  United 
States  and  filed  \^'ith  his  o^ti  or  nearest  county 
medical  society.  It  would  be  the  responsibility  of 
each  county  medical  society  to  secure  a  complete 
questionnaire  from  each  physician  in  its  area.  It 
would  be  the  responsibility  of  each  physician  to  keep 
his  questionnaire  cuiTent. 

3.  Each  county  medical  society  would  compile  a 
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tally  sheet  listing  the  net-point  numbers  given  on  its 
questionnaires  and  indicating  the  number  of  non- 
exempt  physicians  with  each  listed  net-point  number. 
This  list  would  be  kept  current  and  a  copy  sent  to 
the  state  medical  society  headquarters  on  request. 

4.  Each  state  medical  society  would  compile  a 
complete  list,  keep  it  current,  and  forward  a  copy 
to  the  American  Medical  Association  on  request. 

5.  The  American  Medical  Association  would  de- 
termine the  number  of  eligible  physicians  in  each 
net-point  category,  and  the  net-point  number  below 
which  all  non-exempt  physicians  would  be  requested 


to  apply  for  commissions  and /or  active  duty  for  twi 
years  in  order  to  furnish  the  necessary  number  foi 
the  armed  forces. 

J.   P.   Davis,   M.D. 

G.  T.  Harrell,  Jr.,  M.D. 

R.  E.  Hedrick,  M.D. 

Felda  Hightower,  M.D. 

H.  C.  McDowell,  M.D. 

C.  R.  Welfare,  M.D. 

L.   C.   Ogburn,   M.D., 
Chairman 


1.  Name: 

2.  Address: 

3.  Graduate 

4.  Interned 

5.  Licensed 


(iuestionnaire   for   Physicians   (M.D.) 
last  first 


middle 


Phone: 


street 


city  and  state 

medical  school 
hospital 


office 
home 


year 


from. 


to 


state 


Specialty. 


year 


Points  to  be  Allowed: 

6.  Age  in  years   to  nearest  birthday 

(If  45  or  more,  do  not  finish  questionnaire) 

7.  Married  and  living  with  wife?.- If  "Yes" 

place  figure  "50"  in   right-hand   column     .     .     . 

8.  Number  of  minor  dependents 

9.  Number  of  months  of  active  military  dutv     .     . 
(As  Enlisted  Man.  ASTP,  V-12,  Officer.  Sixteen 
or  moi'e  odd  days  count  as  a  whole  month) 

10.  Number  of  months   of  foreign   military  duty     . 

11.  Sum  of  lines  G,  7,  8,  9,  and  10 

Points  to  be  Deducted: 

12.  Number  of  months   in   school   or  training   of 
college  quality  or  better  while  on  active  duty 

13.  Number   of  months   of   school   or   training   at     . 
government  e.xpense  since  release  from  active  duty 

14.  Sum  of  points  entered  under  items  12  and  13     . 

15.  Subtract  line  14  from  line  11 


(If  not  full  time,  write  "None") 
X   5     


X    50 


X    10 


X     5 


X    20 


X     5 


NET  POINTS 


Do  you  know  of  any  reason  why  you  would  not  be  acceptable  as  a  medical  officer  in  one  of  the 
armed  forces  ? 

Do  you  know  of  any  reason  why  you  should  not  apply  for  a  commission  and  two  years  of  active 
duty  as  a  medical  officer  in  the  armed  forces  if,  in  view  of  the  information  above  and  in  the  opinion  of 
the  Council  on  National  Emergency  Medical  Service,  it  should  seem  .iust  and  proper  that  you  do  so  ? 

I  declare  that  the  information  given   above  is  correct. 


Date.. 


Signature 
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McCain  Memorial  Committee 

At  a  recent  meeting  of  the  McCain  Memorial  Com- 
mittee it  was  decided  to  have  the  unveiling  and 
dedication  of  the  portrait  of  Dr.  Paul  McCain  at  the 
State  Sanatorium  on  December  7  at  2  p.m.  The  en- 
tire membership  of  the  State  Medical  Society  is  in- 
vited to  attend.  The  McCain  Memorial  Committee  is 
composed  of  Dr.  Paul  F.  Whitaker  of  Kinston,  chair- 
man; Dr.  Frederic  C.  Hubbard  of  North  Wilkesboro; 
and   Dr.   William    M.   Coppridge   of   Durham. 


State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  meet  at  the  Sir  Walter  Hotel,  Raleigh,  on  Mon- 
day, January  17,  194!),  at  10  a.m.,  for  the  purpose 
of  interviewing  candidates  for  licensure  by  endorse- 
ment. 

Dr.  T.  Leslie  Lee  of  Kinston  has  been  elected 
president  for  the  next  year,  succeeding  Dr.  M.  A. 
Pittman  of  Wilson. 


North  Carolina  Surgical  Association 

a  new  organization,  the  North  Carolina  Surgical 
Association,  has  recently  been  formed  to  further 
surgery  in  North  Carolina.  Officers  of  the  Associa- 
tion are  Dr.  James  F.  Marshall,  Winston-Salem, 
president;  Dr.  George  T.  Wood,  High  Point,  vice 
president;  and  Dr.  Alexander  Webb,  Jr.,  Raleigh, 
secretary-treasurer. 


North  Carolina  Public  Health 
Association 

The  thirty-seventh  annual  session  of  the  North 
Carolina  Public  Health  Association  was  held  October 
18-20  in  Durham.  Among  those  participating  in  the 
program  were  Drs.  J.  H.  Epperson  and  Robert  A. 
Ross  of  Durham,  Drs.  Edward  G.  McGavran  and  O. 
David  Garvin  of  Chapel  Hill,  Drs.  H.  C.  Whims  and 
E.  D.  Peasley  of  Asheville,  Dr.  E.  H.  EUinwood  of 
Newton,  Drs.  James  F.  Robertson  and  Donald  B. 
Koonce  of  Wilmington,  Dr.  C.  W.  Bailey  of  Rocky 
Mount,  Drs.  J.  W.  R.  Norton  and  Ivan  Procter  of 
Raleigh,  Dr.  Roscoe  D.  McMillan  of  Red  Springs,  Dr. 
E.  S.  Grady  of  Smithfield,  Dr.  C.  F.  McRae  of  Burns- 
viUe,  Dr.  R.  :\l.  Buie  of  Greensboro,  Dr.  J.  Roy  Hege 
of  Concord,  Dr.  M.  B.  H.  Michal  of  Waynesville, 
Drs.  James  F.  Marshall  and  Wingate  M.  Johnson  of 
Winston-Salem,  and  Dr.  Fred  Hubbard  of  North 
Wilkesboro. 

Officers  of  the  Association  for  1947-48  were  Dr. 
H.  W.  Stevens  of  Wilson,  president;  Dr.  E.  A.  Branch 
of  Raleigh,  vice  president,  and  Harold  Parker  of 
Winston- Salem,  seci'etary-treasurer. 


College  of  American  Pathologists 

The  Southeastern  Region  of  the  College  of  Ameri- 
can Pathologists  will  meet  in  Charlotte  on  December 
10  and  11.  The  program  is  as  follows: 
Friday,  December  10 

9:30  a.m.     Slide   .seminar,   led   by   Dr.   Tracy   Mal- 
lory,    pathologist,    Massachusetts    Gen- 
eral Hospital. 
1:30  p.m.     "Splenic  Anemias" — Dr.  Robert  Heinle, 
associate  professor  of  medicine.  West- 
ern Reserve  University  School  of  Medi- 
cine,  Cleveland,   Ohio. 
2:4.5  p.m.     "Cytological      Cancer      Diagnosis      by 
Smear  Method"— Dr.  N.  Chandler  Foot, 
professor   emeritus   of   surgical   pathol- 
ogy, Cornell  University;  with  scheduled 
discussion  by  J.  A.   Cunningham,   M.D. 
and    L.    C.    Posey,    M.D.,    Birmingham, 
Alabama,   and   E.   R.   Pund,   M.D.,   Uni- 
versity of  Georgia  School  of  Medicine, 
Augusta,  Georgia. 
7:00  p.m.     Banquet.      Dinner   speaker.     Dr.    M.    G. 
Westmoreland,      Executive      Secretary, 
College   of  American   Pathologists. 
Informal     discussion     after     dinner    on 
"Bone    Marrow    Studies,"    led    by    Dr. 
Heinle. 
Saturday,  December  11 

9:30  a.m.     "Lower   Nephron    Nephrosis" — 
Dr.  Tracy  Mallory. 
10:30  a.m.     Series  of  papers  presented  by  members 
of  the   College. 
1:30  p.m.     Tour  through  the  hospital  laboratories. 
The  scientific  meetings  '\\'ill  be  held   in  the  Char- 
lotte Memorial  Hospital.  Pathologists,  regardless  of 
membership    in   the    College    of    American    Patholo- 
gists, are  invited. 


Seminar  on  Industrial  Medicine 
AND  Surgery 

A  seminar  on  industrial  medicine  and  surgery 
was  held  at  the  Hotel  Sir  Walter  in  Raleigh,  Novem- 
ber 9  and  10.  This  was  the  fourteenth  in  a  series  of 
industrial  medical  seminars  sponsored  by  the  Ameri- 
can Mutual  Liability  Insurance  Co.,  for  the  purpose 
of  disseminating  information  on  advanced  practices 
in  the  care  and  treatment  of  occupational  diseases 
and  injuries. 

Among  those  taking  part  in  the  program  were 
Drs.  Barnes  Woodhall,  R.  Beverly  Raney,  and  Lenox 
D.  Baker  of  Durham;  Dr.  Hugh  A.  Thompson  of 
Raleigh;  Dr.  Malory  A.  Pittman  of  Wilson;  and  Dr. 
William  M.  Roberts  of  Gastonia. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

At  a  recent  meeting  of  the  Executive  Committee 
of  the  N.  C.  Tuberculosis  Association,  it  was  an- 
nounced that  the  North  Carolina  Trudeau  Society 
has  been  approved  by  the  American  Trudeau  Society 
and  that  a  constitution  has  been  adopted.  All  mem- 
bers of  the  American  Trudeau  Society  residing  in 
North  Carolina  are  invited  to  join. 

Dr.  C.  Sylvester  Green,  editor  of  the  Durham 
Morning'  Herald,  has  been  appointed  state  director 
of  the  forty-second  annual  Seal  Sale. 

Representatives  from  North  Carolina  at  the 
Southern  Tuberculosis  Conference,  held  in  Savan- 
nah, Georgia,  September  29-October  1,  included  Dr. 
M.  D.  Bonner  of  Jamestown,  Dr.  P.  A.  Yoder  of 
Winston-Salem,  Dr.  H.  L.  Seay  of  Huntersville,  Dr. 
D.  T.  Smith  of  Durham,  Dr.  H.  F.  Easom  of  Wilson, 
Dr.  H.  S.  Willis  of  McCain,  Dr.  C.  D.  Thomas  of 
Black  Mountain,  Dr.  R.  B.  C.  Franklin  of  Mt.  Airy, 
Dr.  C.  G.  Milham  of  Hamlet,  and  Dr.  Anderson  of 
Asheville. 

Mr.  Frank  W.  Webster  of  Raleigh,  executive  sec- 
retary of  the  N.  C.  Tuberculosis  Association,  was 
elected  secretary-treasurer  of  the  conference,  and  Dr. 
H.  S.  Willis  of  McCain  was  named  to  the  board  of 
directors. 
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News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Lenox  D.  Baker,  professor  of  orthopaedic 
surgery,  has  recently  returned  from  a  seven-week 
trip  to  Far  East  medical  installations  as  orthopaedic 
consultant  for  the  Surgeon  General's  Office  of  the 
Department  of  the  Army.  His  mission  was  "to  pro- 
mote and  improve  the  quality  of  medical  care  and 
instruction  in  medical  installations  in  the  Far  East 
command." 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Ray  E.  Brown,  superintendent  of  the  University 
of  Chicago  Clinics,  Chicago,  Illinois,  and  former 
administrator  of  the  North  Carolina  Baptist  Hos- 
pital, spoke  to  the  Bowman  Gray  Medical  Society 
at  its  meeting  on  October  25.  His  subject  was 
"Economics  of  Medical  Care." 
*     *     *     * 

Dr.  Frank  R.  Lock,  head  of  the  department  of 
obstetrics  and  gynecology,  was  one  of  the  speakers 
at  sessions  of  the  Oklahoma  Postgraduate  Confer- 
ence in  Oklahoma  City,  October  24-28. 

if:         *         *  :!: 

Dr.  Fred  K.  Gai-vey,  director  of  the  department 
of  urology,  was  elected  president  of  the  North  Caro- 
lina Urological  Association  during  the  annual  meet- 
ing of  the  association,  held  at  Southern  Pines,  Oc- 
tober 17-18.  Dr.  Charles  M.  Norfleet,  instructor  in 
urology,  was  one  of  the  speakers  at  the  meeting. 

Dr.  J.  Maxwell  Little,  associate  professor  of  phy- 
siology and  pharmacology,  took  part  in  round-table 
discussions  on  the  subject  of  poliomyelitis  research 
at  a  conference  in  Madison,  Wisconsin,  October  25- 
27. 

The  conference  was  sponsored  jointly  by  the  de- 
partment of  medical  microbiology  of  the  University 
of  Wisconsin  and  the  National  Foundation  for  In- 
fantile Paralysis.  Dr.  Little  reported  on  progress 
being  made  here  in  the  research  project  attempting 
to  grow  the  viiiis  of  polio  in  embryonated   eggs. 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  spoke  to  the  section  on  general  practice 
of  the  Indiana  State  Medical  Association  and  to  the 
Indiana  Academy  of  General  Practice  in  Indianap- 
olis on  October  27. 

An  exhibit  by  Dr.  David  Cayer  on  "Vitamin  Re- 
quirements in  Health  and  Disease"  won  honorable 
mention  at  the  meeting  of  the  Southern  Medical 
Association. 


Eighth  District   Medical  Society 

The  Eighth  District  Medical  Society  met  in  High 
Point  on  October  27.  Speakers  on  the  afternoon 
program  were  Dr.  C.  C.  Carpenter  of  Winston-Salem, 
Drs.  Max  P.  Rogers  and  E.  D.  Jones  of  High  Point, 
and  Dr.  James  E.  Best  of  Greensboro.  The  papers 
were  discussed  by  Drs.  James  F.  Donnelly,  Francis 
Forsyth,  and  J.  P.  Rousseau  of  Winston-Salem,  and 
by  Dr.  Maurice  LeBauer  of  Greensboro.  Senator 
George  Penny  of  Greensboro  spoke  at  the  evening 
meeting. 

Officers  of  the  Society  are  Dr.  K.  B.  Geddie,  presi- 
dent; Dr.  A.  R.  Cross,  secretary-treasurer;  and  Dr. 
C.  L.  Gray,  vice  president. 


Tenth  District  Medical  Society 

The  fall  meeting  of  the  Tenth  District  Medical 
Society  was  held  in  Murphy  on  October  13.  At  the 
afternoon  session  scientific  papers  were  presented 
bv  Dr.  W.  A.  Hoover  of  Murphy  and  Drs.  Stanley 
S'.  Atkins,  Richard  C.  Nailling,  and  Lillie  C.  Walker 
of  Asheville,  and  discussed  by  Drs.  Julian  A.  Moore, 
James  Cherry,  E.  D.  Peasley,  and  Bernard  H.  Hart- 
man.  Dr.  V.  H.  Duckett  of  Canton  gave  the  pi'esi- 
dent's  address,  and  the  councilor  of  the  district,  Dr. 
D.  M.  Mcintosh  of  Old  Fort,  gave  a  report.  Dr.  Hugh 
A.  Matthews  of  Canton  responded  to  the  address  of 
welcome. 

Dr.  David  F.  James,  assistant  professor  of  medi- 
cine at  Emory  University,  was  guest  speaker  at  the 
dinner  meeting.  His  subject  was  "The  Differential 
Diagnosis  of  Medical  and  Surgical  Jaundice." 

Officers  elected  for  the  coming  year  were  Dr.  W. 
A.  Hoover  of  Murphy,  president;  Dr.  Julius  Sader 
of  Brevard,  vice  president;  Dr.  Otis  Duck  of  Mars 
Hill,  second  vice  president;  and  Dr.  Paul  McBee  of 
Marion,  third  vice  president.  Dr.  Joseph  T.  Sullivan 
of  Asheville  was  re-elected  secretary-treasurer.  Re- 
tiring officers  were  Dr.  V.  H.  Duckett  of  Canton, 
Dr.  Joseph  Osborne  of  Rosman,  Dr.  W.  N.  Fortescue 
of  Hendersonville,  Dr.  Candler  A.  Willis  of  Candler, 
and  Dr.  B.  W.  Whitfield  of  Murphy. 


Carteret  County  Medical  Society 

The  regular  monthly  supper  meeting  of  the  Car- 
teret County  Medical  Society  was  held  in  the  More- 
head  City  Hospital,  October  11,  the  hospital  acting 
as  host. 

The  scientific  program  consisted  of  a  lecture  on 
bronchoscopy  by  Dr.  J.  C.  Peele  of  Kinston. 

Other  guests  at  the  meeting  were  Dr.  P.  T.  Myers, 
roentgenologist.  Dr.  Dan  Boyette,  pediatrician,  and 
Dr.  Dalton,  ophthalmologist,  all  of  Kinston.  Dr.  J. 
W.  Morris  is  president  of  the  society,  and  Dr.  F.  E. 
Hyde  secretaiy. 

Reported  by 

N.  Thomas  Ennett,  M.D. 
Carteret  County  Health   Officer 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  Richard  B.  Jackson  of  Raleigh  discussed 
"Some  of  the  Common  Surgical  Aspects  of  Proc- 
tology" before  the  Edgecombe-Nash  Counties  Medi- 
cal Society  at  its  meeting  in  Rocky  Mount  on  Oc- 
tober 13.  Drs.  Glenn  Phipps  and  Wardell  Mills  of 
Rocky  Mount,  associates  of  Dr.  C.  W.  Bailey,  were 
elected  to  membership  in  the  society. 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  on  October  12  in  Winston-Salem. 
Dr.  Arthur  Merrill  spoke  on  "Heart  Failure  and  the 
Use  of  Diuretics." 


Halifax  County  Medical  Society 

The  regular  monthly  meeting  of  the  Halifax 
County  Medical  Society  was  held  in  Roanoke  Rapids 
on  October  8.  The  speaker  was  Dr.  Everett  I.  Bugg, 
Jr.,  of  Durham,  whose  subject  was  "Orthopedics." 
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News  Notes 

Dr.  Aldert  S.  Root  of  Raleigh  has  been  appointed 
by  Governor  Cherry  to  succeed  the  late  Dr.  Frank 
Sharpe  of  Greensboro  as  a  member  of  the  North 
Carolina  Milk  Commission. 

Dr.  William  B.  Alsup  has  opened  an  office  in  Win- 
ston-Salem for  the  practice  of  otolaryngology. 

Dr.  E.  Reid  Bahnson  has  announced  the  opening 
of  offices  on  November  1  for  the  practice  of  internal 
medicine  in  Winston-Salem. 

Dr.  Ruth  O'Neal  has  announced  the  opening  of  her 
office  in  Winston-Salem.  Her  practice  will  be  limited 
to  pediatrics. 

Dr.  Henry  L.  Valk  has  recently  announced  the 
opening  of  offices  for  the  practice  of  internal  medi- 
cine in  Winston-Salem. 

Among  the  participants  in  the  Miami  meeting  of 
the  Southern  Medical  Association  were  the  follow- 
ing physicians  from  North  Carolina:  Dr.  David 
Cayer  of  Winston-Salem,  who  presented  a  scientific 
exiiibit  and  a  paper  before  the  Section  on  Gastro- 
enterology; Dr.  Fred  Garvey  of  Winston-Salem,  who 
presented  three  motion  pictures  on  urologic  surgery; 
Drs.  Keith  Grimson,  Sam  McPherson,  William  M. 
Nicholson,  Walter  Spaeth,  Arthur  H.  London,  Jr., 
George  J.  Race,  Bernard  Black-Schaft'er,  George 
Baylin,  Robert  J.  Reeves,  Barnes  Woodhall,  and 
Joseph  E.  Markee  of  Durham,  Drs.  George  T.  Har- 
rell,  Manson  Meads  and  W.  Eugene  Cornatzer  of 
Winston-Salem,  Drs.  Walter  R.  Johnson  and  George 
D.  Wilson  of  Asheville,  Dr.  Daniel  Boyette  of  Kin- 
ston,  Dr.  Robert  E.  Fox  of  Albemarle,  and  Dr.  J. 
W.  R.  Norton  of  Raleigh,  all  of  whom  presented 
papers  before  the  various  section  meetings;  and 
Drs.  Julian  Ruffin,  J.  L.  Callaway,  Robert  N.  Cread- 
ick  and  Bayard  Carter  of  Durham,  Drs.  Paul  Kim- 
melstiel  and  Oren  Moore  of  Charlotte,  and  Dr. 
Hampton  Mauzy  of  Winston-Salem,  all  of  whom 
discussed  papers. 

North  Carolina  doctors  who  served  as  officers  of 
sections  were  Drs.  William  M.  Nicholson,  Cyrus  C. 
Erickson,  and  Walter  L.  Thomas  of  Durham,  Drs. 
Walter  R.  Johnson  and  George  D.  Wilson  of  Ashe- 
ville, Dr.  Samuel  F.  Ravenel  of  Greensboro,  Dr. 
Joseph  M.  Hitch  of  Raleigh,  Dr.  W.  M.  Roberts  of 
Gastonia.  Dr.  Williamson  Z.  Bradford  of  Charlotte, 
and  Dr.  Robert  E.  Fox  of  Albemarle. 

Dr.  Arthur  H.  London,  Jr.,  of  Durham,  was  chair- 
man of  the  Committee  on  Scientific  Awards  of  the 
Southern    Medical   Association. 


The  following  North  Carolina  physicians  regis- 
tered at  the  Southern  Medical  Association  meeting, 
held  in  Miami,  October  25-27: 

H.  H.  Baird,  Charlotte 

T.  W.  Baker,  Charlotte 

W.  E.  Baldwin,  Jr.,  Whiteville 

S.  W.  Barefoot,  Greensboro 

G.  J.  Baylin,  Durham 

J.  R.  Bender,  Winston-Salem 

B.  Black-Schaffer,  Durham 

F.  C.  Bore,  Durham 

W.  Z.  Bradford,  Charlotte 

D.  T.  Bridges,  Lattimore 

H.  L.  Brockmann,  High  Point 

E.  B.  Brooks,  Winston-Salem 


J.  L.  Callaway,  Durham 

David  Cayer,  Winston-Salem 

J.  W.  Clower,  Jr.,  Durham 

J.  J.  Combs,  Raleigh 

R.  N.  Creadick,  Durham 

C.    S.    Drummond,   Winston-Salem 

J.  C.  Elliott,  Oxford 

C.  C.  Erickson,  Durham 

R.  E.  Fox,  Albemarle 

E.  W.  Franklin,  Jr.,  Charlotte 

W.  L.  Grantham,  Asheville 

K.  S.  Grimson,  Durham 

G.  T.  Harrell,  Winston-Salem 

J.  P.  Hendrix,  Durham 

E.  R.  Hipp,  Charlotte 
J.  M.  Hitch,  Raleigh 

F.  M.  Houser,  Cherryville 

S.  S.  Hutchinson,  Bladenboro 
J.  E.  Jacobs,  Charlotte 
W.  R.  Johnson,  Asheville 
Grace  P.  Kerby,  Durham 
Herbert  Kerman,  Durham 
H.  B.  Kernodle,  Burlington 
W.  L.  Kirby,  Winston-Salem 
A.  H.  London,  Durham 
W.  M.  Long,  Mocksville 
C.  C.  Massey,  Charlotte 
C.  H.  Mauzy,  Winston-Salem 
S.  D.  McPherson,  Jr.,  Durham 

C.  G.  Milham,  Hamlet 

J.  W.  Morris,  Morehead  City 
K.  E.  Neese,  Monroe 
W.  W.  Noel,  Henderson 
J.  W.  R.  Norton,  Raleigh 
A.  L.  O'Briant,  Raeford 
E.  S.  Orgain,  Durham 

D.  R.  Perry,  Durham 

E.  N.  Phillips,  North  Wilkesboro 
P.  H.  Ringer,  Asheville 

W.  E.  Selby,  Charlotte 
W.  L.  Thomas,  Durham 
R.  M.  Troxler,  Burlington 
Lillie  C.  Walker,  Asheville 


CORRECTIONS  FOR  THE  DIRECTORY 

The  following  corrections  should  be  made  in  the 
alphabetical  list  of  fellows  of  the  Medical  Society 
and  in  the  roster  by  counties: 

Dr.  William  R.  Brandon  of  Statesville — Specialty 
should  be  ALR  rather  than  OALR. 

Dr.  William  Davis,  Jr.,  of  Elizabeth  City — Spe- 
cialty should  be  Pd  rather  than  GP. 

Dr.  John  C.  Grier  has  moved  from  West  End  to 
Pinehurst.  His  specialty  should  be  GP  rather 
than  P. 

Dr.  W.  M.  Long  of  Mocksville — Specialty  should 
be  GP  rather  than  S. 

Dr.  Roy  M.  Peacock  of  Asheville — Specialty  should 
be  GP  &  S  rather  than  GP. 

Dr.  J.  C.  Peele  of  Kinston — Specialty  not  listed; 
should  be  ALR.  Year  of  graduation  should  be 
19-37  rather  than  1936. 

Dr.  George  H.  Wadsworth  has  moved  from  Eliza- 
beth City  to  Ahoskie.  His  specialty  should  be  S 
rather  than  GP. 

Dr.  L.   L.   Wilkinson    of    High   Point  —  Specialty 
should  be  S  rather  than  GP. 
(BULLETIN   BOARD   CONTINUED    ON    PAGE   39S) 
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A     POOR 

POINT     OF     VIEW! 


.  .  .  With  so  much  going  on  in  the  world  it's  a  shame  to 
emulate  the  traditional   position  of  the  ostrich  .   .   . 

.  .  .  Busy  physicians,  with  heavy  working  schedules,  often 
ore  tempted  to  "get  away  from  it  all"  by  laying  aside 
their  professional  journals  and  relaxing  with  the  latest 
"who  dunit"  murder  mystery  .   .   . 

.  .  .  Relaxation  is  fine,  but  too  much  is  happening  in  the 
world  of  medical  science  and  medical  economics  to  re- 
main out  of  professional  circulation  for  more  than  a  short 
time  ... 

.  .  .  The  Journal  gives  you  the  latest  information  on  scien- 
tific matters,  news  of  the  profession,  and  also  what  is 
new  in  drugs,  medical  appliances,  and  special  services. 
Don't  overlook  the  educational  value  of  the  ads.  You  can 
trust  their  reliability,  for  only  products  accepted  by 
A.  M.  A.  councils  are  advertised  .  .  .  Most  offer  samples.* 
Write  for  them  and  in  that  way  help  us  prove  the  point 
we  often  make,  that  .  .  .  "North  Carolina  physicians  read 
their  state  medical  journal." 


THE  NORTH  CAROLINA  MEDICAL  JOURNAL 


*  See  Page  XXXIX  for  Current  Advertisers. 


i.'Ji     November,    1948 


AUXILIARY 


595 


AUXILIARY 


REPORT  OF  BOARD  MEETING 

The  annual  meeting  of  the  Board  of  Di- 
rectors of  the  AuxiHary  to  the  Medical  So- 
ciety of  the  State  of  North  Carolina  was 
held  at  McCain  on  Tuesday,  October  5,  at 
11  a.m.  The  members  were  guests  of  Dr.  and 
Mrs.  H.  S.  Willis.  The  president,  Mrs.  Ray- 
mond Thompson  of  Charlotte,  presided  over 
the  meeting.    Forty  members  were  present. 

After  the  invocation,  given  by  Mrs. 
Charles  L.  Nance,  the  president  brought 
gi'eetings  to  the  Board.  Mrs.  H.  S.  Willis  ex- 
tended a  cordial  welcome  to  the  members. 
Brief  reports,  plans,  and  suggestions  were 
heard  from  the  president-elect,  Mrs.  Thomas 
L.  Lee,  and  from  the  treasurer,  Mrs.  E.  C. 
Judd.  It  was  announced  that  the  national 
dues  are  $1.00  and  the  state  dues  $1.00.  Fifty 
cents  of  the  state  dues  goes  to  expenses  and 
fifty  cents  to  the  Sanatoria  fund.  Mrs.  P.  P. 
McCain,  chairman  of  past  presidents,  and 
Mrs.  David  Cayer,  recording  secretary,  were 
unable  to  be  present. 

The  first  vice  president,  Mrs.  Reece  Berry- 
hill,  chairman  of  organization,  introduced 
the  district  councilors,  and  short  reports 
were  given  by  each. 

First  District— Mrs.  J.  E.  Smith,  Windsor 

Second  District — Mrs.  Ben  F.  Royal, 
Morehead  City 

Third  District— Mrs.  E.  C.  Anderson, 
Wilmington 

Fourth  District— Mrs.  J.  W.  Rose, 
Pikeville 

Fifth  District— Mrs.  H.  S.  Willis.  McCain 

Sixth  District— Mrs.  W.  C.  Ward.  Raleigh 

Seventh  District — Mrs.  Charles  L.  Nance, 
Charlotte 

Eighth  District— Mrs.  C.  V.  Tyner, 
Leaksville 

Ninth  District— Mrs.  J.  S.  Holbrook, 
Statesville 

Tenth  District— Mrs.  Charles  D.  Thomas, 
Black  Mountain 

Mrs.  M.  D.  Hill,  second  vice-president  and 
chairman  of  Sanatoria  beds,  gave  her  report 
and  introduced  her  chairmen : 

McCain  Bed  Chairman — Mrs.  John  H. 
Hamilton,  Raleigh 

Stevens  Bed  Chairman — Mrs.  G.  M.  Bill- 
ings, Morganton 

Cooper  Bed  Chairman — Mrs.  M.  I. 
Fleming,  Rocky  Mount 


Dr.  Rachel  Davis,  chairman  of  the  Advis- 
ory Board,  gave  her  report. 

After  lunch  Dr.  Roscoe  McMillan,  secre- 
tary-treasurer of  the  Medical  Society,  was 
introduced.  Dr.  McMillan  spoke  of  some  of 
the  problems  of  the  medical  profession.  He 
announced  that  plans  are  being  made  to  cele- 
brate the  one  hundredth  anniversary  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina in  May,  1949,  at  Pinehurst,  and  urged 
a  large  attendance. 

Dr.  J.  F.  Robertson,  president  of  the  Medi- 
cal Society,  brought  greetings  to  the  Board. 

Committee  reports  and  plans  were  given 
briefly  by  the  following  chairmen: 

Program  Chairman — Mrs.  Harrv  Johnson, 
Elkin 

Public  Relations  Chairman — Mrs.   Milton 
Clark,  Goldsboro 

Research  Chairman — Mrs.  Roland  S.  Clin- 
ton, Gastonia 

Press  and  Publicity  Chairman — Mrs.  John 
P.  Kennedy,  Charlotte 

Hijgeia  Chairman — Mrs.  C.  S.  Barker, 
New  Bern 

Bulletin  Chairman — Mrs.  Walter  Summer- 
ville,  Charlotte 

Scrapbook  Chairman — Mrs.  Stuart  Gibbs, 
Rocky  Mount 

Memorial  Chairman — Mrs.  H.  H.  Foster, 
Norlina 

Nominations   Chairman — Mrs.    Ben    Ken- 
dall, Shelby 

Revisions  Chairman — Mrs.  Robert  T.  Pig- 
ford,  Wilmington 

Legislative  Chairman — Mrs.   C.   P.   Eld- 
ridge,  Raleigh 

Historian — Mrs.  Roscoe  McMillan.  Red 
Springs 
Mrs.  John  P.  Kennedy,  Charlotte 
Chairman  Press  and  Publicitv 


Sick   Children 

Sick   children   present   a   two-fold   problem   in   re- 
spect  to   gro\vth    and   maintenance    of   body   tissue: 

(1)  repair  of  the  damage  wrought  by  disease,  and 

(2)  provision  of  the  nitrogen  needed  for -the  growth 
processes,  which  persist  in  their  demands  during 
periods  of  illness.  Hence,  the  physician  may  wish 
to  prescribe  large  amounts  of  protein.  Protenum  is 
a  highly  palatable  high  protein  food — low  in  fat. 
In  the  form  of  a  beverage  or  in  various  recipes, 
Protenum  will  increase  the  protein  intake  without 
adding  appreciable  bulk  to  the  diet.  For  literature 
and  professional  samples  of  Protenum,  -write  Mead 
Johnson  &  Co.,  Evansville  21,  Indiana.' 
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Headache  and  Other  Head  Pain.  By  Harold 
Wolff.  642  pages.  Price,  $12.00.  New  York 
and  London:  Oxford  University  Press,  1948. 

This  excellent  and  comprehensive  book  is  based 
upon  a  thorough  review  of  the  literature,  integrated 
with  the  extensive  work  of  the  author  and  his  collab- 
orators performed  over  the  past  lifteen  years.  It 
provides  both  a  critical  analysis  of  the  present 
knowledge  of  headache  mechanisms  and  practical 
points  in  the  diagnosis  and  treatment  of  head  pains. 

Represented  are  chapters  on  headache  associated 
with  intracranial  pressure,  brain  tumor,  subarach- 
noid hemorrhage,  fatigue,  the  nose  and  paranasal 
sinuses,  the  eyes,  the  muscles  of  the  back  of  the 
neck,  and  a  detailed  discussion  of  the  migraine  syn- 
drome. Each  chapter  discusses  its  topic  in  great 
detail,  giving  references  to  the  current  literature, 
and  closes  with  a  summary  for  those  desiring  to 
digest  the  material  quickly.  In  the  last  chapter,  a 
complete  summary  of  the  entire  book  is  given.  Ex- 
tensive use  is  made  of  material  in  diagrammatic 
form,  154  figures  being  used. 

The  liook  is  highly  recommended,  both  for  the  in- 
dividual occasionally  interested  in  headache  and  for 
those  to  whom  headache  problems  are  a  daily  oc- 
currence. It  is  an  excellent  source  book  for  the  in- 
ternist, the  neurologist  and  neurosurgeon,  the  gen- 
eral practitioner,  the  instructor,  and  the  medical 
student. 


Occupational     Marks     and     Other     Physical 
Signs;   A   Guide   to   Personal   Identification. 

By  Francesco  Ronchese,  M.D.,  Instructor  in 
Dermatology,   Boston  University   School   of 
Medicine,      and     Dermatologist     in     Chief, 
Rhode    Island     Hospital,     Providence.      181 
pages.  Price,  $5.50.   New  York:   Grune  and 
Stratton,  1948. 
This  unusual  monograph  undertakes  to  list  and  de- 
scribe the  various  specific  occupational  marks,  such 
as    calluses,    scars,    pigmentation,    and    tattoos.    An 
impressively  long  list  of  occupations  that  may  pro- 
duce  characteristic   identifying   marks   is   described, 
although  the  author  points  out  that  the  absence  of 
such  marks  is  of  no  diagnostic  value  because  of  the 
increasing  use  of  protective  devices  against  trauma 
and  the  continuing  introduction  of  labor-saving  ma- 
chinery.   The   writer's    description    of   these    marks, 
how  they  are  acquired,  and  the  possible  usages  to 
which  such   information  may  be  put   is  an   unusual 
and   interesting   story.   The   photographs   of   the   le- 
sions,  usually   accompanied   by  a   diagram   of   their 
method  of  acquisition,  are  excellent  and  occupy  107 
pages.  The  work  is  well  documented,  twelve  pages 
of  references  being  given,  and  the  index  is  adequate. 
This  book  should  prove  to  be  of  interest  to  criminol- 
ogists as  well  as  physicians. 


A  Manual  of  Pharmacology — And  Its  Appli- 
cation to   Therapeutics   and  Toxicology.   By 
Torald  Sollmann,  M.D.,  Professor  Emeritus 
of  Pharmacology  and  Materia  Medica  in  the 
School  of  Medicine  of  Western  Reserve  Uni- 
versity, Cleveland.  Ed.  7.  1132  pages.  Price, 
$11.50.     Philadelphia    and    London:      W.   B. 
Saunders  Company,  1948. 
This  book,  which  had  its  origin   in   1917,  has  re- 
mained a  standard  reference  book  on  pharmacology 
since  its  initial  publication.  Remarkable  in  its  com- 
pleteness of  coverage,  it  has  been  kept  strictly  up- 


to-date  and  contains  extensive  discussions  of  such 
topics  as  the  sulfonamides,  para-amino  benzoic  acid, 
the  histamine  antagonists,  the  antithyroid  drugs, 
and  digitoxin. 

To  the  already  voluminous  references  present  in 
previous  editions,  many  recent  publications  have 
been  added.  The  organization  continues  to  be  by 
drug  groups  rather  than  by  systemic  action.  The 
use  of  a  double  column  fonnat  has  improved  the 
ease  of  reading.  The  use  of  large  type  for  the  more 
important  passages  is  continued  in  this  edition. 

The  book  is  highly  recommended  as  a  reference 
text  for  the  internist,  the  general  practitioner,  and 
the  medical  student. 


Textbook   of   Gynecology.    By    Emil    Novak, 
M.D.,     F.A.C.S.,      Assistant     Professor     of 
Gynecology,    The    Johns    Hopkins    Medical 
School;   Gynecologist,  Bon   Secours  and   St. 
Agnes    Hospitals,    Baltimore.     Ed.    3.      742 
pages,   with   484   illustrations.   Price,   $8.00. 
Baltimore:   Williams  &  Wilkins  Co.,  1948. 
The  third  edition  of  Dr.  Novak's  text  is  a  compre- 
hensive review  of  the  field  of  gynecology.  This  book 
has  rapidly  been  accepted  as   the   leading  textbook 
of  gynecology.  The  first  two  editions  were  excellent, 
and  there  are  several  features  of  the  third  edition 
which  make   it  an  even  finer  text.   Especially  com- 
mendable is  the  considerable  number  of  illustrations 
in   full   color   plates.    Most   of   the   important   gyne- 
cologic lesions  are  included  in  this  series  of  pictures. 
A    great    many    black    and    white    figures    and    dia- 
grams are   also   included.   The   subjects  which   were 
photographed   are   well   chosen   to   illustrate   clearly 
the  descriptive  material  of  the  text. 

Dr.  Novak  is  one  of  the  leading  medical  authors 
of  our  generation.  He  writes  clearly  and  concisely, 
and  his  recommendations  for  the  treatment  of  each 
lesion  are  specific  enough  to  make  his  text  a  ready 
reference  book  for  the  office  practice  of  gynecology. 
Excellent  special  sections  on  subjects  such  as  leukor- 
rhea,  backache  in  women,  and  problems  of  sex  life 
are  particularly  useful. 

It  is  the  opinion  of  the  reviewer  that  this  is  the 
best  textbook  of  gynecology  available  for  the  stu- 
dent and  general  practitioner.  It  is  recommended 
without  reservation. 


Biology   of   Disease.    By    Eli    Moschcowitz, 
M.D.,    Physician,    Mt.    Sinai    Hospital,   New 
York;  formerly  Assistant  Professor,   Clini- 
cal    Medicine,     Columbia     University.     221 
pages.  Price,  $4.50.  New  York:   Grune  and 
Stratton,  1948. 
In  this  book  the  author  has  presented  his  ideas  as 
to  the  evolution  of  hypertension  of  the  pulmonary 
circuit,  hypertension  of  the  greater  circulation,  ar- 
teriosclerosis,    periarteritis     nodosa,     Libnian-Sacks 
disease,     polycythemia     vera,     leukemia,     follicular 
lymphoblastoma,   myeloma.   Graves'   disease,   neuro- 
circulatory asthenia,  toxic  hepatitis,  Laennec  or  por- 
tal    cirrhosis,     glomerulonephritis,     obesity,     peptic 
ulcer,    achlorhydria    in    relation    to    anemia,    cardio- 
spasm, sprue  syndrome,  emphysema,  psychosomatic 
problems,    uremia,    nephrosis    and    the    hyperkinetic 
diseases. 

The  pathologic  effects  of  these  disease  processes 
are  only  partly  discussed.  In  this  short  resume  there 
is  very  little  experimental  evidence  for  the  etiology 
of  these  disease  processes. 
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Case  Studies  in  the  Psychopathology  of 
Crime.  Vol.  .3  and  Vol.  4.  By  Ben  Karpman, 
M.D.,  Senior  Medical  Officer  and  Psycho- 
therapist, St.  Elizabeth's  Hospital,  Wash- 
ington, D.  C.  Vol.  3:  834  pages.  Vol.  4:  875 
pages.  Washington,  D.  C:  Medical  Science 
Press,  1948. 

Previous  volumes  of  this  work  have  been  reviewed 
in  this  journal  (6:113  (Feb.)  1945  and  8:609  (Sept.) 
1947),  and  the  two  present  volumes  continue  the 
plan  previously  established.  Each  of  the  present 
volumes  consists  of  foui'  detailed  and  very  intensive 
case  studies,  containing  material  ranging  from  auto- 
biographical information  written  by  the  patient  to 
detailed  accounts  of  dreams.  Although  the  approach 
is  primarily  analytic,  the  author  makes  very  little 
attempt  to  interpret  any  of  the  voluminous  infor- 
mation offered  concerning  each  patient.  Case  history 
information  that  is  as  complete  as  possible  is  re- 
corded, and  the  reader  is  left  to  draw  his  own  con- 
clusions and  formulate  his  own  theories  concerning 
the  psychiatric  factors  leading  to  the  patient's 
crimes. 

These  volumes  could  be  a  very  valuable  source  of 
'material  for  persons  interested  in  research  in  this 
field.  Each  volume  is  a  self-contained  unit,  with  full 
preface  and  index,  and  with  no  cross-references  from 
Volume  to  volume.  This  work  will  be  useful  only  to 
those  having  a  "direct  professional  interest  in 
medico-legal  and  social  problems,"  and  a  notation 
inside  the  cover  states  that  sale  is  restricted  to 
persons  in  this  category. 


Pioneer  Life  in  Kentucky.  By  Daniel  Drake, 
M.D.  Edited,  from  the  original  manuscript, 
with  introductory  comments  and  a  bio- 
graphical sketch  by  Emmet  Field  Horine, 
M.D.  Price,  $4.00.  257  pages.  New  York: 
•        Henry  Schuman,  1948. 

Pioneer  Life  in  Kentucky  "consists  of  a  series  of 
'reminiscential'  letters  wTitten  by  Dr.  Daniel  Drake 
in  response  to  the  urgent  requests  of  his  children 
for  a  family  record  .  .  .  This  book,  although  written 
by  the  most  eminent  early  nineteenth  century  physi- 
cian of  the  Central  West,  is  not  a  medical  treatise. 
It  is  an  intimate  and  detailed  portrayal  of  farm  and 
family  life  in  a  fascinating  and  significant  period  of 
the  United  States." 

In  a  biographical  sketch  by  Dr.  Emmet  Field 
Horine,  Dr.  Drake  is  pictured  as  being  a  nhvsician, 
man  of  letters,  naturalist,  philosopher,  and  teacher. 
He  was  the  first  student  of  medicine  in  Cincinnati 
and  later  acquired  a  large  practice  there.  Instru- 
mental in  establishing  the  Cincinnati  College,  he 
later  founded  the  Medical  College  of  Ohio  and  served 
on  the  faculty  there  and  at  other  prominent  medical 
schools.  As  author  and  editor,  he  made  many  con- 
tributions to  medical  literature  and  to  the  field  of 
natural  history. 

These  letters  were  published  first  in  1870  and  re- 
printed in  1907;  however,  in  the  present  edition,  the 
editor  has  turned  to  the  original  manuscripts  for  the 
sake  of  accuracy. 

Pioneer  Life  in  Kentucky  has  been  recommended 
for  boys  and  girls  of  the  high  school  age,  but  it  is 
also  worthy  of  a  place  in  any  medical  school  library. 


Jin  ilfmortam 


MONTGOMERY   H.   BIGGS,   M.D. 

Dr.  Montgomery  Herman  Biggs,  for  forty-two 
years  a  member  of  the  staff  of  the  Rutherford  Hos- 
pital, died  on  August  28,  after  an  illness  of  several 
weeks.  In  his  death  the  staff  and  trustees  of  the 
hospital  lost  a  distinguished  associate  and  a  valued 
friend. 

Born  in  Hinsdale,  Illinois,  on  May  14,  1870,  Dr. 
Biggs  graduated  in  medicine  from  the  University  of 
Pennsylvania  in  1897.  He  served  an  internship  at  the 
University  Hospital  and  then  was  appointed  resident 
physician  at  the  Philadelphia  General  Hospital.  In 
1906,  after  gaining  experience  and  attaining  high 
qualifications  as  a  surgeon.  Dr.  Biggs  came  to  Ruth- 
erfordton  and  was  associated  with  Dr.  Henry  Norris 
in  founding  the  Rutherford  Hospital,  with  which  he 
was  connected  for  the  remainder  of  his  life.  So 
thorough  was  the  work  of  Dr.  Biggs  as  a  physician, 
surgeon,'  hospital  administrator,  and  educator  that 
his  influence  leached  into  homes  in  every  section  of 
the  county.  Being  a  man  of  the  highest  probity, 
whose  life  was  devoted  unsparingly  to  the  service  of 
his  fellow  man,  he  was  a  source  of  inspiration  to  his 
medical  colleagues  and  his  passing  leaves  them  with 
a  sense  of  deep  bereavement. 

During  the  last  few  years  of  his  life,  in  spite  of 
ill  health.  Dr.  Biggs  gave  his  time  and  energy  to 
planning  for  an  enlargement  of  the  hospital  and  its 
facilities. 

At  a  meeting  held  on  October  7,  the  trustees  of 
the  Rutherford  Hospital,  as  an  expression  of  appre- 
ciation of  Dr.  Biggs's  services,  incorporated  in  the 
records  the  following  resolution: 

"Resolved,  that  the  Board  of  Trustees  record  its 
deep  sorrow  at  the  loss  of  Dr.  Montgomery  H.  Biggs, 
colleague  and  friend.  Through  his  work  and  by  his 
spirit  and  personality  he  endeared  himself  to  all  his 
co-workers,  who  had  come  to  feel  for  him  equally 
admiration,  respect,  and  love.  It  can  well  be  said  of 
Dr.  Biggs  that  he  brought  relief  from  suffering  and 
the  restoration  of  health  to  large  numbers  of  our 
people  and  was  influential  in  making  our  county  a 
better  place  in  which  to  live." 
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Diabetes  Detection  Drive 

The  finding  of  the  million  unknown  diabetics  in 
this  country  poses  a  direct  challenge  to  the  Ameri- 
can doctor.  It  is  within  his  power  to  accomplish  this 
feat.  The  existence  of  a  million  undiscovered  dia- 
betic patients  in  the  United  States  has  been  dem- 
onstrated through  a  series  of  surveys,  the  most  re- 
cent one  conducted  by  the  United  States  Public 
Health  Service.  The  results  of  these  studies  now 
provide  a  springboard  for  organized  medicine  and  a 
golden  opportunity  for  physicians  to  seize  the  in- 
itiative on  their  own  in  this  significant  phase  of 
public  health. 

The  American  Diabetes  Association  has  planned 
a  campaign  to  promote  the  early  discovery  and 
prompt  treatment  of  the  million  undiscovered  cases 
of  diabetes.  This  campaign  is  unique  in  professional 
service,  for  according  to  plan  the  physician  himself 
will  be  at  the  helm.  Therefore,  the  plan  cannot  be 
prosecuted,  or  even  started,  without  the  endorsement 
and  support  of  the  entire  medical  profession  throus'h 
its  governing  bodies,  national,  state,  county  and 
local  medical  societies. 

The  plan  proposed  by  the  Association  is  simple, 
direct,  and  sure.  Through  local  diabetes  associations, 
related  to  the  American  Diabetes  Association  and 
with  cooperation  of  local,  county  and  state  medical 
societies  over  the  United  States  and  Canada,  it  is 
planned  to  carry  out  blood-sugar  screening  tests  bv 
a  new  five-minute  micro-blood  sugar  method  with 
simultaneous  urinalysis  for  sugar  with  attention  to 
the  time  in  relation  to  the  preceding  meal.  The  pro- 
cedure can  be  carried  out  apart  from  a  formal  lab- 
oratory. The  equipment  is  still  in  the  manufacturer's 
hands  but  is  to  be  available  within  two  or  three 
months.  The  only  provision  will  be  that  the  candi- 
date must  name  a  physician  or  clinic  to  which  the 
results  of  the  tests  will  be  mailed  for  interpretation 
to  the  patient.  Under  no  condition  will  a  report  be 
sent  directly  to  the  examinee.  The  effort  is  to  bring 
the  unknown  diabetic  patient  under  his  own  physi- 
cian's care.  There  will  be  no  statistics;  no  red  tape. 

Simultaneously,  the  American  Diabetes  Associa- 
tion will  carry  on  an  intensive  educational  campaign 
directed  first  toward  doctors'  postgraduate  courses. 
It  will  be  directed  toward  the  layman  by  radio, 
newspapers  and  other  publicity  channels  in  addi- 
tion to  the  "A.D.A.  Forecast,"  "the  Association's  bi- 
monthly magazine  which  brings  to  the  diabetic  pa- 
tient homespun  articles  on  the  disease  by  eminent 
authorities  in  the  field.  At  the  same  time  "the  Asso- 
ciation will  place  in  the  hands  of  physicians  over 
the  country  an  authentic  "Handbook  "of  Therapy." 
Containing  the  most  up-to-date  information  avail- 
able, the  Handbook  will  assist  the  physician  in  treat- 
ing diabetic  patients. 

The  week  of  December  6-12,  immediately  follo^ving 
the  interim  meeting  of  the  American  Medical  Asso- 
ciation, will  be  proclaimed  as  "Diabetes  Week." 
This  will  be  the  formal  beginning,  the  kick-off,  of 
the  Association's  Diabetes  Detection  Drive.  From 
this  start,  the  program  will  continue  on  a  long-term 
basis. 


The  1947  death  rate  from  tuberculosis  in  North 
Carolina  was  28.4,  and  there  were  10.56  deaths  from 
the  disease  during  that  year. 


American  Medical  Writers'  Association 

At  the  fifth  annual  meeting  of  the  Blississippi 
Valley  jMedical  Editors'  Association,  held  at  Spring- 
field, Illinois,  September  29,  radical  changes  were 
voted  in  the  Association's  constitution,  including 
the  adoption  of  a  new  organization  name — "The 
American  Medical  Writers'  Association."  The  new 
name  more  clearly  expresses  the  purpose  and  scope 
of  the  organization.  The  purpose  is  defined  as:  "(a) 
to  bring  into  one  organization  all  physicians  inter- 
ested in  medical  journalism  or  medical  writing,  and 
all  laymen  who  are  connected  with  the  editorial  or 
business  staff  of  medical  periodicals,  libraries,  foun- 
dations, or  publishing  companies;  (b)  to  help  im- 
prove medical  literature;  (c)  to  secure  interchange 
of  views  of  the  members  so  that  they  may  attain 
such  intelligent  unity  and  harmony  in  every  phase 
of  their  labor  as  will  elevate  and  make  effective  the 
opinions  of  the  medical  profession  in  their  respec- 
tive communities." 

The  officers  for  1949  are:  President,  E.  F.  Parker, 
M.D.,  Moline,  111.;  president-elect,  K.  H.  Schnepp, 
M.D.,  Springfield,  111.;  vice-president,  Julius  Jensen, 
M.D.,  St.  Louis;  secretary-treasurer,  Harold  Swan- 
berg,  M.D.,  Quincy,  111.  All  interested  in  medical 
writing  are  cordially  invited  to  join.  Membership 
application  blanks  may  be  secured  from  Harold 
Swanberg,  M.D.,  Secretary,  209-224  W.C.U.  Bldg., 
Quincy,  111. 


EXCERPTA  MEDICA 


A  comprehensive  international  abstracting  service 
published  in  English. 

In  April,  1947,  after  a  year's  intensive  prepara- 
tion, the  first  of  the  fifteen  monthly  sectional  jour- 
nals comprising  Excerpta  Medica  made  its  appear- 
ance in  the  medical  world.  The  final  section  was 
published  in  July,  1948,  and  all  sections  are  now 
appearing  regularly  every  month. 

Excerpta  Medica  has  now  been  officially  recog- 
nized as  the  only  international  medical  abstracting 
service  at  present  in  existence  which  covers  all  the 
clinical  and  experimental  fields  of  medicine.  The 
Williams  &  Wilkins  Company  is  sole  agent  for" 
Excerpta  Medica  in  the  United  States,  Canada, 
and  Central  America. 


Federal  Security  Agency 

Deaths  in  Each  State,  1947 
A  total  of  1,445,370  deaths  was  registered  in  the 
United  States  during  1947,  according  to  figures  re- 
leased by  the  National  Office  of  Vital  Statistics,  in 
the  Public  Health  Service,  Federal  Security  Agency. 
This  represents  an  increase  of  49,753  deaths  over 
the  number  recorded  in  1946. 

The  crude  death  rate  for  1947  was  10.1  deaths  per 
1,000  estimated  population.  This  is  the  second  low- 
est rate  ever  recorded  for  the  United  States;  the 
lowest  was  10.0  in  1946. 

*      *      *     *  iL 

Children's  Bureau  " 

Forty  spokesmen  for  the  producers  and  consumers 
of  health  services  for  mothers  and  children  met  in 
Washington  recently  to  form  an  advisory  committee 
to  the  U.  S.  Children's  Bureau  on  federal-state  pro- 
grams for  maternal  and  child  health  and  crippled 
children's  services.  The  Children's  Bureau  is  a  unit 
in  the  Social  Security  Administration,  Federal  Se- 
curity Agency.  Among  the  members  of  the  com- 
mittee are  Oscar  L.  JMiller,  M.D.,  orthopedic  sur- 
geon, Charlotte,  North  Carolina,  and  John  Z.  Pres- 
ton, M.D.,  of  Tryon,  North  Carolina. 
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SYMPOSIUM  ON  HEADACHE 


MECHANISMS  OF  PRODUCTION  AND 
POINTS  OF  REFERRAL 

Harold  D.  Green,  M.D.* 
Winston-Salem 

Headache  is  perhaps  the  most  frequent  of 
all  complaints.  It  has  been  reported  in  as 
many  as  8  per  cent  of  a  large  unselected 
group  of  normal  subjects.  Most  headaches 
are  functional  in  the  sense  that  they  repre- 
sent temporary  alterations  such  as  increased 
pulsation  of  the  blood  vessels  or  abnormally 
high  muscle  tone.  A  relatively  small  num- 
ber of  headaches  are  due  to  permanent  struc- 
tural abnormalities  such  as  tumors  or  hemor- 
rhages. Of  the  functional  types,  the  majority 
are  cfue  to  faulty  emotional  adjustment  of  the 
individual  to  his  environment.  This  is  par- 
ticularly true  of  tension  headache,  migraine 
headache,  and  headache  associated  with  hy- 
pertension. Such  headaches  usually  origi- 
nate outside  the  cranium. 

In  this  paper  headache  will  be  discussed 
briefly,  first  in  terms  of  the  site  and  mechan- 
ism of  origin,  and  second,  in  terms  of  the 
areas  of  pain  referral.  More  detailed  infor- 
mation may  be  obtained  from  the  publica- 
tions which  furnished  the  source  material 
for  this  ai'ticle'^'. 


Read  before  tlie  Section  on  Xeuroloi^y  and  Psychiatry,  Med- 
ical Society  of  tlie  State  of  Nortli  Carolina,  Pineimrst,  May  4, 
1948. 

^Professor  of  Physiology  and  Pharmacology  and  Associate 
in  the  Department  of  Internal  Medicine,  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College,  Winston-Salem,  North 
Carolina. 

1.  (a)  Moench,  L.  G.:  Headache,  Chicago,  Year  Book  Pul)- 
lis'hers.  1947,  p.  207;  (b)  V,'o\{{.  H.  G.:  Headache  Mechan- 
isms, McGill  M.  J.  13:127-1(;9  (April)  1!)40:  (c)  Wolff.  H. 
G.  and  others:  Pain,  Research  Publication.  Associ.ition 
for  Research  in  Nervous  and  Mental  Diseases,  v.  23.  Balti- 
more, Williams  &  Wilkins,  194.3.  (d)  Horton.  B.  T.  and 
Macy.  D.,  Jr.:  Treatment  of  Headache,  M.  Clin.  North 
America  30:811-S:il  (Julyl  lEilti.  (e)  Keeuey.  E.  L. :  Peri- 
odic Vascular  Head  Pain:  Discussion  of  Mechanism,  Clin- 
ical Ts"pes  and  Roles  of  Vasoconstricting  and  Vasodilating 
Dinigs  (Especially  Histamine)  in  Diagnosis,  Clinics  5 :5  jii- 
567  (Aug.)  11)46.  (f)  Wolff.  H.  G.:  Headaclie  and  Other 
Head  Pain.  New  York,  Oxford  University  Press,  1D4>*.  p. 
642. 


Heachichc  of  Extracranial  Origin 

All  extracranial  structures  contain  pain 
endings,  stimulation  of  which  may  cause 
pain  referred  to  the  stimulated  point  or  to 
the  area  of  distribution  of  the  main  nerve 
trunk  supplying  the  stimulated  area.  The 
sensory  nerve  trunks  supplying  the  head  are 
the  fifth,  seventh,  ninth,  and  eleventh  cranial 
nerves  and  the  upper  three  cervical  nerves. 
The  trigeminal  (fifth)  cranial  nerve,  which 
is  distributed  to  the  face,  tongue,  teeth,  eyes, 
nose,  meninges,  and  the  massiter,  temporal 
and  pterygoid  muscles,  carries  sensory  im- 
pulses from  approximately  all  of  the  area  of 
the  head  superior  and  anterior  to  a  diagonal 
line  through  the  ear.  The  facial  (seventh) 
nerve  supplies  sensory  endings  to  the  ear, 
the  tendinous  structures  of  the  face,  and  the 
posterior  portion  of  the  orbit.  Sensory  im- 
pulses from  the  tympanum,  pharynx,  tonsils, 
tongue,  and  mastoid  are  conveyed  by  the 
glossopharyngeal  (ninth)  nerve,  while  those 
from  the  back  of  the  head  and  upper  cervical 
regions  are  transported  by  the  accessory 
(eleventh)  nerve  and  by  the  first  three  cervi- 
cal nerves. 

Pain  originating  in  the  teeth 

Short  periods  of  stimulation  of  a  tooth 
cause  pain  referred  to  the  tooth,  but  more 
prolonged  stimulation  may  cause  pain  re- 
ferred over  the  whole  area  of  distribution 
of  the  branch  of  the  fifth  nerve  supplying 
the  stimulated  tooth,  or,  on  occasion,  over 
the  whole  area  of  distribution  of  the  fifth 
cranial  nerve.  Both  the  local  and  the  re- 
ferred pains  are  abolished  by  anesthetization 
of  the  stimulated  tooth. 

Pain  originating  in  the  ear  and  pha)'ij)i.Y 

The  various  structures  of  the  ear  are  sup- 
plied by  sensory  roots  from  the  fifth,  sev- 
enth, ninth  and  tenth  cranial  nerves,  while 
adjacent  structures  are   innervated   by  the 
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upper  cervical  roots.  Consequently,  pain 
■which  is  felt  in  the  ear  and  immediately 
adjacent  structures  may  arise  directly  in  the 
ear  as  the  result  of  otitis  media,  rupture  of 
the  drum  or  inflammation  of  the  external 
canal;  it  may  be  referred  to  this  region  as 
a  result  of  neuralgias  of  any  of  the  above 
mentioned  nerves;  or  it  may  be  due  to  irri- 
tation at  any  point  in  their  area  of  distribu- 
tion —  in  the  teeth,  tonsils,  larynx,  or 
temporomandibular  joint,  in  the  posterior 
fossa  of  the  cranium,  or  in  the  cervical  spine. 

Paiu  originuting  in  the  nose  and  sinuses 

Pain  associated  with  the  nose  and  para- 
nasal structures  is  rarely  due  to  changes  of 
pressure  within  the  sinuses,  but  is  usually 
due  to  swelling  and  edema  of  the  mucous 
membranes  in  the  region  of  the  ostia  of  the 
sinuses,  and  of  the  adjacent  turbinates.  Evi- 
dence for  this  statement  is  the  relief  of  such 
pain  afforded  by  procainization  of  the 
swollen  nasal  mucous  membranes.  Head- 
aches of  this  type  may  be  aggravated  by 
shaking  the  head,  by  lying  down,  or  by  any 
other  factor  which  increases  the  engorge- 
ment of  the  mucous  membranes. 

Eye  pain 

Pain  may  arise  in  the  eye  as  a  result  of 
glaucoma  or  movement  of  an  inflamed  iris. 
Hypermetropia  and  astigmatism  may  lead  to 
aching  due  to  excessive  muscular  strain,  but 
such  headache  is  rarely  seen  with  myopia. 
In  the  latter  condition,  the  increased  effort 
at  accommodation  only  serves  to  make  the 
image  more  blurred;  consequently  the  sub- 
ject ceases  to  attempt  to  accommodate,  and 
the  muscular  strain  ceases. 

Pain  of  muscular  origin 

Pain  in  the  back  of  the  head  and  neck 
frequently  accompanies  headaches  in  other 
portions  of  the  head,  such  as  those  associated 
with  eyestrain,  sinusitis,  migraine  and  in- 
creased nervous  tension,  as  well  as  those 
associated  with  injections  of  histamine  and 
those  induced  by  spinal  drainage.  Electromy- 
ograms  usually  reveal  evidences  of  increased 
tension  in  the  scalp  and  neck  muscles  under 
these  conditions.  Prolonged  contraction  of 
these  muscles  probably  causes  a  relative 
muscle  ischemia  which  leads  to  stimulation 
of  pain  endings  and  results  in  the  pain  re- 
ferred to  the  back  of  the  head,  the  neck,  and 
the  upper  portion  of  the  shoulders.  Relief  of 
such  headaches  is  frequently  brought  about 
by  substances  which  produce  vasodilatation, 


such  as  nicotinic  acid,  aminophylline,  and 
Priscol.  These  headaches  also  usually  disap- 
pear a  few  hours  after  relief  of  the  original 
source  of  irritation  at  a  more  remote  point 
in  the  head. 

Pai)i  originating  in  extracranial 
blood  vessels 

The  larger  branches  of  the  extracranial 
arteries  are  well  supplied  with  pain  sensitive 
endings.  These  are  most  readily  stimulated 
by  longitudinal  stretch  or  by  distention  of 
the  vessel  wall.  Steady  stretching  leads  to  a 
constant  localized  aching,  frequently  asso- 
ciated with  nausea ;  intermittent  stretching 
causes  throbbing  pain.  Characteristically, 
pain  elicited  by  stimulation  of  sensory  end- 
ings in  the  extracranial  blood  vessels  is  not 
affected  by  alterations  of  cerebrospinal  fluid 
pressure,  but  is  diminished  by  compression 
of  the  appropriate  artery  proximal  to  the 
region  of  pain  referral — that -is,  by  diminish- 
ing the  intravascular  pressure.  During  head- 
ache associated  with  the  extracranial  ai'- 
teries,  the  blood  vessels  are  frequently  dis- 
tended, more  readily  palpable,  and  tender. 

Stimulation  of  pain  endings  in  the  occip- 
ital arteries  causes  pain  referred  to  the  lat- 
eral occipital  region ;  stimulation  of  endings 
in  the  supraorbital  and  frontal  arteries'pro- 
duces  pain  referred  to  the  eye  and  adjacent 
portion  of  the  forehead ;  and  stimulation  of 
those  in  the  superficial  temporal  artery 
causes  pain  referred  to  the  temporal  area  in 
front  of  and  above  the  ear. 

Migraine 

Migraine,  a  type  of  headache  associated 
with  stimulation  of  pain  endings  in  the 
extracranial  blood  vessels,  particularly  those 
of  the  temporal  region,  is  frequently  pre- 
ceded by  a  period  of  constriction  of  these 
blood  vessels  followed  by  vasodilatation.  The 
increased  vessel  pulsation  accompanying  the 
latter  appears  to  be  the  mechanism  respon- 
sible for  the  stimulation  of  the  pain  endings. 
Headaches  of  this  type  may  be  associated 
with  decreased  urine  flow  and  with  an  in- 
creased quantity  of  17-ketosteroids  in  the 
urine.  Such  headaches  are  frequently  abol- 
ished by  ergotamine  if  given  early,  probably 
because  the  drug  constricts  the  temporal 
blood  vessels  and  thereby  reduces  their  pul- 
sations. Relief  from  these  headaches  may 
also  occasionally  be  obtained  with  large  doses 
of  aminophylline  given  early.  Without  treat- 
ment,    migraine     headaches     may     persist 
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twenty-four  hours  or  more,  probably  because 
of  edema  developing  in  the  artery  wall  sub- 
sequent to  the  vasodilatation.  No  definite 
evidence  has  been  provided  that  migraine 
represents  an  allergic  response. 

Hypertensive  headache 

If  headache  occurs  during  the  course  of 
hypertension,  it  is  usually  the  same  type  as 
that  which  the  patient  had  before  his  arterial 
pressure  became  elevated.  This  form  of  head- 
ache, which  is  similar  to,  if  not  identical 
with  migraine,  is  also  frequently  relieved  by 
ergotamine  despite  the  fact  that  the  arterial 
pressure  may  be  simultaneously  elevated  by 
this  drug.  This  type  of  headache  is  also  fre- 
quently relieved  by  aminophylline. 

Headache  of  Intracranial  Origin 

The  only  structures  within  the  cranium 
which  have  been  shown  to  possess  pain  end- 
ings are  the  arteries  of  the  meninges  and 
those  at  the  base  of  the  brain,  the  sagittal 
and  transverse  sinuses  and  their  immediate 
tributary  venous  branches,  and  portions  of 
the  dura  immediately  adjacent  to  these  ves- 
sels. Traction  and  distention  of  these  ar- 
teries and  veins,  inflammation  in  or  about 
the  above  mentioned  structures,  and  perhaps 
direct  pressure  on  the  associated  nerves  may 
lead  to  stimulation  of  the  pain  fibers.  All 
other  intracranial  structures  appear  to  be 
insensitive.  Headache  of  intracranial  origin 
is  transmitted  by  pain  fibers  in  the  fifth 
cranial  nerve  (which  supplies  in  general  the 
area  in  front  of  a  vertical  line  through  the 
ear),  in  the  ninth  and  tenth  cranial  nerves, 
and  in  the  upper  three  cervical  nerves 
(which  supply  the  posterior  portion  of  the 
head) . 


the  brain  and  in  the  falx  and  tentorium. 
When  headache  accompanies  elevation  of  in- 
tracranial pressure,  it  is  probably  not  due  to 
the  elevation  of  pressure  j)er  se,  but  is  caused 
by  the  traction  upon  pain  sensitive  structures 
which  results  from  the  associated  anatomic 
or  functional  disturbances. 

Headache  associated  with  brain  tumors 

Brain  tumors  may  not  cause  headache  if 
they  occur  within  the  substance  of  the  brain. 
Headache  associated  with  brain  tumors  is 
probably  due  to  traction  upon  the  nerves, 
arteries,  veins  or  tentoria,  particularly  at  the 
base  of  the  brain.  Such  headache  is  usually 
not  aflfected  by  raising  the  cerebrospinal 
fluid  pressure. 

Vascular  headache 

Dilatation  of  the  intracranial  arteries  is 
induced  by  histamine,  nitrites,  foreign  pro- 
teins, fever,  carbon  monoxide,  anoxia,  and 
asphyxia.  The  pain  endings  in  the  arteries 
are  apparently  stimulated  by  the  vessel  dis- 
tention in  a  manner  similar  to  that  seen  in 
the  case  of  the  migraine  headache  associated 
with  dilatation  of  the  extracranial  arteries. 
Such  headaches  may  be  brought  on  or  aggra- 
vated by  injections  of  histamine,  or  aggra- 
vated by  anything  w-hich  increases  the  intra- 
cranial arterial  pulsation.  In  contrast  to 
migraine  and  the  other  extracranial  head- 
aches, those  of  intracranial  vascular  origin 
are  decreased  by  elevating  the  intracranial 
pressure  and  are  increased  by  decreasing  the 
intracranial  pressure.  These  effects  are  due 
respectively  to  increasing  and  decreasing 
the  extravascular  support  of  the  intracranial 
blood  vessels.  Pressure  upon  the  extracranial 
vessels  has  no  effect  upon  headache  due  to 
distention  of  the  intracranial  arteries. 

Sites  of  Referral  of  Head  Pain 

Pain  in  front  of  a  vertical  line  through 
the  ear  usually  means  irritation  of  pain  end- 
ings supplied  by  the  fifth  cranial  nerve. 
These  endings  are  located  in  the  frontal 
and  temporal  arteries,  the  supratentorial 
intracranial  structures,  and  the  superior  sur- 
face of  the  tentorium  cerebelli.  Pain  behind 
this  line  usually  means  that  a  subtentorial 
structure  or  the  inferior  surface  of  the  ten- 
torium is  being  stimulated,  or  that  some  ex- 
tracranial structure  supplied  by  the  ninth 
and  tenth  cranial  nerves  or  one  of  the  upper 
three  cervical  nerves  is  being  stimulated. 


G02 


NORTH   CAROLINA   MEDICAL  JOURNAL 


December,  1948 


Eye  and  forehead 

Pain  in  the  region  of  the  eye  and  forehead 
may  be  due  to  irritation  of  the  supraorbital 
and  frontal  arteries  or  of  the  ophthalmic 
division  of  the  trigeminal  nerve.  If  of  intra- 
cranial origin,  such  pain  may  be  caused  by 
stimulation  of  nerve  endings  in  the  intra- 
cranial portion  of  the  internal  carotid  artery 
and  the  circle  of  Willis,  the  anterior  cerebral 
artery,  the  middle  cerebral  artery,  the  dural 
floor  "of  the  anterior  fossa,  the  cavernous 
sinuses,  or  the  posterior  half  of  the  sagittal 
sinus  and  its  tributaries,  or  it  may  be  due 
to  distention  of  the  lateral  ventricle  or  to 
irritation  of  the  superior  surface  of  the 
cerebellar  tentorium,  the  superior  surface  of 
the  transverse  or  straight  sinuses,  or  the 
torcular  Herophili. 
Temporoparietal  region 

Pain  in  the  temporal  and  parietal  regions 
may  be  due  to  irritation  of  endings  in  the 
ophthalmic  or  orbital  divisions  of  the  tri- 
geminal nerve  or  the  superficial  temporal 
artery;  or,  if  of  intracranial  origin,  it  may 
be  caused  by  stimulation  of  pain  endings  in 
the  middle 'meningeal  artery,  the  internal 
carotid  artery,  the  middle  cerebral  artery 
and  veins,  or  the  anterior  half  of  the  sagittal 
sinus. 
Vertex  of  head 

Pain  referred  to  the  vertex  of  the  head 
may  be  due  to  irritation  in  the  anterior  half 
of  the  sagittal  sinus  and  tributary  veins  or 
in  the  sphenoid  sinus. 

Pain  in  and  behind  the  ear 

Pain  in  the  ear  alone  may  be  due  to  irri- 
tation of  the  internal  auditory  artery  or  of 
the  dura  surrounding  the  internal  auditory 
meatus.  Pain  referred  to  the  ear  and  adja- 
cent occipital  area  usually  indicates  irrita- 
tion in  the  region  of  the  petrosal  vein,  the 
dural  floor  of  the  posterior  fossa,  the  pontine 
artery,  the  internal  auditory  artery,  the  in- 
ferior surface  of  the  cerebellar  tentorium,  or 
the  transverse  or  straight  sinuses. 

Occipital  pain 

Pain  in  the  occiput  and  upper  cervical 
regions  may  be  due  to  irritation  of  the 
second  and  third  cervical  nerves  or  to  disten- 
tion of  the  occipital  arteries;  or,  if  of  intra- 
cranial origin,  to  stimulation  of  pain  end- 
ings in  the  dural  floor  of  the  posterior  fossa, 
in  the  posterior  meningeal  artery,  the  pos- 
terior inferior  cerebellar  artery,  the  verte- 


bral artery,  the  basilar  artery,  the  occipital 
sinus,  or  the  intracranial  portions  of  the 
eleventh  and  twelfth  cranial  nerves. 


CLINICAL  CONSIDERATIONS  IN 
HEADACHE 

Joseph  B.  Stevens,  M.D. 

Greensboro 

Paraphrasing  Oliver  Wendell  Holmes,  Van 
Storch  said,  "If  I  wished  to  show  a  student 
the  difficulties  of  medical  practice  I  should 
give  him  a  headache  to  treat." 

The  patient  with  headache  often  finds  him- 
self a  medical  orphan.  He  is  fortunate,  in- 
deed, if  the  headache  is  transient,  for  other- 
wise he  may  go  the  rounds  of  the  ophthalmol- 
ogist, otolaryngologist,  neurologist,  dentist, 
osteopath,  and  chiropractor.  He  is  x-rayed, 
massaged,  analyzed,  fitted  with  glasses,  and 
relieved  of  his  turbinates  and  teeth,  but  too 
often  emerges  with  his  headache  intact'". 

Headache  is  probably  the  most  common 
complaint  of  mankind.  It  has  been  estimated 
that  70  per  cent  of  the  population  has  had 
headache  at  one  time  or  another.  At  times 
in  clinical  practice  it  seems  that  this  figure 
should  be  put  at  100  per  cent.  No  more  diffi- 
cult problem  comes  into  the  physician's  oftice 
than  the  patient  who  has  had  "headaches 
all  her  life,"  or  "a  headache  every  day." 

Etiologic  Factors 

The  most  commonly  encountered  head- 
aches are  vascular  headaches,  including  mi- 
graine, and  tension  headaches  which  arise 
from  sustained  contraction  of  the  muscles 
of  the  head  and  neck.  The  headaches  asso- 
ciated with  fever  and  septicemia  probably 
rank  next  in  frequency,  and  then  come  those 
associated  with  hypertension,  that  of  the 
post-traumatic  syndrome,  that  which  follows 
lumbar  puncture,  and  those  due  to  disease  of 
the  nasal  and  paranasal  structures,  the  ears, 
the  teeth,  and  the  eyes.  In  contrast,  the  head- 
aches of  brain  tumor,  brain  abscess,  arteritis, 
meningitis,  subdural  and  subarachnoid  hem- 
orrhage, and  the  major  neuralgias  and  neu- 
ritides,  which  call  for  prompt  and  often 
heroic  measures,  constitute  a  small  propor- 
tion of  the  total  number  of  pains  of  the 
head.  Though  there  are  few  instances  in 
human  experience  where  so  much  pain  may 

1.    Mocncli.    L.    G. :    Headache,    Chicago,    The    Yearhook    Pub- 
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mean  so  little  in  terms  of  tissue  injury,  fail- 
ure to  separate  the  ominous  from  the  trivial 
cause  of  headache  may  cost  life  or  create 
paralyzing  fear. 

It  is  not  my  purpose  this  afternoon  to 
cover  all  the  causes  and  clinical  manifesta- 
tions of  headache  in  the  short  time  allotted 
to  me.  Dr.  Green  has  discussed  the  mechan- 
isms of  headache,  and  I  think  it  well  to  bear 
in  mind  some  of  the  major  points  brought 
out  by  Dr.  Green  in  our  further  considera- 
tions. 

Migraine  Syndrome 

Grimes  found  that  "of  15,000  individuals 
examined  in  general  practice  with  reference 
to  migraine,  1,200  or  8  per  cent  were  af- 
flicted." No  age,  social,  intellectual  or  eco- 
nomic group  is  immune. 

There  are  all  gradations  of  migraine,  from 
trifling  symptoms  to  the  most  severe,  dis- 
abling illness.  It  is  safe  to  say  that  less  than 
half  the  migraine  victims  ever  consult  a 
physician.  Migraine  is  difficult  to  investi- 
gate, because  it  usually  disappears  under  the 
conditions  of  intensive  laboratory  study. 
Only  slowly,  therefore,  has  the  mechanism 
of  the  headache  been  revealed. 

Characteristics 

The  outstanding  feature  of  the  migraine 
syndrome  is  periodic  headache ;  this  is  usual- 
ly unilateral  at  the  onset,  but  it  may  become 
generalized.  The  headaches  are  associated 
with  "irritability"  and  nausea,  and  often 
with  photophobia,  vomiting,  constipation,  or 
diarrhea.  Not  infrequently  the  attacks  are 
ushered  in  by  scotomata,  hemianopsia,  uni- 
lateral paresthesia,  and  speech  disorders. 
The  pain  is  commonly  limited  to  the  head, 
but  it  may  include  the  face  and  even  the 
neck. 

Other  bodily  accompaniments  are  abdomi- 
nal distention,  coldness  of  the  extremities, 
vertigo,  tremors,  pallor,  dryness  of  the 
mouth,  excessive  sweating  and  "chilliness." 
The  duration  of  the  attacks  is  from  a  few 
hours  to  several  days,  and  they  can  I'^e  of 
any  degree  of  severity. 

Mechanisms  of  prodnction 

From  the  experimental  evidence  it  appears 
that  cerebral  vasoconstriction  is  responsible 
for  the  pre-headache  phenomena  of  scoto- 
mata, and  that  the  site  of  the  visual  defect 
is  not  in  the  retina  or  orbit,  but  within  the 
cranial  cavity'-'.  The  headache  itself  is  pro- 
duced primarily  by  the  distention  of  cranial 


arteries — chiefly,  but  not  exclusively,  the 
branches  of  the  external  carotid'^'.  Changes 
in  the  intensity  of  the  migraine  headache  are 
related  to  changes  in  the  amplitude  of  pulsa- 
tion of  the  cranial  arteries:  hence,  proced- 
ures that  constrict  the  cranial  arteries  and 
thus  reduce  their  amplitude  of  pulsation  will 
diminish  or  terminate  the  headache. 

Although  most  attacks  of  migraine  head- 
ache are  limited  to  the  temporal,  the  frontal 
or  the  occipital  region,  some  patients  have 
pain  elsewhere.  Severe  throbbing  pain, 
which  seems  to  emanate  from  the  back  teeth 
to  the  upper  jaw,  occasionally  occurs  in  the 
face,  below  the  eye,  and  behind  and  below 
the  zygoma.  Another  variant  is  facial  pain 
which  spreads  behind  the  angle  of  the  jaw, 
down  the  neck,  and  into  the  shoulder.  These 
latter  aching  sensations  are  sometimes  asso- 
ciated with  awareness  of  an  unusual  throb- 
bing in  the  neck.  The  pains  described  can 
and  probably  do  result  from  dilatation  and 
distention  of  the  extracranial  portion  of  the 
middle  meningeal  artery  between  its  origin 
and  its  entrance  into  the  skull,  of  the  in- 
ternal maxillary  artery,  and  of  the  trunks 
of  the  external  and  the  common  carotid  ar- 
teries'^'. It  has  been  shown  that  the  latter 
structures  are  sensitive  to  pain,  and  the  sites 
in  which  pain  is  felt  are  the  face,  neck,  and 
shoulder. 

It  is  likely,  therefore,  that  in  migraine 
headache  the  extracranial  and  possibly  the 
dural  branches  of  the  external  carotid  ar- 
teries are  the  chief  contributors.  In  fever 
headache  and  that  experimentally  induced 
by  histamine,  the  cerebral  branches  of  the 
internal  carotid,  the  basilar,  and  the  verte- 
bral arteries  at  the  base  of  the  brain  are 
primarily  responsible. 

A  second  mechanism  of  pain  during  the 
attack  of  migraine  headache  involves  the 
sustained  contraction  of  the  mvscles  of  the 
head  and  neck.  Pain  in  the  head  from  any 
cause  induces  secondary  contraction  of  these 
muscles,  which,  when  maintained,  becomes 
a  source  of  pain  in  itself.  Although  present 
in  all,  the  amount  of  muscle  spasm  varies 
greatly  from  patient  to  patient.  Such  pain- 
ful contractions  may  outlive  for  some  time 

2.  Sutherland,  A.  M..  and  ^yoIff.  H.  G. :  Experimental  Studies 
on  Headaclie:  Furtlier  Analysis  of  Mectianisin  in  Miirraine, 
Hypertension,  and  Fever,  Arch,  \eurol.  &  Psycliiat.  44: 
!i2!iOW    (Nov.)    ItitO. 

.'1.  Scliumacher,  G.  A.,  and  Wolff,  H,  G. :  Experimental  Stud- 
ies nn  Headache;  A  Contrast  of  Histamine  Headache  with 
Headache  of  Mieraine  and  That  Associated  with  Ih-per- 
tension  ;  Contra.st  of  Vascular  Mechanisms  in  Preheadache 
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Psychiat.  45:199-214   (Feh.)   1941. 
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the  primary  cause  of  the  contraction — that 
is,  pain  from  cranial  vasodilatation.  This 
fact  affords  an  explanation  for  the  failure  of 
ergotamine  tartrate  to  give  relatively  prompt 
relief  to  some  patients  who  have  a  major 
muscle  component  in  their  headaches. 

There  is  still  another  factor  in  the  failure 
of  some  patients  to  attain  prompt  relief  after 
administration  of  ergotamine  tartrate.  After 
several  hours  of  migraine  headache  involv- 
ing, for  example,  the  temporal  artery,  the 
latter  may  appear  prominent  and  distended, 
and  become  more  palpable  through  the  skin. 
Instead  of  being  easily  collapsible,  it  be- 
comes rigid,  pipe-like,  and  less  readily  com- 
pressible by  the  palpating  finger.  Also,  the 
artery  may  be  tender  when  compressed.  Pa- 
tients so  affected  report  that  after  the  first 
hour  or  two  of  a  migraine  attack  the  quality 
of  the  headache  changes ;  the  initial  pulsat- 
ing or  throbbing  becomes  less  conspicuous 
or  is  absent,  and  the  pain  becomes  a  steady 
ache.  Under  such  conditions,  ergotamine  tar- 
trate fails  to  abolish  headache  promptly  or 
even  to  reduce  its  intensity  appreciably. 

To  account  for  such  changes  it  was  postu- 
lated and  subsequently  demonstrated  experi- 
mentally'"' that,  following  the  sustained  dila- 
tation of  an  artery  of  the  head,  a  transient 
change  occurs  in  the  structure  of  the  arterii 
wall — namely,  thickening  or  edema  of  the 
muscular  and  adventitial  tissues. 

Relation  of  persoyiality  features  and 
reactions  to  migraine  headache 

The  dominant  personality  features  and  re- 
actions in  individuals  with  migraine  are  feel- 
ings of  insecurity  manifested  as  inflexibility, 
conscientiousness,  meticulousness,  perfec- 
tionism, and  resentment.  These  tempera- 
mental features  lead  to  frustration ;  to  dis- 
satisfactions about  family,  financial  or  per- 
sonal status;  and  to  intolerance  of  periods 
of  low  energy  in  themselves,  or  of  relaxed 
standards  in  themselves  and  others. 

In  short,  certain  individuals  have  a  psy- 
chobiologic  predisposition  to  sustained  per- 
nicious emotional  states.  During  such  states, 
labile  physiologic  mechanisms  set  off  the 
chain  of  events  constituting  the  attack  of 
migraine. 

Histamine  Headaches 

During  experimental  studies  on  the  rela- 
tionship of  vascular  disturbances  to  head- 
ache, it  was  found  that  histamine  produces 
a  gradual  but  progressive  increase  in  cere- 


bral blood  flow  that  is  independent  of  pres- 
sure changes.  In  1925  Vallery  Radot"'  de- 
.scribed  a  case  of  "vasodilatation  hemiceph- 
alique"  in  which  unilateral  episodic  head- 
ache associated  with  epiphora  and  rhinor- 
rhea  was  induced  by  vasodilators  and  re- 
lieved by  vasoconstrictors  and  ice.  He  as- 
cribed the  origin  of  the  condition  to  the  sym- 
pathetic nervous  system.  This  is  probably 
the  earliest  description  of  what  is  now  called 
histamine  headache.  Brickner  and  Riley*'^^' 
in  1935  described  three  "atypical  migraine" 
cases,  two  of  which  are  rather  characteristic 
of  histamine  cephalalgia  and  one  of  vidian 
neuralgia.  Approximately  4  per  cent  of  the 
headaches  in  patients  observed  are  diagnosed 
as  histamine  headaches,  and  a  great  deal  has 
been  written  in  the  literature  in  the  last  ten 
years  on  this  particular  type  of  cephalalgia. 

Horton""  has  described  the  characteristics 
of  histamine  cephalalgias  as  follows:  They 
usually  begin  in  the  later  age  decades,  are 
hemicranial,  of  short  duration  (under  one 
hour),  and  tend  to  waken  the  patient  at  night 
one  or  two  hours  after  he  falls  asleep.  The 
pain  is  confined  to  the  distribution  of  the 
external  carotid  artery,  which  is  frequently 
tender.  The  pain  is  excruciating,  constant, 
boring,  and  involves  the  eye,  temple,  neck 
and  face.  There  is  profuse  watering  and  con- 
gestion of  the  eye,  rhinorrhea  or  stuffiness, 
increased  surface  temperature,  and  often 
swelling  of  the  temporal  vessels.  The  symp- 
toms can  be  reproduced  by  0.1-1.2  mg.  of  his- 
tamine injected  subcutaneously  or  intra- 
venously, and  can  be  relieved  by  epine- 
phrine'"'. 

A  simple  and  practical  method  for  diag- 
nosing histamine  headache  is  the  following: 
From  a  tuberculin  syringe  containing  0.4  cc. 
of  a  1:1,000  dilution  of  histamine  acid  phos- 
phate, slowly  inject  0.1  cc.  intravenously  and 

i.  Vallery  Radot,  I'.,  .nnd  Blamouticr,  P.:  Syndrnnie  flc 
vasodilatation  lieniicephalique.  etc.,  iiuotert  in  Riley,  H.  A.: 
Misraine,  Bull.  Neurol.  Inst.  New  York  2:129-S44  (Nov.) 
1932. 
5  Brickner,  R.  M  and  Riley,  H.  A.:  Autonomic  Facio- 
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wait  three  minutes  with  the  needle  still  in 
the  vein.  If  no  headache  is  produced,  the 
rest  of  the  amount  is  slowly  injected  in  from 
three  to  five  minutes.  If  no  headache  is  pro- 
duced within  ten  minutes  (an  immediate  re- 
sponse is  usual),  it  may  be  assumed  that  the 
person  is  not  unduly  sensitive  to  histamine. 
It  must  be  remembered  that  other  headaches, 
such  as  those  from  brain  tumors,  may  be 
reproduced  by  histamine. 

Headache  from  Pathology  in  the  Neck 

One  of  the  most  common  of  all  headaches 
is  that  caused  by  hypertonicity  of  the  neck 
muscles'-'.  Anj^  pain  in  the  head,  neck, 
shoulder,  chest  or  precordium,  aggravated  by 
movement  of  the  cervical  spine  by  hyper- 
extension,  coughing,  sneezing  or  straining, 
is  apt  to  be  due  to  arthritis  of  the  cervical 
spine.  Thus,  about  40  per  cent  of  early 
morning  occipital  headaches  are  thought  to 
be  caused  by  spinal  arthritis.  In  middle  and 
advanced  age  groups,  headaches  due  to  this 
condition  rank  in  frequency  with  ocular  and 
migraine  headaches.  The  diagnosis  is  often 
overlooked.  Such  headaches  are  particularly 
apt  to  occur  in  bookkeepers,  typists,  proof- 
readers, and  dressmakers. 

The  scalenus  anticus  syndrome  and  cervi- 
cal ribs  are  uncommon  causes  of  headache. 
Atlanto-occipital  lesions  may  cause  headache. 

Headache  Associated  with  Arterial 
H7jperfension 

Studies  made  of  the  headache  associated 
with  hypertension  have  revealed  that  it  is 
based  on  essentially  the  same  mechanism  as 
the  migraine  headache'''.  It  is  to  be  empha- 
sized that  this  statement  applies  to  the  fre- 
quent, severe,  and  often  incapacitating  head- 
aches suffered  by  hypertensive  patients  who 
may  otherwise  be  free  from  symptoms.  It 
does  not  apply  to  the  so-called  hypertensive 
encephalopathy  of  Fishberg,  or  "hyperten- 
sive crisis." 

The  term,  "hypertensive  headache,"  is  mis- 
leading, for  it  implies  that  the  frequency  and 
severity  of  the  headache  are  directly  related 
to  the  level  of  the  blood  pressure.  In  numer- 
ous instances  the  headache  has  been  present 
before  the  onset  of  the  hypertension,  and.  in 
some  patients,  it  changes  in  intensity  only 
with  the  rise  in  blood  pressure.  When  the 
artery  walls  are  in  normal  contractile  state, 

8.  Mithoefer,  W. :  Hvpertonu-  Muscles  of  the  Neck  as  a  Cause 
of  Headache,  Ann.  Otol..  Rhin.  &  Laryng.  43:67-75  (March) 
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distention  does  not  occur,  and  there  is  no 
headache;  but  should  this  contractile  state 
be  impaired,  as  during  periods  of  stress  or 
fatigue,  arterial  distention  and  headache 
follow.  In  brief,  high  blood  pressure  is  a 
necessary,  but  not  a  sufficient,  condition  for 
hypertensive  headache.  There  is  a  signifi- 
cant relation  between  headache  associated 
with  hypertension  and  the  contractile  state 
of  the  cranial  arteries. 

Nasal  and  Paranasal  Structures  as  Soiirces 
of  Headache  and  Other  Head  Pain 

The  localization  of  pain  associated  with 
sinus  disease  is  poor.  Experimental  stimula- 
tion of  numerous  sites  in  the  nasal  and  para- 
nasal structures  results  in  pain  referred  to 
the  same  region;  stimulation  of  structures 
near  the  midline  results  in  pain  referred  to 
the  same  area  as  the  pain  produced  by  stim- 
ulation of  the  ostium  and  the  more  lateral 
wall  of  the  maxillary  sinus.  Also,  pain  sen- 
sitivity of  nasal  and  paranasal  structures 
varies,  the  ostia  of  the  maxillary  and  frontal 
sinuses  being  many  times  more  pain  sensi- 
tive than  the  sinus  walls,  which  in  them- 
selves are  relatively  insensitive  to  pain. 

Inflammation  and  engorgement  of  the 
turbinates,  ostia,  nasofrontal  ducts,  and  su- 
perior nasal  spaces  are  responsible  for  most 
of  the  pain  emanating  from  the  nasal  and 
paranasal  structures"".  If  turbinate  engorge- 
ment and  inflammation  are  absent,  the  head- 
ache is,  in  all  probability,  not  the  result  of 
disease  of  the  nasal  or  paranasal  structures. 

Pain  in  the  back  of  the  head  or  neck  sel- 
dom results  directly  from  irritation  of  the 
mucosa  of  any  of  the  nasal  or  paranasal 
structures.  Such  pain  is  due  to  the  second- 
ary effects  of  prolonged  contraction  of  the 
cervical  and  head  muscles'*'.  The  intensity 
of  the  pain  is  increased  by  shaking  the  head 
or  holding  it  down.  The  headache  is  intensi- 
fied by  anything  that  increases  the  venous 
pressure — for  example,  straining,  coughing, 
or  wearing  a  tight  collar.  It  is  also  intensi- 
fied by  states  that  increase  the  engorgement 
of  the  mucosa,  such  as  anxiety  and  resent- 
ment, menstruation,  cold  air,  sexual  excite- 
ment, or  the  effects  of  alcohol. 

The  Eye  as  a  Source  of  Headache 

Headache  associated  with  various  ocular 
disorders  has  been  explained  first  as  the  re- 
sult of  sustained  contraction  of  intraocular 

D.    Kainman.  G.  R.:  Some  Painful  Conditions  about  the  Head 
and  Face,  Journal-Lancet  60:111-114   (Marchl    1940. 
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muscles  associated  with  excessive  efforts  at 
accommodation ;  and  second,  as  secondary  to 
the  unusually  great  and  sustained  extra- 
ocular muscle  contraction  resulting-  from  the 
effort  to  produce  distinct  retinal  images  and 
binocular  vision  with  fusion. 

In  contrast  to  the  ocular  defects  just  men- 
tioned, simple  myopia  jjer  se  does  not  pro- 
duce headache.  The  reason  for  this  is  that 
the  myope,  in  attempting  to  improve  his 
vision  by  the  contraction  of  his  eye  muscles, 
actually  makes  his  vision  worse  and  hence 
soon  abandons  the  attempt. 

Furthermore,  it  has  been  established  that 
experimentally  induced  hyperopia  and  astig- 
matism cause  headaches,  while  induced  my- 
opia does  not'^"'.  Induced  extraocular  muscle 
imbalance  causes  tenseness  and  irritability ; 
if  it  is  prolonged,  headache  develops  and  is 
associated  with  abnormal  electromyograms 
from  the  muscles  of  the  scalp  and  neck. 
Spontaneously  occurring  muscle  imbalances 
produce  the  same  symptoms  and  the  same 
type  of  myograms. 

In  conclusion,  let  me  say  that  I  have  not 
gone  into  the  field  of  post-traumatic  head- 
aches or  those  headaches  associated  with 
anxiety  and  other  psychosomatic  states.  I 
leave  the  discussion  of  these  in  other  hands. 

10.    Seydell,    E.    M.:    Indurative    or    Mvalsic    Headaclie,    Arch. 
Otolaryng.   32:860-876   (Nov.)    1910. 

CHARACTERISTICS  OF  HEADACHE  IN 

ANXIETY  AND  HYSTERICAL 

REACTIONS 

Lloyd  J.  Thompson,  M.D. 
Winston-Salem 

In  this  afternoon  of  discussions  on  sub- 
jects pertaining  to  what  we  call  organic  con- 
ditions, I  believe  it  is  fitting  and  proper  for 
someone  to  speak  up  about  psychogenic  or 
functional  disturbances.  Regardless  of  the 
descriptive  words  involved,  I  start  on  the 
premise  that  there  is  no  sharp  dividing  line 
between  the  two — organic  and  functional — 
maintaining  that  in  organic  disease  there  is 
functional  overlay  and  that  in  functional 
disturbances  there  are  physiologic  changes 
accounting  for  the  symptoms. 

Hysterical  Headache 

In  the  title  of  this  paper  hysterical  re- 
actions are  mentioned,  and  I  want  to  dispose 
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of  this  subject  at  once,  .so  far  as  headache  is 
concerned.  Except  in  children  and  a  few 
adults  where  headache  is  an  excuse  not  far 
below  the  conscious  level,  we  rarely  see  head- 
ache alone  as  a  true  conversion  symptom  or 
unconscious  escape  mechanism.  Another  ex- 
ception to  this  statement  can  be  found  in 
traumatic  cases  —  particularly  where  com- 
pensation is  involved.  Headache  alone  as  a 
pure  conversion  symptom  like  hysterical 
deafness,  blindness,  aphonia,  or  paraplegia 
is  uncommon  except  in  the  cases  just  men- 
tioned. 

Headache  as  a  Manifestation  of  Anxiety 

In  my  experience  the  so-called  functional 
headaches  are  usually  associated  with  other 
physical  manifestations  of  an  anxiety  state, 
although  the  headache  may  be  the  outstand- 
ing and  presenting  complaint.  After  all, 
anxiety  is  basic  in  all  neuroses,  and  all  anx- 
iety symptoms  can  become  incapacitating 
and  be  considered  as  conversions  in  the  sense 
of  providing  escape  from  insoluble  conflicts. 
This  is  not  to  say  that  there  is  no  distinction 
between  hysteria  and  anxiety  neurosis  or  be- 
tween hysterical  and  anxious  personalities, 
but  so  far  as  headache  is  concerned  it 
usually  falls  in  the  category  of  anxiety  symp- 
toms. 

Characteristics 

First  of  all,  let  me  review  the  nature  of 
this  special  complaint  of  headache  as  de- 
scribed by  patients  with  proven  anxiety  con- 
ditions, where  all  question  of  an  organic  dis- 
ease component  has  been  ruled  out.  Usually 
the  patient  will  spontaneously  or  in  response 
to  question  complain  of  headache,  but  fur- 
ther questioning  will  bring  out  the  fact  that 
this  is  not  a  common  or  garden  variety  of 
headache.  Frequently  there  is  no  real  pain 
but  rather  feelings  of  discomfort,  pressures 
from  within  or  without,  pressures  localized 
in  certain  areas,  stuffy  feelings,  burning  or 
drawing  sensations  in  various  parts  of  the 
scalp,  or  impressions  of  a  tight  band  around 
the  head,  weight  on  top  of  the  head,  and 
numbness  or  tingling  in  the  scalp.  The  sen- 
sations of  a  claw  or  sharp  instrument  grasp- 
ing the  head,  which  were  described  years  ago 
in  connection  with  hysteria,  may  be  present. 

Of  course,  real  pain  may  be  complained  of 
and  may  be  very  severe,  especially  in  the 
frontal  region  or  in  the  occiput,  with  radia- 
tion to  the  nape  of  the  neck  and  even  to  the 
shoulders.  Any  or  all  of  these  symptoms  may 
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be  localized  on  one  side,  but  sometimes  with 
extensions  or  radiations  of  the  same  or  other 
sensations  to  the  opposite  side. 

Another  characteristic  is  the  patient's 
manner  of  describing  his  symptoms  if  given 
a  chance.  With  many  gestures  and  a  search- 
ing" for  right  words  he  will  outline  the  areas 
involved  and  show  the  extensions  or  ramifi- 
cations of  the  various  feelings.  A  few  ex- 
amples are  as  follows : 

1.  A  burning  sensation  in  a  spot  the  size 
of  a  dime  on  top  and  to  the  right  of  midline, 
with  tingling  sensations  radiating  from  this, 
especially  backward  and  downward  into  the 
neck  en  both  sides.  When  it  is  severe  the 
patient  feels  that  something  is  going  to  burst 
and  that  he  will  suddenly  go  berserk. 

2.  "It  feels  as  if  someone  had  fired  a  22 
bullet  clean  through  my  temples  just  back 
of  my  eyes." 

3.  Burning  and  numbness  in  an  oval  area 
above  the  left  ear.  "It  starts  right  here  and 
goes  back  to  right  there." 

4.  Right  frontal  feeling  of  pain  and  pres- 
sure that  extends  during  exacerbations  over 
the  entire  right  side  of  head.  "At  such  times 
it  feels  as  if  the  side  of  the  head  might  come 
off." 

Many  other  similar  descriptions  could  be 
listed — all  with  individual  variations.  Many 
of  the  descriptions  will  be  found  to  resemble 
very  closely  those  given  by  patients  with 
brain  tumor,  aneurysms  of  cranial  arteries, 
true  migraine,  nasal  or  ocular  disorders, 
allergic  conditions,  or  other  organic  involve- 
ments. Therefore,  a  differential  diagnosis 
can  rarely  be  made  on  the  basis  of  descrip- 
tion and  localization  alone. 

Diljerential  diagnosis 

As  has  been  indicated  before,  the  usual 
presence  of  other  anxiety  symptoms  else- 
where in  the  body  is  a  very  suggestive  clue ; 
but  a  patient  with  an  outspoken  anxiety  syn- 
drome may  develop  a  clogged  frontal  sinus 
or  even  a  brain  tumor.  Certainly  such  a  pa- 
tient should  have  the  benefit  of  all  necessary 
neurologic,  roentgenologic,  and  laboratory 
studies,  as  well  as  careful  consideration  of 
ocular,  nasal,  and  allergic  conditions.  With- 
out enough  such  investigations  to  assure  the 
patient  and  the  doctor  of  the  absence  of  or- 
ganic complications,  treatment  remains  on 
shaky  grounds. 

There  are  many  other  differential  points 
to  be  mentioned.  A  family  history  of  mi- 
graine or  allergy  is  always  interesting  and 


arouses  suspicion,  but  is  far  from  being 
a  conclusive  fact  in  diagnosis.  Steiglitz'^' 
has  described  what  he  considers  to  be  a  typi- 
cal constitutional  type  in  patients  with  mi- 
graine, but  many  neurotics  and  others  with- 
out migraine  fit  into  his  description. 

Alvarez'-',  Wolff'-",  Selinsky'>"  and  others 
have  agreed  that  patients  with  migraine 
have  a  very  characteristic  personality  pat- 
tern. They  are  oversensitive,  tense,  quick 
in  thought  and  movement,  perfectionistic, 
and  usually  above  average  in  intelligence 
and  social  charm.  They  have  doubts,  rituals, 
fears,  and  feelings  of  insecurity.  They  feel 
frustrated,  and  out  of  this  frustration  spring 
strong  feelings  of  anxiety  and  hostility 
which  must  be  repressed.  Much  importance 
is  attributed  to  the  repressed  hostility  as  a 
cause  of  the  symptoms.  It  is  agreed  that 
many  patients  with  migraine  are  of  this 
type,  but  the  same  is  true  of  many  patients 
with  anxiety  conditions  and  involutional 
melancholia,  regardless  of  the  presence  of 
headache.  It  should  be  noted  here  that 
Palmer'"",  in  a  psychiatric  study  of  nearly 
500  patients  with  migraine,  was  unable  to 
determine  a  clearly  defined  personality  type. 
The  striking  feature  of  his  evaluation  was 
the  "averageness"  of  the  w^hole  group. 

Moench"''  gives  an  interesting  and  helpful 
table  of  differential  points  on  migraine,  his- 
tamine headache,  and  psychogenic  headache. 
He  calls  attention  to  the  time  element.  Psy- 
chogenic headaches  often  follow  or  are  made 
worse  by  emotional  disturbances,  and  many 
patients  can  point  out  the  relationship.  Of 
course,  a  hangover  headache  becomes  worse 
if  the  man  goes  to  work  in  a  boiler  factory 
at  8  a.m.  Moench  also  points  out  that,  as  a 
rule,  headaches  from  organic  diseases  do  not 
last  "for  years"  or  "all  my  life." 

Another  differential  diagnostic  point  may 
be  the  reaction  to  certain  drugs.  Reaction  of 
the  patient  to  suggestion  under  Pentothal 
may  be  fairly  conclusive,  but  it  is  to  be  re- 
membered that  pain  from  organic  sources 
can  be  relieved  temporarily  by  hypnotic  sug- 

1.  Steiglitz.  E.  J.:  The  Migraine  Phvsique,  Am.  J.  M.  Sc. 
189:.35!I-3W    (Marcll)    1933. 

2.  Alvarez,  W.  C:  Migraine,  M.  Clin.  Nortli  America  24: 
1171-1177    (July)    1910. 

3.  Wolff,  H.  G.:  Personality  Features  and  Reactions  of 
Sul:)jects  with  Migraine,  Arch.  Xeurol.  i\:  Psychiat.  37:89.5- 
921    (April)    1937. 

1.  Selinsky,  H. :  Psychological  Study  of  the  Migrainous  Syn- 
drome, Bull.  New  York  Acad.  Med.  15:757-763  (Nov.) 
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5.  Palmer,  H.  D.:  Migraine  Headache,  Clinics  1:331-554 
(Aug.)    1945. 
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gestion.  Susselman  and  others'"'  worked  out 
a  technique  for  the  differential  diagnosis  of 
anxiety  headache,  using  Sodium  Amytal. 
They  injected  i/^  grain  intravenously,  and 
then,  after  pauses  for  questioning,  gave  two 
more  doses  of  \-j,  grain  each.  "Of  34  cases 
with  headache,  27  experienced  complete  re- 
lief varying  from  several  hours  to  weeks.  In 
any  case  relief  was  longer  than  the  pharma- 
cological effects  of  sodium  amytal  would 
warrant.  It  was  impressive  where  headache 
had  been  unrelieved  for  months  or  even 
years." 

Frequently,  differentiation  of  psychogenic 
headache  from  true  migraine,  histamine  or 
allergic  headaches  will  depend  on  the  re- 
sponse to  such  drugs  as  ergot  preparations, 
histamine,  Benadryl,  niacin  or  a  test  with 
nitroglycerin. 

Treatmefit 

Not  all  the  differential  diagnostic  points 
have  been  covered,  but  I  want  to  go  on  to  a 
very  important  question  regarding  these 
functional  headaches.  The  question  is,  "How 
can  we  understand  this  symptom  and  how 
can  we  interpret  it  to  the  patient?"  Confi- 
dence in  the  diagnosis,  an  understanding  of 
the  mechanism,  and  full  explanation  to  the 
patient  are  fundamental  in  all  the  therapy. 
Certainly  we  agree  that  such  headaches  are 
not  imaginary  and  that  the  patient  does  not 
deliberately  conjure  up  a  headache. 

It  is  my  belief  that  in  the  anatomy  and 
physiology  of  headache  as  described  by  Dr. 
Green,  we  find  also  the  answer  to  the  func- 
tional headache.  Certainly  elsewhere  in  the 
body  there  is  ample  evidence  that  emotions 
bring  about  changes  in  the  vasomotor,  secre- 
tory and  muscular  systems.  Wolff'*"  and 
others  have  demonstrated  in  the  cerebral  cir- 
culation vasomotor  responses  to  emotions. 
Vasodilatation  and  vasoconstriction  within 
the  cranium  should  coincide  with  general 
arterial  pressure.  Muscle  tension  elsewhere 
in  the  body  gives  rise  to  fatigue  and  dull 
pain.  If,  under  emotional  stress,  we  "tense 
up,"  especially  in  the  neck  and  shoulders, 
this  tension  can  account  for  much  occipital 
headache.  Elsewhere  in  the  body  numbness, 
tingling,  and  various  paresthesias  commonly 
accompany  anxiety  states;  why  should  the 
scalp  be  spared  such  sensations? 

7.  Susselman,  S.,  Feldman,  F.  and  Baneia,  S.  E. :  Intra- 
venous Injection  of  Sodium  Amjtal  as  a  Test  for  Latent 
Anxiety,  Arch.  Xeurol.  &  Psvchiat.  56:507-580  (N'ov.) 
1946. 

8.  Wolff,  H.  G.:  Head.ache  and  Other  Head  Pain.  New  York, 
The  Oxford  University  Press,  1948. 


The  head  and  the  heart  are  the  two  most 
important  parts  of  the  body.  When  peculiar 
sensations  appear  in  the  head  and  are  ac- 
companied by  inability  to  concentrate,  the 
anxiety  about  the  mental  status  mounts 
rapidly.  This  anxiety  brings  great  concen- 
tration on  all  functions  and  feelings.  If  we 
concentrate  with  anxiety  on  the  region  of 
the  heart  or  even  on  a  knee  joint,  we  become 
aware  of  sensations  that  were  unnoticed  be- 
fore. It  is  as  if  a  spotlight  had  been  focused 
on  a  very  limited  area. 

It  is  often  extremely  difficult  to  convince 
the  patient  that  no  organic  pathology  exists 
in  the  cranium,  especially  when  doubts  about 
sanity  are  present.  Frequently  the  patient 
cannot  believe  that  doctors  have  means  of 
making  a  more  accurate  diagnosis  of  intra- 
cranial lesions  than  of  intra-abdominal  dis- 
ease. Explanations  about  muscle  tension  in 
the  occipital  region,  as  well  as  paresthesias 
of  the  scalp,  may  be  understood  and  ac- 
cepted, but  in  talking  about  intracranial  cir- 
culation we  are  on  dangerous  ground.  Ane- 
mia and  congestion  of  the  brain  have  serious 
import  for  the  layman. 

By  way  of  explanation  along  this  line,  I 
find  it  advantageous  to  state  that  a  person 
blushes  or  turns  pale  without  localized  pain 
in  the  face  because  there  is  no  limiting  space. 
To  this  must  be  added  the  statement  that 
people  can  go  on  blushing  or  turning  pale 
throughout  a  lifetime,  and  yet  produce  no 
vascular  changes  in  the  facial  vessels.  Even 
after  this  explanation,  the  patient  may  har- 
bor the  fear  of  a  vessel  or  something  else 
breaking  loose  inside  the  head. 

As  was  stated  above,  understanding  by  the 
patient  of  the  physiologic  causes  of  symp- 
toms is  a  necessary  starting  point  for  psy- 
chotherapy. Thei'e  is  not  sufficient  time  to 
discuss  this  topic  further.  My  purpose  has 
been  to  round  out  the  discussion  of  headache 
by  calling  attention  to  the  functional  types' — 
their  characteristics,  diagnosis,  and  etiology. 
Wolff  and  others  agree  that  over  half  of  the 
patients  coming  to  doctors  with  a  complaint 
of  headache  have  no  organic  disorder  that 
accounts  for  the  symptom.  The  doctor  can- 
not dismiss  this  common  complaint  as  imag- 
inary, or  tell  the  patient  simply  that  all  ex- 
aminations are  negative.  He  must  have  a 
clear  concept  of  the  physiologic  mechanism 
and  be  able  to  transmit  this  in  simple,  yet 
complete  and  satisfying,  terms  to  his  patient. 
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SURGICAL  MANAGEMENT   OF 
PRESENT-DAY  EMPYEMA 

Paul  W.  Sanger,  M.D. 
Charlotte 

Empyema  of  the  pleural  cavity  now  occurs 
infrequently.  The  reduction  in  the  incidence 
of  this  disease  is  due  to  the  use  of  antibiotic 
and  chemotherapeutic  agents.  Since  the  in- 
troduction of  penicillin,  empyema  rarely  fol- 
lows pneumonia,  but  is  usually  the  result  of 
a  bizarre  and  frequently  ominous  underlying 
condition. 

The  cases  that  require  surgical  treatment 
usually  result  from  bronchiectasis,  lung  ab- 
scess, subdiaphragmatic  abscess,  carcinoma, 
infected  hemothorax,  or  inadequate  drainage 
of  a  postpneumonic  empyema.  In  view  of  the 
gravity  of  these  underlying  factors,  our  con- 
cept of  empyema  has  changed  and  we  have 
had  to  alter  our  attack  on  this  condition.  It 
has  been  our  experience  that  an  exploratory 
thoracotomy  is  indicated  in  any  case  of 
empyema  of  the  pleura  that  does  not  ade- 
quately respond  to  chemotherapy,  general 
supportive  measures,  and  aspiration  or 
closed  drainage. 

Virtually  no  patient  is  too  ill  to  undergo 
pulmonary  surgery,  provided  the  following 
conditions  are  fulfilled :  ( 1 )  restoration  of 
blood  volume  and  continuous  intravenous 
use  of  whole  blood  during  the  operation ; 
(2)  judicious  use  of  penicillin  or  streptomy- 
cin (the  choice  of  drug  depending  upon  the 
causative  organism)  ;  and  (3)  the  avail- 
ability of  a  competent  anesthetist  trained  to 
give  endotracheal  anesthesia. 

Exploratory  thoracotomy  (resection  of  a 
major  part  of  the  fifth  or  sixth  rib)  provides 
adequate  exposure  to  enable  the  operator  to 
determine  whether  decortication  of  the  lung- 
will  be  sufficient  or  whether  resection  of  a 
portion  of  the  lung  is  indicated,  and  whether 
the  resection  should  be  done  immediately  or 
delayed  for  a  subsequent  operation. 

Preoperative  Examination  and  Preparation 
of  the  Patient 

A  carefully  taken  history  will  often  elicit 
symptoms  suggestive  of  chronic  pulmonary 
disease  and  pre-existing  bronchiectasis.  An 
x-ray  examination  of  the  chest  is  made  with 


Read  before  the  Section  on  Surgery.  Medical  Society  of  tlie 
State   of  Nortli   Carolina,   Pinehurst,   May    1.    1948. 

From  the  Charlotte  Memorial  Hospital,  Charlotte,  North 
Carolina. 


the  patient  in  the  anteroposterior  and  lateral 
positions.  In  our  .experience,  stereoscopic 
films  of  the  thorax  are  misleading.  Fluid 
from  the  abscess  is  aspirated  and  examined 
bacteriologically.  Penicillin  or  streptomycin 
is  continued  (as  virtually  all  of  these  pa- 
tients have  received  antibiotics  before  the 
surgeon  is  consulted),  the  drug  depending 
upon  the  bacteria  found  in  the  aspirated 
fluid. 

The  accurate  determination  of  blood  vol- 
ume and  hemoconcentration,  as  indicated  by 
the  hematocrit  reading,  is  a  preoperative  es- 
sential. We  endeavor  to  elevate  the  hemato- 
crit to  a  level  of  48  vol.  per  cent  or  above  by 
using  whole  blood  transfusions.  Frequently 
an  intercostal  tube  is  placed  in  the  empyema 
pocket,  but  this  is  merely  a  preliminary  step 
to  the  definitive  treatment  that  follows  after 
the  cell  volume  has  been  restored  to  normal, 
and  in  certain  cases  after  bronchographic 
and  bronchoscopic  examinations  have  been 
completed.  When  bronchial  communication 
into  the  pleural  cavity,  or  other  parenchymal 
diseases  which  may  warrant  resection  of  the 
lobe  are  suspected,  we  advocate  bronchoscopy 
and  bronchograms. 

Operative  Procedure 

When  the  preliminary  studies  and  prepa- 
ration of  the  patient  are  completed,  an  ex- 
ploratory thoracotomy  under  endotracheal 
anesthesia  and  with  continuous  intravenous 
blood  infusion  is  undertaken.  If  the  empy- 
ema is  extensive,  the  cavity  is  explored 
through  the  fifth  or  sixth  rib  bed'^' ;  but  when 
there  is  a  relatively  small  cavity,  a  section 
of  rib  directly  over  the  pocket  is  removed. 
The  fibrin  and  exudate  are  evacuated,  and 
decortication  of  the  compressed  lung  is  com- 
pleted. The  objective  of  this  procedure  is  to 
re-expand  the  constricted  lung.  However, 
when  bronchiectasis,  lung  abscess,  or  malig- 
nancy exists,  we  prefer  in  certain  instances 
to  remove  the  involved  lung  in  one  opera- 
tion ;  in  other  cases  it  may  be  desirable  to 
delay  extirpative  surgery  until  a  later  date. 

Case  Reports 

The  following  case  reports,  illustrating 
several  different  etiologic  types  of  empyema, 
may  be  of  aid  in  determining  the  proper 
procedure  for  the  management  of  the  empy- 
ema patient. 

I.    Sanger,  P.  W.:  Decortication  in  Acute  Empyema  Thoracis, 
Surg.,   Gynec.  &  Obst.  82:71-80    (Jan.)    1946. 
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Fig.    la    (Case   3).   Multiloeulated   empyema,    a 
complication  of  infected  hemothorax. 

Grossly  infected  hemothorax 
(multilociilated  empyema) 

Cases  1,  2,  and  3.  Three  patients — a  48  year  old 
woman,  a  40  year  old  man,  and  an  18  year  old  boy 
(fig.  la) — all  had  infected,  organized  hemothorax 
resulting  from  stab  wounds  of  the  chest.  These  in- 
dividuals were  treated  consei'vatively  by  aspiration 
of  the  blood,  but  in  all  the  thoracic  cavity  became 
grossly  infected.  Each  of  these  cases  was  managed 
by  decortication  of  the  lung.  Each  was  immediately 
relieved  of  the  respiratory  difficulty  and  toxic  sjTiip- 
toms,  and  was  discharged  in  less  than  thirteen  days 
after  operation  with  the  lung  fullv  expanded  (fig. 
lb). 

Connnnit:  World  War  II  taught  us  that 
cases  of  multiloculated  empyema  secondary 
to  infected,  organized  hemothorax  can  be 
treated  by  decortication'-'.  By  this  means  we 
are  able  to  salvage  individuals  who  other- 
wise would  probably  become  pulmonary 
cripples. 

Empyema  secondary  to  trauma 

Case  4.  A  man,  32  years  old,  came  to  the  hospital 
complaining  of  dyspnea,  chills,  and  fever  of  twelve 
days'  duration.  He  had  suffered  a  severe  blow  to 
his  right  chest  seventeen  days  previously,  but  no 
evaluation  of  his  injury  had  been  made  at  that  time. 

On  admission  we  found  a  pale,  dyspneic,  acutely 
ill  individual  with  no  evidence  of  external  thoracic 

2.    (a)   Samson,   P.   C.   and   Burford,    T.   H.:   Total   I'ulmonary 
Decortication,    J.    Tlioracic    Sur?.    lii:127-llj    (.^pril)     19t7. 

(b)  Tuttle.  "W.  M..  Lanirston,  H.  T..  and  Crowley.  R.  T.: 
The  Treatment  of  Orianizins  Hemothorax  by  I'ulmonary 
Decortication.    J.    Thoracic    Surg.    l(i:117-136    (April)    1947. 

(c)  Sanger,  P.  W. :  Evacuation  Hospital  Experiences  with 
War  Wounds  and  Injuries  of  the  Chest,  .\nn.  Surg.  12-J: 
147-162    (Aug.)    1945. 
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Fis.  lb  (Case  3).  X-ray  of  the  chest  made  on 
the  day  the  patient  was  discharged,  ten  days 
after  decortication  of  the  lung. 

trauma.  There  was  dullness  of  the  right  lung  base. 
Aspiration  of  the  chest  produced  a  purulent  exudate 
infected  with  mixed  organisms.  His  temperature 
ranged  from  103  to  104  F.  He  was  given  large  doses 
of  penicillin  and  his  hematocrit  was  built  up  to  48 
by  blood  transfusions.  Bronchoscopic  and  broncho- 
graphic  examinations  showed  nothing  to  account  for 
his  existing  empyema.  A  catheter  was  placed  in  the 
eighth  interspace,  but  his  condition  did  not  improve. 
An  exploratory  thoracotomy  was  done.  Foul- 
smelling  exudate  was  removed  and  the  lung  freed 
of  its  constricting  fibrin.  The  patient  was  discharged 
ten  days  after  thoracotomy,  with  his  lung  expanded. 

Comment :  Since  no  intrathoracic  lesion 
could  be  found  to  account  for  this  patient's 
empyema,  it  was  assumed  that  trauma  was 
the  causative  factor.  The  fact  that  this  pa- 
tient was  well  enough  to  be  discharged  ten 
days  after  the  empyema  cavity  was  explored 
justifies  this  means  of  management. 

Case  5.  A  32  year  old  white  man  was  transferred 
to  Charlotte  Memorial  Hospital  after  having  sur- 
vived an  automobile  accident  in  which  a  two-by-four 
was  thrust  through  the  right  side  of  his  chest.  The 
surgeon  who  first  saw  him  debrided  and  closed  the 
wounds  of  entrance  and  of  exit,  and  gave  him  a 
transfusion  of  approximately  3,000  cc.  of  whole 
blood.  Three  weeks  afterward,  the  lung  was  com- 
pletely compressed  (fig.  2a)  and  the  right  pleural 
cavity  was  filled  with  purulent  exudate  containing 
predominantly  hemolytic  staphylococci.  At  this  time 
the  necrotic  wound  in  the  second  anterior  interspace 
was  open  directly  into  the  chest  cavity.  A  catheter 
was  inserted  in  the  eighth  interspace  in  the  posterior 
axillary  line  as  the  patient  was  prepared  for  a 
thoracotomy. 

At   operation   decortication   was   carried   out,   and 
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Fig.    2a    (Case    5).    Multiple    fractures    of    ribs, 
with  pyopneumothorax. 

the  wounds  of  entrance  and  exit  were  further  de- 
brided  and  closed  by  plastic  movement  of  soft  tissue. 
The  patient  required  2,500  cc.  of  blood  during  this 
operative  procedure.  His  postoperative  course  was 
complicated  by  a  mild  pneumothorax  (fig.  2b), 
which  resulted  when  one  of  the  closed  drainage 
catheters  was  inadvertently  pulled  out  of  the  water. 
However,  his  recovery  was  delayed  only  a  few  days, 
and  he  was  discharged  symptomless  twenty-one  days 
after  operation. 

Comment:  This  case  further  emphasizes 
the  importance  of  a  thorough  understanding 
of  chest  physiology  on  the  part  of  everyone 
who  plays  any  role  in  handling  such  cases. 

Empyema  due  to  bronchiectasis 

Case  6.  A  21  year  old  white  female  was  admitted 
\vith  the  complaint  of  a  knife-like  pain  in  the  left 
side  of  the  chest,  which  had  begun  forty-eight  hours 
previously,  and  was  associated  with  dyspnea,  chills, 
and  fever.  Her  past  history  was  suggestive  of 
chronic  bronchiectasis,  the  presence  of  which  was 
subsequently  confirmed   by  bronchogram.s. 

On  examination,  she  was  mildly  cyanotic  and 
dyspneic,  and  obviously  very  ill.  Her  temperature 
was  103.6  F.  a7id  her  pulse  was  rapid  and  weak.  The 
trachea  was  displaced  to  the  right,  as  was  also  the 
mediastinum.  There  was  dullness  in  the  left  base 
and  hyperresonance  over  the  left  apex.  A  turbid, 
thin  exudate,  containing  a  mixture  of  alpha  Strep- 
tococcus and  non-hemolytic  Staphylococcus  aureus, 
was  aspirated.  Transfusions  were  given  to  elevate 
the  hematocrit  above  48.  A  catheter  was  inserted 
in  the  eighth  interspace,  but  adequate  drainage  was 
not  secured. 

Since  her  condition  did  not  improve,  an  exolora- 
tory  thoracotomy  was  done  through  the  sixth  rib 
bed  and  the  lung  wa.s  decorticated.  No  communica- 
tion was  found   into  the  lung  parenchyma.  It  was 


Fig.  2b  (Case  5).  Chest  film  made  ten  days  after 
decortication  of  the  lung  and  plastic  closure  of 
wounds  in  the  chest  wall. 

thought  unwise  at  this  time  to  proceed  with  a  re- 
section of  the  left  lower  lobe,  which  was  kno'WTi  to 
be  involved  "wnth  bronchiectasis.  Her  postoperative 
course  was  satisfactory.  She  was  discharged  from 
the  hospital  twelve  days  after  operation,  sjniiptom- 
less  and  with  her  lung  expanded.  Three  months 
later  she  returned  for  a  lobectomy.  Her  recovery 
was  prompt,  and  she  returned  home  ten  days  after- 
ward. 

Covunent:  Because  of  the  history  of  bron- 
chiectasis, we  concluded  that  the  sudden  on- 
set of  her  symptoms  was  due  to  the  rupture 
of  a  bronchiectatic  abscess.  In  view  of  the 
fact  that  she  grew  worse  under  conservative 
means,  it  was  thought  prudent  to  proceed 
with  an  exploratory  thoracotomy.  Her  sub- 
sequent course  .justified  that  decision. 

Case  7.  A  16  year  old  girl  was  admitted  to 
the  hospital  complaining  of  general  malaise  and  a 
persistently  draining  sinus  in  the  left  side  of  the 
chest  which  had  been  present  for  three  months.  Her 
past  history  revealed  that  she  had  had  frequent 
bouts  of  cough,  chills  and  fever,  and  lobar  pneu- 
monia. The  last  attack,  three  months  previously, 
was  complicated  with  empyema.  An  open  rib  resec- 
tion had  been  done  for  drainage  of  the  empyema. 
Her  symptoms  of  productive  cough  and  general  de- 
bilitation continued  as  the  thoracic  sinus  drained 
profusely.  The  hematocrit  was  low.  Bronchoscopic 
and  bronchographic  examinations  disclosed  extensive 
bronchiectasis  throughout  the  entire  left  lung. 

-A  pneumonectomy  was  done  in  spite  of  the  pres- 
ence of  empyema.  Surprisingly,  the  patient's  post- 
onerative  course  was  uncomplicated.  She  was  dis- 
charged within  two  weeks  after  operation.  Two 
months  later,  however,  turbid  fluid  was  aspirated 
from  the  left  chest  cavity.  A  one-stage  thoracoplasty 
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Fig.  3a  (Case  8).  Chest  film  showing-  dense 
empyema  at  base,  pneumothorax  at  apex  (From 
Sanger,  P.  W. :  Exploratory  Thoracotomy  in  the 
Management  of  Pleural  Empyema,  J.  Thoracic 
Surg.,  in  press). 

sufficiently  collapsed  the  apex.  She  left  the  hospital 
less  than  two  weeks  after  this  procedure,  and  has 
remained  symptom-free. 

Coynment:  The  empyema  in  this  case  oc- 
curred following  pneumonia;  but  it  should 
be  noted  that  the  pneumonia  was  probably 
an  acute  flare-up  of  chronic  bronchiectasis. 
It  is  also  noteworthy  that  a  pneumonectomy 
and  thoracoplasty  done  in  the  presence  of 
pus  did  not  result  in  acute  pleural  infection. 

Empyema  secondary  to  live)-  abscess 

Case  8.  A  veteran  of  World  War  II  was  seen  in 
consultation,  complaining  of  pain  in  the  right  side 
of  the  chest,  with  chills  and  fever  of  five  days'  dur- 
ation. His  army  record  disclosed  that  he  had  had 
bloody  dysentery  while  on  foreign  service  two  years 
previously.  There  had  been  no  recent  gastrointes- 
tinal symptoms. 

He  was  critically  ill  and  semi-conscious,  with 
marked  shortness  of  breath  and  a  temperature  of 
102.6  F.  The  mediastinum  was  displaced  to  the  left 
and  there  were  no  respiratory  movements  of  the 
right  side  of  the  chest.  An  x-ray  showed  signs  of 
air  in  the  right  apex  and  consolidation  at  the  right 
base  (fig.  3a).  No  abdominal  abnormalities  were 
noted. 

A  thick  matei'ial  resembling  anchovy  paste  was 
aspirated  from  the  right  side  of  the  chest,  cultures 
of  which  failed  to  grow  any  organisms.  Stool  exami- 
nation likewise  did  not  disclose  any  pathogenic  or- 
ganisms. Following  bronchography  which  showed 
nothing  significant,  the  patient  was  prepared  for  an 
exploratory  thoracotomy. 

Following  removal   of   the   sixth   rib,   the   pleural 


Fig.  3b  (Case  8).  Normal  lunf 
teen  davs  after  decortication. 


expansion  four- 


cavity  was  emptied  of  purulent,  non-odorous,  pasty 
material,  and  the  lung  was  decorticated.  An  amebic 
liver  abscess  communicating  through  the  diaphragm 
into  the  pleura  was  found.  By  resection  of  the 
eleventh  rib,  the  liver  abscess  was  drained  subdia- 
phragmatically.  A  course  of  emetine  was  given.  The 
patient  was  afebrile  on  the  third  postoperative  day, 
and  was  discharged  fourteen  days  after  operation 
(fig.  3b).  Two  months  afterward  he  returned  to  his 
duties  as  a  millworker.  Emetine  therapy  was  re- 
peated three  months  later. 

Comment:  Only  by  an  exploratory  thora- 
cotomy could  the  underlying  pathologic 
changes  and  the  causative  factor  in  this  case 
be  determined.  Physical  examination  re- 
vealed no  signs  suggestive  of  liver  involve- 
ment. 

Pyonephritic  abscess  producing 
pleural  empyema 

Case  9.  A  woman  31  years  old  was  admitted  with 
the  complaint  of  chills,  fever,  and  a  cough  productive 
of  foul  sputum.  These  symptoms  had  been  present 
for  six  days.  A  diagnosis  of  right  pyonephrosis  had 
previously  been  made  on  the  urologic  service,  and 
she  had  Iseen  allowed  to  return  to  her  home  prepa- 
ratory to  a  kidney  operation.  When  she  was  re- 
admitted with  increased  respiratory  symptoms, 
bronchograms  disclosed  a  communication  between 
the  right  lower  bronchus  and  the  right  pyonephritic 
kidney. 

A  compromising  approach  was  made  by  resecting 
a  lower  rib.  A  large  abscess  (pyonephritic  kidney) 
was  entered,  and  the  lung  was  freed  of  its  constrict- 
ing adhesions;  the  kidney  was  then  removed  by  Dr. 
Robert  McKay.  Her  cough  and  other  respiratory 
symptoms  cleared  up  rapidly.  When  the  patient  was 
seen  four  weeks   after   operation,   she  was  free   of 
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symptoms,    and    the    lung    was    satisfactorily    re- 
expanded. 

Comment:  This  case  represents  one  of  the 
bizarre  causes  of  pulmonary  empyema.  It 
also  illustrates  the  type  of  case  in  which  an 
extensive  exploration  of  an  empyema  cavity 
is  justified  in  order  to  extirpate  the  under- 
lying cause. 

Postpneumonic  empyema 
inadequately  treated 

Case  10.  A  colored  man  complained  of  a  cough 
productive  of  foul  sputum,  and  an  abdominal  hernia. 
These  symptoms  began  a  few  days  after  a  "gall- 
bladder operation,"  performed  ten  months  previous- 
ly. During  his  convalescence  he  developed  "pneu- 
monia" which  was  complicated  by  empyema.  The 
old  records  showed  that  the  left  chest  cavity  was 
drained  by  rib  resection.  His  convalescence  was 
further  complicated  by  the  development  of  an  in- 
cisional hernia. 

On  admission  to  the  hospital  he  was  anemic  and 
dyspneic,  and  coughed  continuously.  The  mediasti- 
num was  displaced  to  the  I'ight.  No  breath  sounds 
could  be  heard  in  the  left  lung.  There  was  a  pro- 
truding herniation  in  an  upper  right  rectus  scar. 

A  thoracotomy  was  done,  and  a  thick,  tenaciously 
adherent  capsule  was  removed  from  the  left  lung. 
Bleeding  was  profuse,  and  the  patient  was  given  a 
transfusion  of  2.000  cc.  of  whole  blood.  His  post- 
operative course  was  surprisingly  satisfactory.  Ten 
days  after  thoracotomy  the  ventral  hernia  was  re- 
paired. Two  months  later  the  patient  was  making 
his  own  livelihood  as  a  sweeper  in  a  mill,  free  of  all 
respiratory  symptoms. 

Comment:  This  patient  had  been  inade- 
quately treated  for  a  postpneumonic  empy- 


ema ten  months  previously.  The  general  de- 
bilitation and  purulent  drainage  which  he 
suffered  could  probably  have  been  avoided  by 
decorticating  his  lung  originalh'. 

Postpneumonic  empyema 

Case  11.  A  43  year  old  man  had  had  influenza  four 
months  previously,  and  for  three  weeks  had  sufl'ered 
from  general  malaise,  chills  and  fevers,  and  produc- 
tive cough.  His  temperature  was  recorded  as  103.6 
F.  There  was  no  dyspnea.  Pertinent  findings  were 
dullness  of  the  right  base  with  absence  of  breath 
sounds  (fig.  4a).  Foul-smelling  pus  which  had  the 
characteristic  odor  of  a  lung  abscess  was  aspirated 
from  the  pleural  cavity.  Bronchoscopic  examination 
showed  nothing  grossly  abnormal. 

The  seventh  rib  was  extirpated  and  2,000  cc.  of 
semiorganized  fibrin  and  pus  were  removed.  Then, 
with  considerable  tediousness,  decortication  of  the 
lung  was  completed.  Bleeding  was  severe,  as  it  was 
necessary  to  remove  a  considerable  portion  of  vis- 
ceial  pleura.  Re-expansion  of  the  lung  was  estimated 
to  be  95  per  cent  complete.  For  the  most  part,  the 
lower  lobe  was  completely  devoid  of  any  pleural 
covering.  Two  large  catheters  were  used  to  drain 
the  pleural  cavity,  both  of  which  were  removed  with- 
in seventy-two  hours  after  operation.  The  patient's 
recovery  was  prompt  and  he  was  discharged  nine- 
teen days  after  operation  (fig.  4b). 

Case  12.  A  woman,  aged  47,  was  admitted  to  the 
hospital  complaining  of  chills  and  fever  and  pro- 
ductive cough  of  five  weeks'  duration.  Her  tempera- 
ture was  elevated  to  101  F.  There  was  dullness  in 
the  left  posterior  scapular  region.  An  odorous,  puru- 
lent, thick  exudate  was  aspirated,  from  which  a  mix- 
ture of  cocci  and  bacilli  wei-e  cultured. 

A  thoracotomy  was  perfoiTned  by  resecting  a  seg- 
ment of  the  sixth  rib.  Approximately  700  cc.^  of 
thick,  foul  exudate  was  evacuated.  A  well  organized 
sheet  of  fibrin  held  the  lung  compressed.  This  was 


Fig.     4a     (Case     11).     Posterolateral    empyema 
pocket  following  influenza. 


Fig.  4b   (Case  11).  Two  weeks  after  decortica- 
tion,  (he  patient   was  clinically   well. 
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Fig.  5   (Case  12).  Ten  days  after  decortication 
the  patient  was  symptomless,  the  lung  expanded. 

removed  by  blunt  and  sharp  dissection.  The  lung- 
bled  rather  freely,  but  re-expanded  almost  com- 
pletely after  removal  of  this  adherent  capsule.  Blood 
was  adequately  replaced  during  the  operation. 

The  patient's  postoperative  course  was  uneventful. 
She  was  afebrile  on  the  third  postoperative  day  and 
was  allowed  to  return  to  her  mountain  home  ten 
days  after  operation  (fig.  5). 

Comment:  It  must  be  recognized  that  the 
last  two  cases  simulate  the  old  familiar  type 
of  postpneumonic  empyema.  We  believe  now 
that  an  open  thoracotomy  and  decortication 
is  the  treatment  of  choice  even  in  these 
simple,  uncomplicated  empyemas.  This  belief 
is  supported  by  the  fact  that  these  patients 
were  restored  to  health  in  an  amazingly 
short  time  compared  with  the  period  of  con- 
valescence required  following  our  former 
treatment  of  open  or  closed  drainage. 

Simimctry 

1.  The  universal  use  of  antibiotic  and 
chemotherapeutic  agents  has  made  pleural 
empyema  an  infrequent  occurrence. 

2.  The  previously  unusual  causes  of 
empyema,  such  as  bronchiectasis,  lung  ab- 
scess, ruptured  subdiaphragmatic  abscess, 
and  infected  hemothorax,  now  account  for 
the  majority  of  cases. 

3.  Exploratory  thoracotomy  is  frequently 
necessary  to  uncover  the  underlying  cause  of 
present-day  empyema. 

4.  This  extensive  operation  is  relatively 
safe  if  the  patient  is  properly  prepared,  if 
whole  blood  is  used  for  replacement  therapy, 


if  antibiotics  are  used  postoperatively,  and 
if  a  competent  anesthetist  trained  to  give 
endotracheal  anesthesia  is  available. 

5.  Cases  illustrating  some  of  the  etiologic 
types  of  empyema  are  reported  as  justifica- 
tion for  this  vigorous  attack  on  empyema. 

6.  There  have  been  no  deaths  in  our  series 
of  cases,  and  all  of  the  patients  have  been 
fully  rehabilitated  within  a  comparatively 
short  time. 

Discussion 

Dr.  Clarence  E.  Gardner  (Durham):  My  first  re- 
action to  Dr.  Sanger's  paper  was  that  this  is  an 
extremely  radical  approach.  However,  on  considera- 
tion and  reflection,  I  think  I  can  agree  with  most  of 
his  conclusions.  His  thesis  is  predicated  on  the  fact 
that  the  old  type  of  empyema  is  rarely  seen  any 
more.  When  it  does  occur,  it  usually  responds  to 
aspiration,  even  though  his  last  two  cases  do  not 
bear  out  that  statement. 

Since  present-day  empyema  is  usually  dependent 
on  some  complicated  condition,  it  seems  reasonable 
that  a  more  complicated  type  of  operative  procedure 
is  necessary  for  its  treatment. 

These  complicated  empyemas,  resulting  from  sup- 
purating diseases  of  the  lung,  lung  abscess,  hemo- 
thorax, or  a  subphrenic  abscess  which  ruptures  into 
the  pleural  cavity,  rarely  respond  well  to  simnle 
operative  procedui'es.  Now  that  we  have  antibiotics, 
multiple  transfusions,  and  good  anesthesia,  patients 
with  chronic  diseases  of  the  lung  can  safely  be  op- 
erated upon. 

I  am  not  sure  that  it  is  a  good  idea  to  resect  a 
lobe  of  the  lung  in  the  presence  of  acute  empyema, 
liut  I  believe  Dr.  Sanger  said  that  he  first  emnloved 
drainage  in  such  cases.  Certainly  we  know  that  lobes 
of  lungs  and  diseased  portions  of  lungs  can  be  re- 
sected successfully  in  the  presence  of  pleural  sup- 
puration. 

My  own  experience  has  been  greatest  with  pa- 
tients who  had  infected  hemothorax.  There  militavv 
experience  has  proved  beyond  doubt  the  necessity 
for  decortication  if  the  collapsed  lung  is  to  re- 
exnand   and  the  infected  cavity  to  be  obliterated. 

I  rather  imagine  that  in  the  future  decorticati"--' 
of  the  lung  in  chronic  empyemas  will  make  the  old 
simple  procedure  of  drainage  obsolete.  At  anv  rato. 
Dr.  Sanger  reported  one  case  today  in  which  de- 
cortication cured  an  empyema  of  ten  months'  dura- 
tion. 


It  always  seems  to  me  odd  in  the  extreme  that 
doctors  who,  when  students,  suffered  from  frequency 
of  micturition  before  an  examination,  or  who.  when 
in  France,  had  actual  experience  of  the  bowel  loose- 
ness that  occurred  before  action,  should  persistently 
refuse  to  seek  a  psychical  correlative — not  to  sav 
an  etiological  factor — when  confronted  with  a  case 
of  functional  enuresis  or  mucous  colitis.  I  often 
wonder  that  some  hard  boiled  and  orthodox  clinician 
does  not  describe  emotional  weeping  as  a  "new  dis- 
ease," calling  it  paroxysmal  lachrymation,  and  sug- 
gesting treatment  by  belladonna,  astringent  local 
anplications,  avoidance  of  sexual  excess,  tobacco  and 
alcohol,  and  a  salt  free  diet  -udth  restriction  of  fluid 
intake:  proceeding,  in  the  event  of  failure  to  early 
removal  of  the  "tear  glands." — F.  G.  Crookshank, 
quoted  by  Alexander  Simon:  The  Role  of  the  Psy- 
chiatrist in  Cardiovascular  Disorders,  California 
Med.  69:185-189  (Sept.)   1948. 


December,  1948 


ACCIDENTAL  POISONING— ARENA 


G15 


ACCIDENTAL  POISONING  IN 
CHILDREN 


Jay  M.  Arena, 
Durham 


M.D. 


More  than  500  American  children  die  an- 
nually from  the  accidental  ingestion  of  poi- 
son. The  actual  number  is  probably  much 
greater  than  this,  since  many  fatalities  from 
poisoning  are  not  recognized  as  such.  How- 
ever, the  mortality  is  only  a  part  of  the  pic- 
ture. ]\Iany  children  who  survive  the  inges- 
tion of  poison  are  left  with  permanent  dis- 
abilities— for  example,  esophageal  strictures 
following  caustic  alkali  (lye)  poisoning. 
Practically  all  of  these  deaths  and  disabili- 
ties are  caused  by  the  ingestion  of  poisons 
contained  in  household  agents.  All  could  be 
prevented  by  reasonable  care  and  precaution. 
All  drugs  and  household  agents  containing 
poison  should  be  kept  away  from  children. 
The  results  of  parents'  carelessness  in  leav- 
ing poisons  where  innocent  children  can 
swallow  them  are  truly  tragic. 

Lye  Poisoning 

The  type  of  poisoning  seen  most  frequent- 
ly in  this  section  of  the  country  from  a 
household  agent  is  caustic  alkali  poisoning 
from  the  ingestion  of  lye.  Since  the  opening 
of  Duke  Hospital  eighteen  years  ago,  more 
than  200  children  have  been  treated  for 
stenosis  of  the  esophagus  from  the  ingestion 
of  lye.  Commercial  lye  preparations  contain 
95  per  cent  sodium  hydroxide,  and  cleansing 
solutions  and  washing  powders  contain  8  to 
50  per  cent  of  caustic  alkali.  Lye  is  still 
commonly  used  by  poor  people  in  the  home 
manufacture  of  soap.  The  availability  and 
widespread  use  of  these  materials  account 
for  the  frequency  of  lye  poisoning,  especially 
in  small  children,  despite  the  publicity  which 
has  been  given  it. 

If  the  patient  is  seen  immediately  after 
the  ingestion  of  the  alkali,  an  attempt  should 
be  made  to  neutralize  the  corrosive  with  a 
weak  acid  such  as  dilute  vinegar,  lemon 
juice,  or  orange  juice.  Gastric  lavage  is  not 
indicated,  as  the  alkali  is  neutralized  in  the 
stomach  by  hydrochloric  acid ;  furthermore, 
it  is  doubtful  if  much  of  the  alkali  reaches 
the  stomach,  since  the  first  swallow  causes 
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severe  pain  and  very  little  is  taken.  The  oral 
cavity  should  be  examined  carefully  for 
damage  to  the  uvula,  soft  palate,  or  other 
parts  of  the  posterior  portion;  such  damage 
is  usually  an  indication  that  some  alkali  has 
been  swallowed  and  that  erosion  of  the 
esophageal  mucosa  has  probably  occurred. 
The  patient  should  be  given  a  sedative  if  he 
is  restless,  and  the  diet  should  consist  of 
fluids  and  soft,  nonirritating  foods.  If  ero- 
sion of  the  esophageal  mucosa  is  suspected, 
a  soft  rubber,  eyeless  catheter,  filled  with 
mercury  or  small  lead  shot,  should  be  passed 
into  the  stomach  at  intervals  to  help  prevent 
the  formation  of  a  stricture.  The  dilatations 
are  usually  begun  on  the  fourth  day  after 
the  ingestion  of  the  alkali  and  are  repeated 
daily  for  two  weeks,  during  which  time  the 
size  of  the  catheter  is  gradually  increased 
until  a  number  32  or  34  catheter  is  passed 
with  ease.  Dilatations  are  then  done  at  less 
frequent  intervals,  but  should  be  continued 
for  at  least  a  year.  X-ray  examination  after 
a  barium  swallow  is  helpful  in  detecting 
esophageal  damage  and  early  stricture  for- 
mation. 

If  a  patient  is  seen  several  days  or  weeks 
following  the  ingestion  of  the  alkali  and 
presents  the  symptoms  of  partial  esopha- 
geal obstruction,  one  should  not  pass  cathe- 
ters blindly  but  should  do  barium  studies 
and  esophagoscopy  to  determine  the  nature 
and  extent  of  the  esophageal  damage.  Per- 
oral dilatations  through  the  esophagoscope 
may  be  performed  if  there  is  a  single  stric- 
tured  area  which  is  not  severe,  but  gastros- 
tomy and  retrograde  dilatations  are  safer  if 
multiple  or  very  narrow  strictures  are  found. 
Surgical  procedures  recently  devised  to  cor- 
rect esophageal  strictures  will  be  used  more 
often  in  the  future. 

Kerosene  Poiso)iing 

The  next  most  common  type  of  poisoning- 
is  kerosene  poisoning.  Kerosene  is  often 
left  carelessly  about  the  home  in  a  soft  drink 
bottle,  and  thirsty  toddlers  do  not  hesitate 
to  sample  it.  Kerosene  poisoning  may  be 
followed  by  acute  toxemia  with  depression, 
severe  pneumonia  with  fever,  or  severe 
pneumonia  with  degenerative  changes  in  the 
liver,  kidneys,  lungs,  and  heart.  Treatment 
consists  in  cautious  lavage  of  the  stomach; 
an  effort  should  be  made  to  prevent  gagging 
and  any  aspiration  of  the  gastric  contents, 
and  30  to  60  cc.  of  olive  or  mineral  oil  should 
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be  left  in  the  stomach.  Until  recently  the 
use  of  gastric  lavage  has  been  considered 
dangerous,  but  the  work  of  Deichmann  and 
his  co-workers''>  has  demonstrated  that 
changes  in  the  lungs  can  also  be  due  to  ab- 
sorption from  the  blood  stream.  Emetics, 
however,  should  never  be  used  in  cases  of 
kerosene  poisoning. 

Sodium  Fluoride  Poisoning 

Sodium  fluoride  poisoning  resulting  from 
the  ingestion  of  roach  powder  is  a  very  lethal 
type  of  poisoning,  and  the  ingestion  of  any 
appreciable  amount  of  this  substance  causes 
death  within  eight  hours  if  prompt  therapy 
is  not  given.  The  symptoms  usually  consist  of 
severe  hematemesis,  abdominal  cramps, 
weakness,  shallow  respirations,  and  eventual 
respiratory  failure.  Hematuria  is  not  often 
mentioned,  but  severe  damage  to  the  tubules 
and  glomeruli  of  the  kidneys  has  been  re- 
ported. Treatment  consists  in  immediate 
lavage  of  the  stomach  with  any  soluble  cal- 
cium salt  (chloride  or  lactate,  for  example) 
to  change  the  soluble  sodium  fluoride  to  the 
insoluble  and  innocuous  form  of  calcium 
fluoride.  Calcium  should  also  be  given  intra- 
venously and  intramuscularly.  Supportive 
treatment  should  be  carried  out  as  necessary. 

Case  Report 

A  12  month  old  boy  was  admitted  to  Duke  Hos- 
pital on  September  8,  1947.  At  noon  on  the  same 
day  his  mother  had  noted  that  he  was  irritable, 
but  he  ate  his  lunch.  Two  hours  later  he  vomited 
a  small  amount  of  blood.  The  hematemesis  con- 
tinued in  progressively  larger  amounts.  Five  hours 
later  (four  hours  prior  to  admission)  the  parents 
noted  that  the  child  had  gross  hematuria  and  a 
yellow  tint  to  his  skin,  and  that  he  was  restless. 

On  admission  the  infant  was  drowsy  but  re- 
sponded well  to  stimuli.  The  urine  in  the  diaper 
was  grossly  bloody.  The  skin  was  markedly  icteric, 
but  the  scleras  were  clear.  The  urine  contained  albu- 
min (1  plus)  and  many  red  blood  cells  in  a  centri- 
fuged  specimen;  the  benzidine  test  was  positive. 
The  blood  count  showed  28,000  white  blood  cells. 
The  blood  nonprotein  nitrogen  was  44  mg.  per  100 
cc.  The  results  of  other  examinations  were  negative. 

On  close  questioning,  the  mother  stated  that  the 
child  had  the  habit  of  putting  everything  in  his 
mouth.  She  denied  poisoning,  but  stated  that  they 
had  moved  into  a  new  home  that  very  morning  and 
that  "anything  could  have  happened." 

On  the  suspicion  that  the  patient  had  swallowed 
roach  poison  (sodium  fluoride)  his  stomach  was 
lavaged  and  30  cc.  of  calcium  gluconate  (10  per  cent) 
was  left  in  the  stomach.  Five  cubic  centimeters  of 
10  per  cent  calcium  gluconate  was  given  intra- 
venously and  5  cc.  intramuscularly.  A  transfusion 
of  180  cc.  of  whole  blood  also  was  given  on  the  day 
of  admission,  and  repeated  the  following  morning. 

1.  Deichmann,  W.  B.,  Kitzmiller,  K.  V.,  Witherup,  S.,  and 
Johansmann,  R.;  Kerosene  Intoxication,  Ann.  Int.  Med. 
21:808-823    (Nov.)    1944. 


The  parents  at  this  time  returned  with  samples  of 
roach  powder  that  had  been  scattered  all  over  the 
house  by  the  departing  tenants.  The  patient  was 
placed  on  a  high  protein  and  high  carbohydrate 
diet,  and  was  given  sodium  bicarbonate  and  ascorbic 
acid.  By  the  second  hospital  day  the  child  was  eat- 
ing well  and  did  not  appear  ill,  although  the  albu- 
minuria and  hematuria  persisted  for  seven  days.  He 
was  discharged  on  the  ninth  hospital  day  in  good 
condition;  his  blood  nonprotein  nitrogen  at  that  time 
was  34  mg.  per  100  cc. 

Barbiturate  Intoxication 

The  widespread  use  of  sedatives  by  the 
general  population  has  led  to  a  marked  in- 
crease of  barbiturate  intoxication  in  chil- 
dren. Symptoms  of  acute  poisoning  are  ref- 
erable largely  to  the  nervous  and  cardio- 
vascular systems.  A  period  of  excitement 
and  hallucinations  may  precede  the  depres- 
sion. Respiration  is  soon  affected.  The  re- 
sulting anoxia  may  cause  capillary  dilatation 
and  permeability  resulting  in  shock.  The 
activity  of  the  reflexes  is  usually  inversely 
related  to  the  intensity  of  the  depression. 
The  pupils  usually  react  to  light  and  may  be 
dilated  or  constricted.  Blood  pressure  falls 
rather  late.  Urination  may  be  decreased  or 
suppressed.  The  temperature  falls,  and  the 
skin  is  cold,  moist,  and  cyanotic. 

The  diagnosis  is  usually  made  from  the 
history  and  physical  examination.  Differen- 
tiation from  the  poisoning  caused  by  other 
central  nervous  system  depressants  or  from 
coma  due  to  other  causes  may  be  difficult. 
Identification  of  the  drug  in  the  gastric  con- 
tent or  urine  is  usually  necessary. 

The  prognosis  is  dependent  upon  the 
amount  and  type  of  barbiturate  ingested, 
and  on  the  efficacy  and  promptness  of  ther- 
apy. If  the  patient  survives  the  first  twenty- 
four  to  thirty-five  hours,  the  chances  of  re- 
covery are  usually  favorable.  Death  may 
occur  as  a  result  of  paralysis  of  the  respira- 
tory center. 

Treatment  consists  of  gastric  lavage  with 
warm  water.  Emetics  are  of  little  value  and 
may  add  to  the  depression.  Potassium  per- 
manganate in  a  1 :2000-l  :5000  solution  may 
be  effective  in  some  instances.  Magnesium 
sulfate  left  in  the  stomach  may  facilitate  ex- 
cretion of  barbiturate  by  the  intestine.  Meas- 
ures to  maintain  respiration  and  blood  pres- 
sure should  be  instituted. 

Lead  Poisoning 

Lead  poisoning  in  children,  though  per- 
haps not  as  common  as  in  the  past,  still  oc- 
curs frequently  enough  that  one  should  be 
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alert  for  the  symptoms  whenever  they  ap- 
pear. 

Case  Report 

On  November  7,  1947,  a  7  year  old  white  boy  was 
admitted  to  Duke  Hospital  in  a  moribund  condition. 
He  had  had  convulsions,  generalized  weakness, 
anorexia  and  constipation  for  two  weeks.  He  ex- 
pired before  a  complete  examination  could  be  made. 
However,  marked  papilledema  was  observed,  and  it 
was  thought  that  he  had  had  a  brain  tumor  or 
tuberculous    meningitis.    No    autopsy   was    obtained. 

Five  days  later,  on  November  12,  1947,  his  5  year 
old  brother  was  admitted  with  similar  complaints. 
This  child  was  irritable  and  had  severe  generalized 
weakness.  He  also  had  marked  papilledema.  An 
alert  resident  (Dr.  H.  B.  O'Rear)  became  suspicious 
of  lead  encephalitis  and  began  asking  leading  ques- 
tions. The  source  of  lead  was  discovered  to  be  from 
the  burning  of  battery  casings  in  the  home.  On 
further  examination  of  the  child,  a  lead  line  was 
seen  at  the  gum  margins,  and  x-rays  of  the  long 
bones  were  typical  of  lead  poisoning.  The  spinal 
fluid  findings  were  consistent  with  the  diagnosis  of 
lead  encephalitis.  The  child  was  treated  vigorously 
and  responded  well. 

Lead  poisoning  can  be  obtained  by  inges- 
tion of  lead,  inhalaton  of  lead,  or  absorption 
of  lead  from  the  skin  (rarely  seen  in  chil- 
dren). Poisoning  by  inhalation  of  lead  from 
burning  battery  casings  which  contained 
lead  sulfate  and  peroxide  was  first  discov- 
ered by  an  observing  intern  (Dr.  Mirion 
Bailey)  at  the  Harriet  Lane  Home  in  1932. 
The  symptoms  of  lead  intoxication,  whether 
from  ingested  or  inhaled  lead,  are  similar. 
Since  lead  is  absorbed  more  rapidly  and  com- 
pletely from  the  respiratory  tract,  however, 
the  symptoms  are  more  severe  when  lead  is 
inhaled. 

The  gastrointestinal  symptoms  are  vomit- 
ing, anorexia,  and  constipation.  Anemia  due 
to  destruction  of  the  red  blood  cells  may  be 
moderate  or  severe;  basophilic  stippling  is 
practically  always  present.  The  deposition 
of  lead  sulfide  on  the  gum  margins  results  in 
the  lead  lines  seen  in  children  after  the  teeth 
have  erupted.  Meningo-encephalitis  is  sus- 
pected when  there  is  mental  confusion,  con- 
vulsions, and  projectile  vomiting.  Papill- 
edema or  optic  atrophy  may  be  discovered  at 
this  time.  This  is  a  severe  complication,  and 
the  mortality  rate  in  such  cases  is  high 
(35  per  cent).  Neuritis  is  rare.  X-rays  of 
the  long  bones  are  diagnostic  in  children,  for 
they  will  show  a  zone  of  increased  density  at 
the  ends  of  the  bones  beneath  the  epiphyseal 
line. 

After  the  source  of  lead  has  been  removed 
from  the  child's  environment,  treatment 
consists  in  the  administration  of  sodium 
citrate,  0.8  Gm.   every  four  hours    (citrate 


ions  combine  with  lead  to  form  an  insoluble 
and  harmless  complex  which  is  slowly  ex- 
creted), large  doses  of  ascorbic  acid,  a  diet 
rich  in  calcium,  and  calcium  gluconate  by 
mouth. 

BAL  (2,  3  dimercaptopropanol,  British 
anti-lewisite)  is  a  good  antidote  for  mercury, 
arsenic,  gold,  and  cadmium  poisoning.  It  is 
less  effective  for  lead  and  silver,  and  prac- 
tically ineffective  if  tissue  damage  is  exten- 
sive. It  should,  therefore,  be  given  as  soon 
as  possible,  and  its  administration  should  be 
continued  until  the  urinary  excretion  of  the 
metals  is  at  a  minimum.  The  dosage  recom- 
mended is  8-4  mg.  per  kilogram  intramuscu- 
larly every  three  to  four  hours.  Since  this 
amount  is  about  half  the  toxic  dose,  undesir- 
able side  effects  are  encountered.  These  in- 
clude lacrimation,  salivation,  nausea,  vomit- 
ing, fall  in  blood  pressure,  and  pulmonary 
edema.  The  previous  administration  of 
ephedrine  may  alleviate  many  of  these  symp- 
toms. 

Miscellaneous  Types  of  Poisoning 

Reports  of  aniline  dye  poisoning  among 
infants  are  fairly  numerous.  All  of  the  pa- 
tients except  one  have  been  newborn  infants 
poisoned  by  contact  with  diapers  freshly 
stamped  with  material  containing  the  aniline 
dye.  One  instance  of  paranitraniline  poison- 
ing from  the  ingestion  of  waxed  crayons  has 
been  reported.  Aniline  dye  poisoning  may 
cause  severe  degrees  of  cyanosis  due  to 
methemoglobinemia.  The  infants  are  apa- 
thetic, gasp  for  air,  and  may  have  convul- 
sions. 

Treatment  consists  in  removing  the  source 
of  the  dye  immediately  and  placing  the  in- 
fant in  an  oxygen  box.  If  the  cyanosis  is 
alarming,  methylene  blue  should  be  given. 

Mothballs  composed  of  naphthalene  are 
not  highly  toxic  but  may  become  more  dan- 
gerous in  the  presence  of  oil.  Naphthalene 
is  practically  insoluble  in  water  and  most  of 
it  is  passed  unchanged  in  the  feces.  Treat- 
ment should  consist  of  copious  lavage  with 
tap  water. 

Deodorants  are  usually  a  solution  of  an 
aluminum  salt  and  are  practically  harmless. 
Depilatories  contain  barium  or  sodium  sul- 
fide, which  is  fairly  innocuous.  However, 
thallium  acetate,  which  has  been  used  in 
depilatories,  is  very  toxic,  causing  severe 
gastrointestinal  symptoms  and  cerebral 
symptoms.      Treatment    should    consist    of 
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lavage  with  sodium  thiosulfate,  calcium  by 
mouth,  and  sodium  thiosulfate  by  vein. 

Phosphorus  poisoning  may  occur  from  eat- 
ing rat  poison  or  from  certain  fireworks  such 
as  the  giant  torpedoes.  Matches  do  not  con- 
tain the  dangerous  form  of  phosphorus  at 
the  present  time.  The  gastrointestinal  symp- 
toms are  similar  to  those  reported  with 
sodium  fluoride  poisoning.  Hematemesis  may 
be  severe.  In  the  later  stages  cardiac  and 
respiratory  failure  develops,  sometimes  ac- 
companied by  delirium,  coma  and  death. 

Oily  or  fatty  materials  such  as  milk  should 
never  be  given  these  patients,  as  they  aid 
the  absorption  of  phosphorus.  Prompt  lavage 
with  a  1 :5000  solution  of  potassium  perman- 
ganate will  change  the  poison  to  innocuous 
phosphoric  acid;  irrigation  .should  be  con- 
tinued until  the  returning  fluid  is  clear.  Some 
magnesium  sulfate  should  be  left  in  the 
stomach.  Intravenous  glucose  and  molar  lac- 
tate should  be  given  as  necessary  for  acido- 
sis. 

Phenolphthalein:  The  candy  cathartics 
such  as  E.x-Lax  and  Phenolax  contain  phe- 
nolphthalein, have  an  agreeable  taste,  and 
are  frequently  taken  by  mistake.  Usually  a 
violent  catharsis  is  the  only  outcome.  Occa- 
sionally an  eruption  occurs  several  hours 
later.  Hyperpyrexia,  hemiplegia,  petechiae. 
ulcers  in  the  mouth,  anuria,  coma,  and  car- 
diac and  respiratory  failure  have  been  re- 
ported. Treatment  consists  in  immediate 
lavage  or  emesis,  together  with  symptomatic 
therapy. 

Stnjchnine  poisoning,  although  not  as 
common  now  as  in  the  past,  is  still  respon- 
sible for  many  deaths  in  children.  Bright- 
colored,  sugar-coated  cathartics  and  tonic 
tablets  are  responsible.  Hinkle's  Cascara 
Tablets  with  strychnine  sulfate  (1  60  grain 
or  0.001  Gm.),  A.B.S.  tablets  (aloes,  bella- 
donna, and  strychnine),  Alophen  Pills,  and 
many  others  are  left  carelessly  about  where 
children  can  get  hold  of  them.  The  symp- 
toms develop  in  one  to  three  hours,  depend- 
ing on  the  solubility  of  the  tablets.  The  con- 
vulsions resemble  the  convulsions  associated 
with  tetanus. 

Treatment :  Control  the  convulsions  with 
intravenous  sodium  pentobarbital  or  Avertin 
by  rectum.  Avoid  lavage  until  the  convul- 
sions are  controlled ;  then  lavage  the  stomach 
with  a  1 :5000  solution  of  potassium  perman- 
ganate or  a  tannic  acid  solution.  Give  acti- 
vated charcoal  in  water  bv  mouth  or  stomach 


tube.  Start  supportive  therapy  where  neces- 
sary— artificial  respiration,  oxygen,  and  so 
forth. 

In  salicylate  poisoning  toxic  reactions  are 
usually  mild,  but  they  may  be  serious.  Head- 
ache, dizziness,  ringing  of  the  ears,  auditoiy 
and  visual  difliculties,  mental  confusion, 
sweating,  thirst,  nausea,  and  vomiting  may 
be  observed.  Skin  reactions  sometimes  occur, 
and  children  may  have  some  fever.  Stimula- 
tion of  the  central  nervous  system  may  pro- 
duce restlessness,  incoherent  speech,  mania, 
delirium,  and  hallucinations.  Respiration 
may  resemble  that  observed  in  diabetic  or 
renal  acidosis.  Depression,  stupor,  and  coma 
may  follow,  and  convulsions  may  be  present. 
Death  is  usually  due  to  respiratory  failure. 

The  treatment  is  largely  symptomatic. 
Gastric  lavage  should  be  used  in  acute  cases, 
and  the  fluid  and  salt  loss  should  be  replaced. 
Intravenous  glucose,  caffeine,  and  ephedrine 
may  be  of  value. 

Stramonium  poisoning  (jimson-weed, 
thorn  apple,  stinkweed,  and  so  forth)  :  All 
parts  of  the  plant  are  poisonous,  but  espe- 
cially the  seeds,  which  contain  atropine, 
scopolamine,  and  hyoscyamine.  The  symp- 
toms first  noted  are  thirst  and  disturbance 
of  vision.  The  pupils  are  widely  dilated  and 
do  not  react  to  light  and  accommodation.  The 
skin  is  hot  and  dry.  Mental  confusion,  con- 
vulsions, and  maniacal  tendencies  are  often 
present. 

Treatment :  Lavage  the  stomach  with 
weak  tannic  acid  solution  (4  per  cent)  ;  ad- 
minister magnesium  sulfate.  Small  doses  of 
pilocarpine  are  useful.  The  patient  should 
be  kept  in  a  quiet,  dark  room,  and  sedatives 
should  be  given  as  necessary  to  control  con- 
vulsions and  motor  activity. 

Conclusion 

In  the  handling  of  cases  of  acute  poison- 
ing in  children,  the  following  principles 
should  be  kept  in  mind : 

1.  Identify  the  poison  as  soon  as  possible, 
so  that  specific  measures  may  be 
promptly  instituted.  The  label  on  the 
container,  if  still  present  and  legible, 
will  give  the  ingredients  and  also  the 
antidote  to  use. 

2.  Remove  the  bulk  of  the  poison  from 
the  stomach  by  gastric  lavage  or  an 
emetic  (1  tablespoonful  of  mustard  or 
2  tablespoonfuls  of  salt  to  a  glass  of 
warm  water) .  Emetics  should  never  be 
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4. 
5. 

6. 


used  ill  cases  of  kerosene  and  caustic 
alkali  poisoning,  or  if  the  patient  is 
semi-comatose. 

Administer  an  antidote  for  the  resid- 
ual poison  not  removed  by  gastric 
lavage.  When  a  stomach  tube  is  used, 
leave  the  antidote  and  other  remedies 
in  the  stomach  before  removing  the 
tube. 

Give  an  antagonist  when  available. 
Administer  symptomatic  treatment  as 
indicated. 

When  the  nature  of  the  poison  is  un- 
known, one  may  safely  give  the  follow- 
ing universal  antidote : 
Pulverized  charcoal    (burnt   toast),   2 

parts 
Tannic  acid  (strong  tea),  1  part 
]\Iagnesium  oxide  (milk  of  magnesia), 

1  part 
One  gram  of  charcoal  will  absorb  40 
mg.  of  phenol  and  more  than  500  mg. 
of  strychnine.  The  tannic  acid  precipi- 
tates alkaloids,  certain  glucosides,  and 
many  metals,  while  the  magnesia 
serves  to  neutralize  acids. 


VISUALIZATION  AND   PHOTOGRAPHY 
OF  THE  UTERINE  CANAL 

w.  b.  norment,  m.d. 

Greensboro 

HysterograpMc  Examination 

The  injection  of  an  opaque  dye  into  the 
uterine  canal  has  previously  been  used  prin- 
cipally to  determine  the  patency  of  the  fal- 
lopian tubes.  During  the  past  few  years, 
however,  hysterograms  have  been  employed 
for  the  diagnosis  of  pathologic  conditions  of 
the  uterine  canal.  Submucosal  myomas  and 
polyps,  which  often  cause  bleeding  from  the 
uterus,  are  difficult  to  diagnose  either  by  pal- 
pation or  by  curettage.  However,  when  an 
opaque  dye  is  instilled  into  the  uterine  canal 
a  submucosal  myoma,  polyp,  or  cancer  of 
the  fundus  is  usually  easily  seen  upon  an 
x-ray  film. 

After  one  becomes  acquainted  with  the 
variations  in  a  normal  hysterogram  (fig.  1), 
it  is  easier  to  recognize  defects  produced  b^^ 
pathologic  lesions.  A  well  rounded  defect  of 
the  uterine  canal  (fig.  2A)  is  probably  a 
polyp  or  a  submucosal  myoma.  These  vary 
in  size,  sometimes  filling  the  uterine  canal. 


I-'ig.    1.    Hysterogram    of   a    normal    uterus. 

Very  small  polyps  in  the  fundus  are  not  al- 
ways the  cause  of  bleeding.  However,  the 
same  sized  polyp  near  the  cervix  or  in  the 
cervix  may  produce  vaginal  spotting.  Mul- 
tiple submucosal  myomas  do  not  always  pro- 
trude very  far  into  the  uterine  canal,  but 
usually  protrude  enough  to  cause  more  or 
less  "shelving"  of  the  dye — that  is,  a  shading 
out  of  the  dye  which  is  interpreted  as  due  to 
pressure  extrinsic  to  the  uterine  canal. 

Occasionally  a  defect  which  is  more  or 
less  smooth  in  outline  can  be  caused  by  a 
localized  proliferation  of  the  endometrium 
rather  than  a  true  polyp  or  submucosal  my- 
oma. However,  the  very  definite  punched 
out  area  characteristic  of  a  polyp  or  submu- 
cosal myoma  is  usually  not  seen  in  cases  of 
endometrial  hypertrophy.  The  punched  out 
area  produced  by  localized  hypertrophy  of 
the  endometrium  is  seen  as  a  light  shading 
of  the  dye  and  not  as  a  true  defect. 

Carcinoma  of  the  fundus  can  produce 
varied  patterns  in  the  hysterogram  (fig.  3 A 
and  4A).  There  may  be  slight  irregularities 
of  one  wall,  or,  if  the  carcinoma  is  very  ex- 
tensive, a  lace-like  appearance  throughout 
the  canal.  The  defect  produced  by  carcinoma 
of  the  fundus  may  be  similar  to  that  seen  in 
marked  hypertrophy  of  the  endometrium. 
Carcinoma  of  the  fundus  cannot  be  definitely 
diagnosed  by  hysterogram  alone,  but  this 
method  can  serve  as  a  lead  to  further  inves- 
tigation. If  there  is  doubt  as  to  the  cause 
of  the  defect  seen  in  a  hysterogram,  direct 
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Fig.  2A.  Hysterogram  showing  a  pedunculated 
polyp  of  the  fundus.  Note  the  opaque  acorn 
shadow. 


Fig.  3A.  Hysterogram  showing  a  carcinoma  of 
the  fundus. 


Fig.  21?.  Polyp  of  the  fundus  removed  from  the 
patient  whose  hysterogram  is  shown  in  figure 
2A.  The  uterus  contained  many  fibroids  in  the 
serosa. 

inspection  of  the  uterine  canal  should  be 
carried  out  by  a  lens  system  which  will  be 
described  later. 

Method  of  examination 

A  hysterogram  can  be  made  in  the  office, 
and  unless  there  is  marked  constriction  of 
the  cervical  canal  it  causes  very  little  dis- 
comfort. A  cannula  with  a  detachable  cathe- 
ter tip  is  inserted  very  easily  into  the  aver- 
age uterine  canal.  Near  the  end  of  the  can- 
nula is  a  plastic  acorn  which  is  transparent 
to  x-ray.  The  purpose  of  the  acorn  is  to  pre- 
vent a  reflux  of  the  dve  around  the  cannula. 


Fig.  3B.  Carcinoma  of  the  fundus  shown  in 
figure  .3A,  removed  at  operation.  The  diagnosis 
w  as  made  by  hysteroscopic  examination. 

The  cannulas  which  we  used  previously  had 
a  fairly  large  rubber  tip  which  was  opaque 
to  x-ray  and  often  obscured  pathologic  le- 
sions of  the  uterine  canal.  With  the  plastic 
acorn  which  we  have  devised  (fig.  5A),  only 
the  small  tip  of  the  cannula  may  be  seen  in 
the  hysterogram. 

It  is  preferable  that  the  dye  be  injected 
into  the  uterine  canal  when  the  patient  is 
not  bleeding.  If  the  patient  is  bleeding  con- 
tinuously, we  attach  a  light  rubber  tissue 
bag  (fig.  5B)  to  a  catheter  and  instill  the  dye 
through  the  bag.  In  this  way  there  will  be 
no  contact  of  the  dye  with  the  endometrium. 
This  method,  however,  requires  dilatation  of 
the  cervix  under  anesthesia. 


*. 
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Fig.  4A.  Hysterogram  showing  a  carcinoma  of 
the  fundus. 

Hysteroscopic  Examination 

In  cases  with  filling  defects  in  the  hyster- 
ogram, we  have  used  a  lens  hysteroscope  for 
direct  visualization  of  the  interior  of  the 
uterine  canal.  By  this  combination  of  x-ray 
examination  and  direct  inspection,  diagnosis 
of  pathologic  lesions  in  the  uterine  canal  is 
made  much  more  accurate.  Various  optical 
instruments  have  been  used  in  an  attempt 
to  get  a  clear  view  of  the  canal. 

Attempts  to  develop  a  suitable  instrument 

Many  years  ago  we  attempted  to  study  the 
uterine  canal  with  the  aid  of  a  hollow  metal 
tube  and  reflected  light.  Because  only  a 
small  portion  of  the  uterine  canal  was  seen 
by  this  method  and  because  blood  running 
into  the  tube  obscured  proper  vision,  this 
method  was  soon  abandoned. 

During  the  past  several  years  we  have  at- 
tempted to  develop  an  instrument  through 
which  the  uterine  canal  could  be  visualized 
directly.  A  lens  instrument  which  could  pro- 
duce slight  dilatation  of  the  uterine  canal  in 
certain  cases  and  in  which  the  field  of  vision 
would  not  be  obscured  by  blood  was  sought. 
We  have  used  various  lens  systems — the  for- 
ward vision  telescope,  the  foroblique  lens, 
and  the  right  angle  vision  lens — in  an  at- 
tempt to  construct  a  suitable  instrument.  Re- 
gardless of  the  type  of  lens  system  used,  it 
was  necessary  to  prevent  blood  from  adher- 
ing to  the  lens  system  and  obscuring  vision, 
and  also  at  times  to  produce  slight  dilatation 


Fig.  4B.  Carcinoma  of  the  fundus  removed  from 
the  patient  whose  hysterogram  is  shown  in 
figure  4A.  The  diagnosis  was  made  with  the 
hysteroscope. 

of  the  small  uterine  canal  for  proper  vision. 

At  first  we  used  a  small  transparent  rub- 
ber tissue  bag  over  the  end  of  the  optical 
instrum.ent,  thinking  that  the  pressure  inside 
the  bag  would  control  hemorrhage  by  dis- 
tending the  uterine  canal  slightlv,  and  would 
also  prevent  the  clotting  of  blood  on  the  lens 
of  the  optical  system.  This  method  was 
found  partially  satisfactory  in  detecting  sub- 
mucosal myomas  and  polyps,  but  the  bag 
was  not  transparent  enough  to  allow  any 
study  of  the  endometrium  itself.  In  the  large 
uterine  canal  fairlv  good  vision  could  be  ob- 
tained by  this  method,  particularly  if  water 
instead  of  air  was  used  in  the  rubber  tissue 
bag.  This  method  was  abandoned,  however, 
because  wrinkling  of  the  bag  in  the  small 
uterine  canal  obscured  the  view. 

Later  we  devised  a  transparent  plastic 
tube,  seven  inches  in  length  (fig.  5C) .  which 
could  be  slipped  over  the  end  of  the  optical 
instrument.  The  view  obtained  by  this 
method  was  very  good,  but  since  a  right 
angle  lens  had  to  be  used  with  this  device, 
only  a  limited  area  could  be  studied  at  one 
time. 

There  were  three  drawbacks  to  the  plastic 
sheath:  (1)  the  limited  side  view  of  the 
uterine  canal  which  was  obtainable;  (2)  the 
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Fig.  5.  Instruments  used  in  tlie  study  of  tiie  uterine  canal. 

A.  Cannula  with  plastic  acorn  used  to  inject  dye  into  the  uterus 

B.  Rubber  tissue  bag  used  for  injection  of  dye  into  the   uterus   of   patients   who   are   bleeding 
continuously 

C.  Transparent  plastic  sheath   formerly   used  OAer  the  optical  system  of  the  hysteroscope 

D.  Hysteroscope  employed  at   present,  made  up    of   two    airtight    metallic    sheaths.    The    inner 
sheath  contains  the  optical  system. 


difficulty  of  inserting  the  plastic  sheath  past 
a  protruding  submucosal  myoma:  and  (3) 
the  fact  that  the  optical  system  scratched 
the  inner  surface  of  the  sheath,  making  it 
opaque  in  a  short  time.  An  effort  was  made 
to  overcome  the  first  disadvantage  by  using 
a  forward  vision  telescope  in  the  plastic 
sheath.  This  did  not  prove  satisfactory  be- 
cause light  waves  reflected  against  the  lens 
from  the  rounded  end  of  the  sheath  made  a 
glare  which  could  not  be  removed.  The  third 
drawback  was  overcome  by  substituting  for 
the  plastic  sheath  a  pyrex  glass  tube,  coated 
with  silicon  vapor  to  repel  blood  and  prevent 
clotting.  This  method  was  abandoned  because 


of  the  risk  of  breakage. 

Our  experience  with  the  rubber  tissue  bag 
and  with  the  plastic  and  glass  sheaths  taught 
us  that  the  best  method  for  studying  the 
uterine  canal  would  be  by  a  forward  vision 
telescope,  which  should  have  very  free  mo- 
tion through  the  cervix.  It  was  believed  that 
the  problem  of  dilating  the  small  uterine 
canal  for  observation  could  best  be  solved 
by  air  injection. 

Iiist)'ifme)it  emploTjed  at  present 

The  hysteroscope  that  we  use  at  present 
(fig.  5D)  is  composed  first  of  a  metallic 
sheath,  similar  to  a  urethroscope,  and  con- 
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taining-  a  metal  obturator.  After  this  sheath 
is  inserted  through  the  cervical  canal  to  the 
uterine  canal,  the  obturator  is  removed.  A 
second  metallic  sheath  containing  the  optical 
system  and  closed  at  the  end  with  a  trans- 
parent window  is  then  inserted  through  the 
rirst  sheath.  The  second  sheath  may  be  read- 
ily moved  back  and  forth  for  observation  of 
the  uterine  canal.  The  two  sheaths  that 
cover  the  optical  system  are  airtight.  When 
the  first  sheath  is  inserted  into  the  uterine 
canal,  equal  air  pressure  is  obtained  between 
the  interior  of  the  uterine  canal  and  the  out- 
side air.  Then  when  the  second  closed  sheath 
is  inserted,  it  carries  a  column  of  air  into 
the  uterine  canal,  causing  slight  dilatation 
for  a  period  of  time.  The  slight  dilatation 
of  the  canal  thus  produced  is  advantageous 
in  the  small  canals. 

Method  of  examination 

The  preparation  of  a  patient  for  hystero- 
scopic  examination  is  similar  to  that  for  di- 
latation and  curettage.  Pentothal  sodium  or 
a  low  spinal  anesthetic  may  be  used.  After 
the  cervix  is  dilated  and  the  first  sheath  of 
the  hysteroscope  is  inserted,  the  patient's 
head  may  be  tipped  in  a  Trendelenburg  posi- 
tion. Then  the  second  sheath  containing  the 
optical  system  is  introduced  for  observation. 
Any  projecting  submucosal  myoma  or  polyp 
or  any  malignant  lesion  can  be  seen  shortly 
after  the  tip  of  the  sheath  passes  the  cervix ; 
then  if  closer  observation  is  necessary,  the 
optical  system  can  be  easily  carried  forward 
to  the  site  of  the  groA\i:h. 

In  the  average  uterine  canal,  the  best  view 
can  be  obtained  either  just  after  the  instru- 
ment passes  through  the  cervix  or  after  it 
has  been  carried  into  the  fundus  and  is  be- 
ing slowly  withdrawn.  In  the  small  uterine 
canal,  even  with  slight  air  dilatation,  vision 
is  not  as  good  when  the  instrument  is  being 
pushed  forward  into  the  uterine  canal  as 
when  it  is  being  withdrawn. 

For  purposes  of  further  study,  photo- 
graphs of  the  uterine  canal  (fig.  6)  may  be 
made  by  a  camera  attached  to  the  optical 
system.  We  have  used  both  the  Robot 
camera  and  the  Leica  camera  with  equally 
good  results.  The  time  of  exposure  varies 
according  to  whether  black  and  white  or 
colored  films  are  being  used.  For  the  colored 
films  it  was  found  that  a  three  minute  ex- 
posure probably  gives  best  results :  for  black 
and  white  films,  the  time  of  exposure  is  much 
less.    The  photographs  that  we  have  of  the 


Fig.   6.  Photograph  of  the   interior  of  a    uterus 
made  through  the  hysteroscope. 

interior  of  the  uterus  have  been  made 
through  the  right  angle  scope,  which  permits 
a  view  of  only  a  portion  of  the  wall  of  the 
uterus.  As  yet  we  do  not  have  a  photograph 
of  the  entire  canal,  which  may  be  obtained 
through  the  forward  vision  telescope. 

Through  the  hysteroscope  a  carcinoma  is 
seen  as  a  whitish  gray  growth  against  a  red 
background;  the  contrast  in  color  is  much 
greater  than  it  appears  in  the  specimen  after 
removal.  In  a  few  cases  of  carcinoma  of  the 
fundus  that  we  have  observed  through  the 
hysteroscope  there  was  no  doubt  as  to  the 
presence  of  a  malignant  growth.  In  doubt- 
ful cases,  however,  a  curettage  is  the  only 
safe  way  to  determine  the  presence  or  ab- 
sence of  a  carcinoma  of  the  fundus.  An  oper- 
ating hysteroscope  through  which  a  biopsy 
specimen  may  be  taken  uiider  direct  vision 
is  being  constructed  at  present. 

Summary  and  Conclusion 

In  many  cases,  the  cause  of  uterine  bleed- 
ing can  be  determined  by  x-ray  examination 
following  the  injection  of  a  contrast  medium 
into  the  uterine  canal.  When  this  procedure 
does  not  permit  a  positive  diagnosis,  a  hys- 
teroscopic  examination  of  the  interior  of  the 
uterus  should  be  made,  and  followed  by 
curettage  if  necessary.  A  new  instrument 
for  making  this  examination  has  been  de- 
scribed. 


The    hysterog:rams    which    are    reproduced    with    this    article 
^\ere  made  by  Dr.  Isnacio  Bird  of  Greensboro. 
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INSULIN  HYPOGLYCEMIA  IN 
DIABETES  MELLITUS 

Charles  W.  Styron,  M.D. 
Raleigh 

Insulin  hypoglycemia  occurs  so  frequently 
that  it  remains  an  important  complication 
of  diabetic  treatment.  In  an  effort  to  de- 
termine the  incidence  and  manifestations  of 
insulin  hypoglycemia,  I  have  made  a  study 
of  all  cases  occurring  in  the  George  F.  Baker 
Clinic'^'  of  the  New  England  Deaconess  Hos- 
pital over  a  four  month  period,  and  of  all 
cases  occurring  in  my  private  practice  at  Rex 
Hospital  for  a  two  year  period — a  total  of 
175  insulin  reactions  in  702  diabetic  admis- 
sions'-'. In  each  case  the  blood  sugar,  urine 
sugar,  and  especially  the  clinical  features  of 
hypoglycemia  were  recorded. 

Data  Obtained  on  One  Hundred  and 
Seventy-Five  Cases 

In  the  702  diabetic  admissions,  the  175  in- 
sulin reactions  were  limited  to  90  patients 
— a  fact  which  indicates  that  a  patient  who 
has  one  reaction  is  apt  to  have  a  second  or 
a  third.    The  ages  of  the  patients  (table  1) 


Table  1 

Ages 

of 

Patients 

Age  (Years) 

No.  Cases 

4-9 

4 

10-29 

42 

30-44 

19 

45-59 

15 

60-78 

10 

Total 


90 


varied  from  4  to  78  years,  the  duration  of 
diabetes  from  a  few  months  to  twenty  years, 
and  the  duration  of  insulin  treatment  from 
the  initial  dose  to  twenty  years.  In  34  pa- 
tients the  blood  pressure  was  above  140  sys- 
tolic, 90  diastolic. 

A  study  of  the  group  as  a  whole  showed 
that  the  patients  were  undergoing  rapid 
treatment  and  that  the  dosage  of  insulin 
was  changing  frequently — in  some  patients, 
daily.  This  series  of  cases  would  indicate 
that  insulin  reactions  may  be  expected  in  13 
out  of  every  100  diabetic  admissions  when 
an  attempt  is  being  made  to  regulate  the 
dosage  of  insulin ;  the  majority  of  these  re- 
actions will  be  mild. 


Read  before  the  Section  on  the  Practice  of  Medicine.  Medical 
Society  of  the  State  of  North  Carolina,  Pinehurst,  May  4,  1948. 

1.  Directed  by  Elliott  P.  Joslin.  M.D. 

2.  One  hundred  and  fifty  insulin   reactions   from  tlie   George 
F.  Baker  Clinic,   25  from   Rex  Hospital. 


The  lowest  blood  sugar  recorded  in  this 
series  was  15  mg.  per  100  cc.  in  a  28  year 
old  woman  who  was  taking  16  units  of  crys- 
talline insulin  and  40  units  of  protamine  zinc 
insulin.  The  highest  blood  sugar  recorded  in 
any  case  diagnosed  clinically  as  an  insulin 
reaction  was  78  mg.  per  100  cc.  The  smallest 
dose  of  insulin  resulting  in  hypoglycemia 
was  16  units  of  protamine  zinc,  and  the 
highest  was  44  units  of  crystalline  and  80 
units  of  protamine  zinc.  Patients  requiring 
larger  doses  of  insulin  naturally  had  more 
reactions.  Hypoglycemia  was  also  more  com- 
mon in  younger  patients  who  were  more 
active  or  whose  activity  varied  from  day  to 
day.  The  incidence  of  reactions  was  higher 
in  patients  taking  protamine  zinc  insulin  to- 
gether with  regular  or  crystalline  insulin 
than  in  those  taking  protamine  zinc  insulin 
alone. 

Some  important  features  of  insulin  hypo- 
glycemia in  this  group  of  cases  are  shown 
in  table  2.   The  onset  was  considered  sudden 
in  93  and  gradual  in  82.  Of  those  who  ex- 
Table  2 
Features  of  Insulin   Hypoglycemia 

One  Hundred  and   Seventy-Five  Reactions   in 
Ninety  Patients 

Type  of  insulin  No.  Cases 

Protamine  zinc  27 

Protamine  zinc  clear  62 

Globin    1 

Time  of  onset 

Before    breakfast   80 

Before   dinner   68 

Before  supper  27 

Nature  of  onset 

Sudden    93 

Gradual   82 

Preceded    by   aura   140 

Symptoms 

Tremor    151 

Sweating  145 

Hunger    130 

Abnormal    vision    50 

Pain 38 

Nausea    13 

Vomiting     7 

Mental  state 

Aberrations    23 

Drowsiness 12 

Unconsciousness    15 

Convulsions    6 

Reflexes 

Hyperactive   16 

Aljsent  0 

Babinsl<i    5 

Blood  sugar  (mg.  per  100  cc.) 

0-39    23 

40-59 88 

60-79    64 

80  and  above  0 

Urine  sugar 

Present    29 

Absent  - 146 
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perienced  a  sudden  onset,  some  awoke  with 
hypoglycemia.  The  most  common  symptoms 
were  tremor,  sweating,  hunger,  abnormal 
vision,  and  headache.  Nausea  or  vomiting 
was  rare.  Although  nervousness  was  present 
in  almost  all  of  the  patients,  the  more  ex- 
treme signs  of  mental  change  were  fortu- 
nately rare.  These  signs  included  aberra- 
tions such  as  delirium,  delusion,  anger,  cry- 
ing, and  extreme  excitement;  drowsiness  re- 
quiring strong  stimulation  to  arouse  the  pa- 
tient; unconsciousness;  and  convulsions.  Re- 
flex changes  were  not  common,  although  in 
5  of  the  patients  a  positive  Babinski  reaction 
was  found  during  hypoglycemia  and  cleared 
up  following  treatment.  The  blood  sugar  as 
a  rule  was  not  uncommonly  low,  for  treat- 
ment in  most  instances  was  begun  promptly. 
It  i^?  important  to  note  that  in  29  cases  the 
urine  contained  sugar.  In  such  cases,  if  the 
patient  was  asked  to  void  again  in  a  few 
minutes,  the  urine  was  invariably  sugar  free. 

Questions  Concerning  Insulin  Hypoglycemia 

Among  the  questions  which  arise  concern- 
ing insulin  hypoglycemia  are  the  following : 
(1)  What  are  the  most  common  signs  and 
symptoms  which  make  the  reaction  easily 
recognized?  (2)  What  time  of  day  are  re- 
actions most  likely  to  occur?  (3)  What  are 
the  dangers  of  hypoglycemia  if  promptly 
treated?  (4)  What  are  the  dangers  if  not 
promptly  treated?  (5)  What  are  the  dangers 
of  allowing  hypoglycemia  to  occur  in  pa- 
tients who  have  pre-existing  physical  de- 
fects— particularly  vascular  disease  of  the 
heart  and  brain?  (6)  Are  there  any  atypical 
signs  and  symptoms  of  insulin  reaction? 
(7)  What  is  the  best  form  of  treatment? 
I  have  attempted  to  answer  these  questions 
on  the  basis  of  data  obtained  in  this  study. 

What  are  the  nwst  common  signs 
and  symptoms  ivhich  make  the 
reaction  readily  recognized? 

This  question  is  answered  in  part  in  table 
2.  Experienced  patients  come  to  rely  on  cer- 
tain early  symptoms  which  presage  the  re- 
action. The  most  common  ones  are  nervous- 
ness; cold  sweat  of  the  hands,  forehead,  and 
lips;  tremor;  dimness  and  at  times  double 
vision;  hunger;  and  headache.  Reactions  to 
protamine  insulin  are  at  times  accompanied 
by  nausea,  vomiting,  and  a  dull  headache. 

Often  the  new  diabetic  who  is  already 
nervous  about  the  possibility  of  a  reaction 
may  think  he  is  having  one  when  he  is  not, 


and  may  even  respond  to  orange  juice.  Per- 
sonal attention  without  the  orange  juice  may 
have  the  same  good  effect.  An  example  is 
the  case  of  a  53  year  old  woman  with  dia- 
betes of  five  years'  duration,  who  was  begin- 
ning insulin  treatment.  On  the  third  hos- 
pital day  at  11  a.m.,  the  patient  felt  certain 
she  was  having  an  insulin  reaction,  and  she 
was  given  orange  juice  with  relief.  The  next 
day,  when  the  symptoms  recurred,  the  blood 
sugar  was  found  to  be  180  mg.  per  100  cc. 
The  discovery  of  this  fact  was  useful  to  both 
the  patient  and  the  doctor. 


12.00 M.To  AteiMio  BeuKFiij  laioiuro  oihmh    iiopun  iuPPie. 

4:00  AM    BattKHiT    TOIO:30m    DINMCe     TO  3  30PM     SUPPtB.        J0I2:00M 

Fig.  1.  Time  distribution  of  175  insulin  reactions 
occurring  in  90  patients. 

What  time  are  reactions 
most  likelij  to  occur? 

This  question  is  answered  by  figure  1.  In 
patients  who  were  on  protamine  zinc  insulin 
alone  reactions  were  most  likely  to  occur 
between  midnight  and  breakfast;  reactions 
were  also  frequent  in  the  late  morning  and 
the  late  afternoon.  In  the  patients  who  were 
given  both  rapid  acting  clear  insulin  (regu- 
lar or  crystalline)  and  protamine  insulin  be- 
fore breakfast,  the  most  common  times  of 
reaction  were  the  forenoon,  the  pei-iod  be- 
tween midnight  and  breakfast,  and  the  late 
afternoon,  in  that  order. 

This  is  another  feature  of  hypoglycemia 
in  which  patients  should  be  thoroughly  in- 
structed. Then  they  have  two  parts  of  the 
puzzle — symptoms  and  time — which,  if  they 
fit,  make  the  diagnosis  more  certain.  The 
patient  who  is  properly  taught  and  who  ex- 
periences symptoms  of  a  reaction  thirty 
minutes  after  a  meal  is  apt  to  question  his 
diagnosis.  It  is  possible  for  a  reaction  to 
occur  at  this  time,  but  probably  only  after 
e.xercise  or  with  a  gastrointestinal  disorder, 
perhaps  diarrhea,  in  which  absorption  may 
be  inadequate. 
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What  are  the  danxjers  of  hypoghjcemia 
if  promptly  treated? 

From  this  series,  it  would  appear  that 
there  is  no  danger,  but  such  is  not  quite  the 
case.  Perhaps  the  greatest  danger  is  that  of 
injury  resulting  from  the  hyperexcitable  or 
manic  state  which  some  patients  exhibit. 
Occasionally  an  insulin  reaction  may  result 
in  an  arrest  for  drunkenness.  Herein  lies  a 
great  danger  for  the  diabetic  who  drinks — 
even  moderately — ,  for  if  alcohol  is  noted 
on  his  breath  when  he  has  a  reaction  a  dis- 
agreeable incident  may  result. 

What  are  the  dangers  of  hypoglycemia 
if  not  promptly  treated? 

There  was  only  one  case  in  this  group 
which  was  not  treated  promptly.  This  pa- 
tient was  a  61  year  old  Negro  woman  whose 
diabetes  was  discovered  while  she  was  in 
coma.  Treatment  with  600  units  of  insulin 
brought  her  out  of  coma,  but  resulted  in  pro- 
found hypoglycemia  which  lasted  for  six 
hours  before  treatment  was  given.  When 
treatment  was  instituted,  the  patient  was  un- 
conscious, and  she  remained  so  for  an  addi- 
tional six  hours  despite  150  Gm.  of  intra- 
venous glucose.  After  regaining  conscious- 
ness the  patient  was  somewhat  stuporous 
and  had  a  motor  aphasia  which  lasted  for 
several  days.  There  were  no  additional  neu- 
rologic signs,  and  the  patient  recovered  com- 
pletely without  sequelae.  The  greatest  dan- 
ger in  this  regard  is  the  administration  of 
insulin  to  a  patient  already  suffering  from 
hypoglycemia. 

As  a  result  of  extensive  work  in  the  psy- 
chiatric clinics  on  insulin  hypoglycemia, 
much  has  been  learned  about  changes  in  the 
brain  cells  following  such  treatment.  Sahs 
and  Alexander'''  reported  a  case  in  which 
the  patient  died  of  insulin  hypoglycemia. 
They  summarized  the  pathologic  changes  as 
follows : 

"Irregular  dilatation  of  intracerebral  vessels,  in- 
dicating various  degrees  of  sluggish  flow;  multiple 
thrombi  and  perivascular  extravasations,  notably  in 
the  basal  ganglia  and  medulla  oblongata,  but  in- 
volving other  areas  as  well;  foci  of  blanching  in  the 
central  and  upper  parietal  regions  of  the  cortex, 
and  interstitial  edema  with  swelling  of  oligodendrog- 
lia  cells  in  the  cerebral  white  matter.  Evidence  is 
present  to  support  the  anoxic  theory  of  hypogly- 
cemic shock." 

In  general,  examination  of  brain  tissue 
has  shown  edema  and  hyperemia  with  small 

3.  Sails.  A.  L..  and  Alexander,  L. :  Fatal  Hypojrlycemia; 
Clinicopathologic  Stndv.  Arch.  Xeurol.  &  P>Toliiat.  42: 
2Sii-20-    (Aug.)    1939. 


cerebral  thromboses  and  hemorrhages  but 
no  major  vascular  change.  In  addition,  wide- 
spread cellular  disintegration  has  been  re- 
ported. 

What  are  the  dangers  of  insulin 
hypoglycemia  in  patients  ivith  pre-existing 
vascnlai-  disease  of  the  heart  and  brain? 

No  untoward  accidents  occurred  in  this 
group  despite  the  fact  that  many  patients 
had  severe  vascular  disease,  iluch  has  been 
written  about  the  danger  of  hypoglycemia 
in  patients  with  coronary  artery  disease,  and 
cases  have  been  cited  to  illustrate  this  point. 
Certain  patients  in  this  group  had  severe 
angina  pectoris,  and  a  few  of  those  who  were 
observed  in  proved  hypoglycemia  had  no 
angina  at  the  time.  One  59  year  old  woman 
with  diabetes  of  eighteen  years"  duration, 
who  took  about  60  units  of  insulin  daily,  had 
the  typical  Kimmelstiel-Wilson  syndrome, 
with  a  blood  pressure  of  220  systolic,  140 
diastolic,  diabetic  and  hypertensive  chorio- 
retinopathy, hypertensive  and  arterioscler- 
otic heart  disease  with  recurrent  failure, 
hypoproteinemia,  albuminuria,  and  nitrogen 
retention.  During  a  period  of  vomiting 
which  lasted  for  two  weeks,  this  patient  had 
hypoglycemia  almost  daily  and  experienced 
no  angina  at  the  time  of  hypoglycemia. 
When  anginal  attacks  occurred  on  other  oc- 
casions, blood  sugars  were  normal  or  above 
normal. 

Levine'^'  stated  that,  since  the  work  of  the 
heart  may  be  increased  by  as  much  as  20 
per  cent  following  hypoglycemia,  insulin 
should  be  avoided  as  much  as  possible  in 
coronary  thrombosis.  He  also  stated  that  he 
had  seen  rupture  of  the  ventricular  wall  oc- 
cur thirty  minutes  following  the  injection  of 
10  units  of  insulin.  The  blood  sugar  level 
in  this  case  was  not  reported,  however.  If 
hypoglycemia  was  present  at  the  time  of 
ventricular  rupture,  then  it  is  likely  that  it 
was  already  present  before  the  insulin  was 
given,  in  which  case  the  insulin  was  contra- 
indicated.  If  hypoglycemia  was  not  present 
at  the  time  insulin  was  given,  then  it  is 
hardly  probable  that  10  units  of  insulin  pro- 
duced a  low  blood  sugar  in  thirty  minutes. 
Levine's  point  is  well  taken,  however,  that 
patients  with  diabetes  and  coronary  artery 
disease  should  be  treated  cautiously  with  in- 
sulin. Patients  with  severe  diabetes,  of 
course,  will  require  insulin  no  matter  what 


4.    Levlne.   S.   A.:   Clinical   Heart  Disease,  ed. 
and  London,  W.  B.  Saunders  Co.,   194.>,  p. 


3.   Philailelphia 
122. 
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disease  is  present.  In  properly  treated  pa- 
tients with  mild  diabetes  who  require  in- 
sulin, the  insulin  dosage  is  so  small  that 
hypoglycemia  should  not  be  a  problem. 
Furthermore,  the  counter-regulatory  secre- 
tion of  adrenalin  which  occurs  in  hypogly- 
cemia, though  increasing  the  work  of  the 
heart,  would  also  produce  coronary  artery 
dilatation. 

Arteriosclerosis  is  a  metabolic  disorder, 
and  where  a  situation  exists  that  predisposes 
to  arteriosclerosis — diabetes,  for  example — 
then  everything  possible  ought  to  be  done  to 
pi-event  its  progression.  Therefore,  if  the 
diabetes  requires  it,  insulin  should  be  used 
judiciously,  but  without  hesitation.  Coro- 
nary thrombosis  is  much  more  common  in 
diabetic  than  in  non-diabetic  persons;  yet 
the  simultaneous  occurrence  of  coronary 
thrombosis  and  hypoglycemia  in  the  diabetic 
is  rarely  observed.  Such  an  event  would  be 
expected  to  occur  occasionally  on  the  basis 
of  coincidence. 

The  incidence  of  cerebi'al  vascular  acci- 
dents is  no  higher  in  diabetic  than  in  non- 
diabetic  patients'^".  However,  the  concomi- 
tant occurrence  of  cerebral  vascular  acci- 
dents and  hypoglycemia  has  been  reported 
in  several  cases,  as  well  as  hypoglycemia 
simulating  a  cerebral  vascular  accident"". 
Where  focal  vascular  lesions  exist  in  the 
brain,  it  seems  likely  that  in  the  event  of 
hypoglycemia  the  greatest  cellular  change 
would  occur  at  the  site  of  poor  circulation. 
It  is  suggested  that  the  Jacksonian  seizures 
observed  in  patients  having  an  insulin  re- 
action are  on  the  basis  of  a  pre-existing 
focal  arterial  change  in  the  brain. 

Are  there  any  atypical  signs  and 
symptoms  of  insidin  reaction? 

A  few  cases  in  this  series  seem  worthy  of 
discussion.  One  patient,  a  28  year  old  woman 
with  diabetes  of  nine  years  duration,  was 
discharged  from  the  hospital  following  de- 
livery of  her  baby  before  her  insulin  dosage 
of  20  units  of  regular  and  40  units  of  prota- 
mine zinc  insulin  had  been  reduced  to  the 
prepregnancy  level  of  30  units  of  protamine 
zinc  insulin.  One  week  following  discharge 
and  for  several  days  following,  partial  right 
sided  paralysis  developed  at  11  a.m.  and 
lasted  until  lunch  time.    On  the  fourth  day 

5.    Joslin.    E.    P..    Rout,    H.    F..    Wliite,    I'..    Marlile.    A..    ;iml 

Bailey,    C. :    Treatment    uf   Dialjete^    Mellitus,    eel.    m.    I'lii!a- 

delphia,  Lea  and  Febiger.  lS4ii,  n.  573. 
(i.    Root,    H.    F.,    and    Styron.    C.    W.:    Insulin    Hyposlyceniia 

and  Vascular  .Occidents  in  Diabetes  Mellitus,  .1.  Mt.  Sinai 

Hosp.    8:93.S-9Gt    (,Ian.-Feb.)    1942. 


when  this  patient  was  seen  at  11  a.m.,  she 
had  a  typical  right  hemiplegia  with  positive 
Hoffman  and  Babinski  signs.  The  blood 
sugar  level  was  found  to  be  52  mg.  per  100 
cc.  Following  the  ingestion  of  carbohydrate 
by  mouth  the  patient  was  perfectly  normal 
in  twenty  minutes.  She  had  none  of  the 
other  symptoms  or  signs  of  hypoglycemia. 
After  her  insulin  dosage  was  adjusted,  she 
had  no  such  manifestation  again. 

In  one  patient,  a  man  aged  42,  generalized 
urticaria  developed  with  hypoglycemia.  This 
was  initially  relieved  by  intravenous  glucose, 
and  when  it  recurred  later  by  carbohydrate 
given  orally. 

A  55  year  old  woman  with  diabetes  of 
twenty-four  years'  duration  had  profound 
hypoglycemia  without  prodromal  signs.  At 
times,  she  was  revived  from  a  comatose  state 
by  intravenous  glucose.  On  no  occasion  had 
she  been  cognizant  of  the  early  symptoms  of 
reaction.  Only  30  to  35  units  of  protamine 
zinc  insulin  were  required  for  control  of  her 
diabetes.  When  the  insulin  was  reduced  by 
as  much  as  2  to  4  units,  hyperglycemia  oc- 
curred promptly.  Her  diabetes  was  finally 
controlled  without  reactions  by  prescribing 
interim  feedings  and  a  late  bedtime  feeding. 

This  condition  has  been  observed  in  sev- 
eral patients  with  diabetes  of  long  duration. 
Perhaps  they  have  some  degree  of  cerebral 
arteriosclerosis  with  cortical  damage  which 
has  suppressed  cortical  reception. 

What  is  the  best  form  of  treatment? 

We  have  all  seen  marked  glycosuria  and 
hj'perglycemia  in  patients  who  have  taken 
too  much  carbohydrate  for  an  insulin  reac- 
tion. It  would  seem  better  to  train  patients 
to  correct  hypoglycemia  with  as  little  carbo- 
hydrate as  possible.  Often  a  soda  cracker  or 
half  an  orange  will  suffice,  and  can  be  re- 
peated if  necessary.  A  greater  problem  is 
that  of  the  unconscious  patient.  It  is  rather 
surprising  how  often  a  patient  who  is  ap- 
parently unconscious  can  be  made  to  swallow 
orange  juice.  If  this  can  be  done,  it  is  the 
preferable  method.  If  not,  10  to  20  cc.  of 
50  per  cent  glucose  given  intravenously  will 
usually  be  sufficient. 

For  profoundly  hypoglycemic  coma,  con- 
tinuous intravenous  glucose  should  be  given 
until  the  patient  is  conscious.  This  principle 
is  supported  by  the  data  of  Pijoan  and  Gib- 
son'^', who  showed  that  four  minutes  follow- 

7.  Pijoan.  M.  and  Gibson,  J.  C.  .In:  ihe  Rate  of  Disappear- 
ance of  Intravenously  Adminis-tereil  Dextrose  in  the  Hu- 
man  Subject,    Am.    J.    Physiol.    121  :,i34-.i.'!0    (Feb.)    1938. 
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ing  the  intravenous  injection  of  25  Gm.  of 
glucose,  87.5  per  cent  was  removed  from  the 
circulating  plasma.  Other  agents  are  useful 
in  reactions  occurring  a  few  hours  after 
meals'*'.  Adrenalin  mobilizes  available  gly- 
cogen, and  the  injection  of  1  cc.  of  a  1:1,000 
solution  may  overcome  the  reaction.  Pitui- 
tary extract  is  also  helpful. 

The  longer  hypoglycemia  has  existed,  the 
slower  the  response  to  treatment.  As  much 
as  200  Gm.  of  glucose  may  be  necessary  for 
the  patient  with  long  standing  hypoglycemic 
coma  before  the  blood  sugar  will  begin  to 
rise.  Among  the  supportive  measures  which 
may  be  necessary  in  the  treatment  of  the 
patient  with  long  standing  hypoglycemic 
coma  are  oxygen  for  the  cyanotic  patient, 
suction  to  remove  aspirated  mucus  or  food, 
intubation  to  insure  a  good  airway,  and 
even  whole  blood  for  the  effect  of  the  respir- 
atory enzymes  it  contains.  In  case  of  con- 
vulsions sodium  pentothal  or  sodium  pheno- 
barbital  may  be  used. 

Summary 

Data  on  175  cases  of  insulin  hypoglycemia 
occurring  in  90  patients  are  given.  The  signs 
and  symptoms,  the  common  times  of  re- 
actions, the  unusual  manifestations,  the  dan- 
gers in  patients  with  and  without  pre-exist- 
ing vascular  disease,  and  methods  of  treat- 
ment are  all  discussed  in  detail. 

Discussion 

Dr.  E.  D.  Peasley  (Asheville):  The  pathologist 
seldom  sees  these  cases  unless  the  treatment  is  in- 
effective. The  pathologic  changes  produced  by  in- 
sulin shock  are  very  limited,  and  ordinarily  we  do 
not  expect  such  changes  unless  there  has  been  a 
prolonged  state  of  hypoglycemia. 

I  recently  performed  an  autopsy  on  a  patient  who 
had  died  as  a  result  of  insulin  treatment  instituted 
for  mental  disease.  The  patient  was  a  young  man 
who  had  had  previous  insulin  shock  treatments.  An 
acute  pulmonary  edema  developed  during  treatment. 
The  patient  did  not  respond  to  intravenous  glucose, 
and  died  in  a  short  time. 

_  This  case  demonstrated  as  well  as  any  the  essen- 
tial pathology  of  insulin  shock.  The  most  pronounced 
findings  were  those  of  pulmonary  edema.  His  lungs 
were,  I  think,  the  wettest  I  have  ever  seen.  Gen- 
eralized congestion  of  all  his  organs  was  present, 
but  the  primary  cause  of  death  was  pulmonarv 
edema,  which  we  regard  as  the  result  of  insulin 
shock. 

Prolonged  hypoglycemia  will  produce  changes  in 
the  cerebral  structure  resulting  from  edema  and 
hemorrhage,  usually  relatively  minute;  and  it  is 
those  changes  which  bring  about  the  very  marked 
variation  in  the  clinical  features.  The  neurologic 
manifestations  are  often  the  most  pronounced,  and 
they  vary  tremendously. 

It  has  been  shown  that  quite  a  few  cases  of  hypo- 
glycemia  go   unrecognized.     This   paper,   of   course, 

8.    Joslin,  E.  P.  and  others   (5),  p.   tOl. 


is  on  insulin  hypoglycemia;  but  spontaneous  hypo- 
glycemia may  give  bizarre  and  varied  symptoms. 
Frequently  such  cases  are  diagnosed  as  psycho- 
neurosis  or  some  other  functional  disease.  I  think 
it  is  extremely  important  to  do  blood  sugar  tests 
on  all  new  patients,  to  be  sure  that  hypoglycemia 
is  not  a  factor  in  their  symptoms.  One  possible 
cause  of  spontaneous  hypoglycemia  is  a  tumor  of 
the  islands  of  Langerhans. 

There  was  recently  reported  at  one  of  our  staff 
meetings  the  case  of  a  man  who  had  had  insulin 
prescribed  on  the  basis  of  glycosuria  alone.  I  think 
we  all  recognize  that  it  is  a  mistake  to  give  insulin 
to  a  patient  without  blood  sugar  determinations. 
This  man,  not  needing  insulin,  went  into  hypogly- 
cemic coma,  which  was  pi-olonged  sufficiently  to 
produce  symptoms  of  cerebral  irritation.  It  was 
thought  that  he  might  have  had  a  cerebral  accident, 
and  it  was  not  until  after  he  recovered  spontane- 
ously that  we  were  able  to  establish  the  fact  that 
he  had  had  insulin  without  having  a  blood  sugar 
determination. 

One  condition  which  occurs  primarily  in  infancy 
produces  hj^poglycemia.  It  is  caused  by  an  error 
of  sugar  metabolism  in  which  the  glycogen  is  stored 
in  the  liver — von  Gierke's  disease.  It  produces  aci- 
dosis but  not  the  other  symptoms  we  find  in  dia- 
betes. 


EXPERIENCES  OF  THE  GREENSBORO 
TUMOR  CLINIC 

F.  K.  Harder,  M.D. 

Health  Officer 

Greensboro 

Paradoxically,  the  problem  of  cancer  is 
being  increased  by  progress  in  preventive 
medicine.  Large  numbers  of  people  who  have 
been  spared  the  infections  that  once  deci- 
mated younger  populations  are  now  living  on 
into  the  age  groups  when  cancer  is  most  fre- 
quent. The  present  increase  in  cancer  is  ap- 
parent rather  than  real — a  consequence  of 
the  survival  of  more  people  to  middle  and 
old  age.  Age-specific  death  rates  from  cancer 
have  shown  a  small  but  significant  decline 
during  the  last  ten  years'^'.  In  spite  of  the  in- 
adequacy of  present  methods  of  treatment, 
it  is  estimated  that  one  out  of  four  patients 
with  cancer  is  now  saved  by  treatment,  and 
that  an  additional  one  could  be  saved  by 
more  prompt  and  adequate  use  of  present 
methods  of  therapy. 

Community  effort  to  control  a  disease  is 
usually  contingent  upon  recognition  that  a 
state  of  emergency  exists.  Although  the 
ravages  of  cancer  are  less  spectacular  than 
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those  of  some  of  the  epidemics  treated  in  the 
classical  age  of  public  health,  increasing 
public  awareness  of  this  disease  is  bringing 
more  and  more  organized  community  and 
professional  attention  to  bear  upon  it. 

The  concept  of  the  present-day  tumor 
clinic  is  no  more  than  twenty-five  years  old. 
Greensboro  had  one  of  the  first  community 
tumor  clinics,  and  the  first  in  the  state  to 
meet  the  standards  of  the  American  College 
of  Surgeons.  Few  clinics  were  in  operation 
ten  years  ago,  when  the  Greensboro  Clinic 
was  started.  Its  sponsorship,  initiation,  and 
staff  came  from  the  Guilford  County  Medical 
Society.  Nursing  service  was  provided  by 
the  Greensboro  Health  Department.  The 
clinic  was  quartered  first  in  a  small  out- 
patient building  of  one  of  the  local  hospitals, 
and  subsequently  in  space  rented  by  the 
Greensboro  Health  Department  primarily 
for  maternity  and  infancy  clinics.  Social 
service  and  clerical  service  were  furnished 
by  the  Greensboro  Medical  and  Hospitaliza- 
tion Fund,  an  agency  of  the  Community 
Chest  primarily  designed  to  pay  for  the  hos- 
pital care  of  people  with  low  incomes  who 
were  ineligible  for  assistance  from  the  De- 
partment of  Public  Welfare.  The  local  chap- 
ter of  the  American  Cancer  Society  has 
helped  in  purchasing  equipment  and  in  pay- 
ing some  of  the  bills  for  treatment.  I  have 
been  associated  with  the  clinic  for  five  years, 
but,  except  for  a  small  contribution  of  per- 
sonal service,  I  make  no  claim  to  credit  for 
the  success  or  failure  of  the  project. 

Sufficient  time  has  elapsed  to  permit  the 
formulation  of  opinions  concerning  some  of 
the  administrative  aspects  of  a  tumor  clinic. 
Attempt  is  made  here  to  consider  neither 
research  possibilities  nor  technical  details 
of  diagnosis  and  treatment.  The  purpose  is 
to  relate  significant  experiences  of  the 
Greensboro  Tumor  Clinic  in  following  the 
standards  of  the  American  College  of  Sur- 
geons. Details  concerning  the  administration 
of  a  tumor  clinic  are  available  in  the  excel- 
lent publications  of  the  American  College 
of  Surgeons. 

Name  of  Clinic  ' 

"Tumor  clinic"  seems  to  be  the  best  choice. 
The  use  of  the  word  "cancer"  in  the  name  of 
the  clinic  is  psychologically  unsound,  and 
many  malignant  tumors  other  than  cancers 
will  be  seen.  The  American  College  of  Sur- 
geons employs  the  word  "cancer"  freely  in 
its  technical  literature,  but  the  word  "tumor" 


should   be   substituted   in   dealing  v.ath  the 
public. 

The  Clinic  as  an  Agent  in  Community 
Education 

The  community  nature  of  the  tumor  clinic 
permits  it  to  function  as  a  source  of  local 
information  and  news  releases  in  a  way 
which  medical  ethics  will  not  allow  for  the 
individual  physician.  Newspapers  and  the 
radio  are  eager  to  use  stories  and  reports 
from  the  tumor  clinic.  Such  releases  may  be 
nuclei  for  an  infinite  number  of  educational 
items  concerning  the  importance  of  early 
diagnosis  and  treatment.  The  clinic  is  an 
excellent  center  for  filing  pamphlets  and  lit- 
erature to  be  used  by  speakers,  students,  and 
civic  associations.  The  clinic  staff  serves  as 
a  panel  of  speakers  for  civic  organizations 
and  radio  programs. 

The  Clinic  as  a  Source  of  Postgraduate 
Medical  Education 

Pecent  publications'-^  indicate  that  the 
medical  profession  has  lagged  behind  the 
public  in  reducing  delay  in  the  diagnosis  and 
treatment  of  cancer.  A  term  of  service  at  a 
tumor  clinic  is  of  great  help  in  raising  the 
Dhysician's  index  of  suspicion  for  cancer. 
He  may  see  more  malignant  tumors  at  one 
clinic  session  than  he  would  in  a  year  of 
practice.  An  attempt  should  be  made  to  ro- 
tate the  service  widely  through  the  member- 
ship of  the  medical  society,  because  there  are 
few  physicians  who  will  not  benefit  from  the 
exnerience.  Only  continuous  postgraduate 
training,  formal  or  self-acquired,  is  going  to 
produce  and  maintain  well  rounded  skill. 

All  of  the  tvpes  of  specialists  listed  bv  the 
American  College  of  Surgeons  are  available 
in  Greensboro,  but  not  all  have  attended  the 
clinic  sessions.  The  availability  of  a  patholo- 
gist is  absolutely  essential,  and  any  com- 
munitv  which  has  a  pathologist  usuallv  has 
the  other  specialists  or  men  with  special  in- 
terests. 

The  precedents  now  being  established  in 
relatively  new  tumor  clinics  will  set  policy 
for  many  years  to  come.  Narrow  points  of 
view  and  rigid  compartmentalization  should 
be  avoided  if  the  maximum  contribution  to 
the  health  of  the  community  is  to  be  made. 
The  general  practitioner  receives  scant 
recognition  in  tumor  clinic  standards,  and 
is  in  danger  of  being  excluded. 

2.    Leach,  .7,  E.,   and  Robbins,   0.   F.:  Delay  in  the  Diagnosis 
of  Cancer,   J.A.M.A.   135:5-8    (Sept.   6)    1947. 
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Types  of  Service  Rendered  by  a  Tumor  Clinic 

The  American  College  of  Surgeons  has  set 
up  definite  standards  for  cancer  clinics,  can- 
cer diagnostic  clinics,  and  cancer  detection 
centers.  The  purpose  of  the  cancer  clinic  is 
complete  diagnosis  and  treatment;  that  of 
the  cancer  diagnostic  clinic,  complete  diag- 
nosis; and  that  of  the  cancer  detection  center, 
screening.  The  dividing  line  between  diag- 
nosis and  detection  is  tenuous,  although  the 
basis  of  detection  is  recognition  of  the  pos- 
sibilities inherent  in  mass  programs  in  which 
attention  is  concentrated  on  readily  access- 
ible parts  of  the  body  where  cancer  is  likely 
to  develop — the  skin,  mouth,  breasts,  rectum, 
and  genitalia. 

Only  a  very  large  population  justifies  a 
full-fledged  cancer  clinic  with  treatment  fa- 
cilities. Attendance  at  the  Greesboro  Clinic 
has  not  at  any  time  been  nearly  large  enough 
to  justify  treatment  facilities,  and  the  re- 
sources of  hospitals  and  specialists  have  been 
used  for  treatment.  The  Greensboro  Clinic 
has  been  diagnostic  in  its  intent,  but  an  ele- 
ment of  detection  has  frequently  entered. 

Selection  and  Handling  of  Patients 

The  policy  in  Greensboro  has  been  to  ac- 
cept anyone  referred  by  a  physician,  and  also 
any  self-referred  individual  not  under  the 
care  of  a  physician.  In  spite  of  the  inclusive- 
ness  of  this  policy,  most  of  the  patients  have 
been  in  the  indigent  and  low-income  groups. 
In  ten  years  of  operation  the  Greensboro 
clinic  served  602  patients,  72  of  whom  had 
cancer  of  one  type  or  another.  During  the 
same  period  of  time  more  than  500  people 
in  Greensboro  died  of  cancer,  and  an  un- 
known number  developed  the  disease. 

Treatment  is  paid  for  by  the  patient,  or 
through  public  or  private  welfare  channels 
when  the  patient  is  unable  to  pay.  Patients 
with  vague  medical,  gynecologic,  or  psychi- 
atric complaints  are  often  referred  to  the 
clinic  by  physicians  or  by  themselves.  Such 
trifling  complaints  may  irk  volunteer  medi- 
cal attendants  conditioned  to  be  interested 
in  advanced  pathologic  changes,  but  they  are 
evidence  that  the  campaign  to  make  the  pub- 
lic and  the  profession  cancer  conscious  is 
succeeding. 

A  report  of  the  findings  at  the  clinic  is 
mailed  to  the  referring  physician  or  family 
physician,  and  the  patient  is  sent  to  him  for 
follow-up  studies  and  treatment. 


Schedule  of  Clinics 

One  clinic  a  week  is  enough  to  provide 
good  service.  Only  a  large  center  could  use 
more  frequent  sessions.  We  have  not  yet  had 
experience  with  two  clinics  a  month,  but  we 
have  found  that  a  monthly  schedule  is  defi- 
nitely unsatisfactory.  It  is  inconsistent  to 
educate  patients  in  promptness  to  use  facili- 
ties available  only  at  intervals  of  four  to  five 
weeks. 

Before  World  War  II,  the  Greensboro  Tu- 
mor Clinic  was  a  flourishing  organization 
that  met  once  a  week.  During  the  war  at- 
tendance of  patients  and  physicians  fell  off 
so  much  that  sessions  were  cut  to  once  a 
month  on  the  theory  that  attendance  at  in- 
dividual clinics  would  be  four  times  as  great. 
Instead,  it  fell  .still  more  until  the  only  justi- 
fication for  keeping  the  clinic  open  was  that 
many  of  its  most  enthusiastic  sponsors  were 
in  military  service  and  it  seemed  desirable 
to  maintain  an  organization  until  they  could 
decide  to  expand  or  terminate  it.  With  the 
greater  interest  now  prevailing,  attendance 
has  picked  up  significantly  and  we  expect 
soon  to  return  to  a  more  frequent  schedule 
—  perhaps  every  week,  perhaps  twice  a 
month. 

In  sparsely  settled  areas  the  choice  must 
be  made  between  frequent  clinics  remote 
from  many  of  the  patients  and  less  frequent 
clinics  brought  closer  to  them.  Experience 
in  Greensboro  indicates  that  the  former 
choice  will  be  better,  for  delay  kills  interest 
more  surely  than  distance. 

Finances  of  the  Clinic 
In  Greensboro  the  policy  is  to  take  all 
comers,  regardless  of  financial  status,  with- 
out charge.  The  philosophy  is  that  diagno- 
sis contains  an  element  of  prevention  and 
that  free  prevention  is  not  immoral.  Treat- 
ment is  provided  through  individual  ar- 
rangements or  established  welfare  channels. 
Since  the  services  of  the  staff  are  donated, 
the  cost  of  the  clinic  is  practically  7iil,  and 
no  one  is  out  anything  except  a  little  time. 
The  American  College  of  Surgeons  advises 
charges  to  all.  Financial  policies  in  tumor 
clinics  may  be  expected  to  vary  as  widely  as 
the  social  and  economic  philosophies  prevail- 
ing in  different  communities. 

S^mimary  and  Conclusion 
There  is  no  magic  formula  for  solving  the 
cancer   problem.     Time-consuming    (to   the 
technician)  cytologic  tests  and  quick  screen- 
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ing  methods,  largely  to  be  developed,  touch 
only  upon  phases  of  the  subject  in  one  or 
sometimes  both  sexes.  The  annual  physical 
examination  on  a  community  basis  is  a 
dream  that  would  be  relatively  ineffective  if 
attainable,  because  a  year  allows  ample  time 
for  minimal  cancer  to  become  hopelessly  ad- 
vanced. Pending  results  of  further  research, 
the  only  approach  promising  immediate  re- 
turns is  through  continuous  education  and 
propaganda  concerning  the  necessity  for 
early  diagnosis  and  treatment.  For  this  ap- 
proach to  be  most  effective,  better  facilities 
for  diagnosis  and  treatment  must  be  made 
available.  The  tumor  clinic  as  constituted  at 
present  reaches  a  small  segment  of  the  pop- 
ulation. 

The  Greensboro  Tumor  Clinic  has  estab- 
lished itself  as  a  worthwhile  enterprise,  but 
must  develop  and  expand  before  it  can  raake 
a  large  contribution  toward  the  control  of 
cancer.  An  oncologic  service  represents  a 
desirable  trend  in  specialization,  but  its  ap- 
proach must  be  psvchosomatic,  and  the  gen- 
eral practitioner  should  not  be  excluded  from 
its  staff. 

Discussion 

Dr.  M.  B.  Bethel  (Charlotte") :  In  our  clinic  in 
Charlotte,  we  have  noticed  that  the  attpnrlance 
varies  almost  exactly  with  the  publicity.  I  doubt  if 
we  in  organized  public  health  work  make  3'=;  much 
of  a  contribution  along'  this  line  as  we  should. 

I  envied  Dr.  Harder  when  he  mentioned  that  the 
clinic  in  Greensboro  is  free.  We  are  at  the  extreme 
opposite  end  of  the  scale  in  Charlotte.  I  believe 
Greensboi'o   is  ahead   of  us   at  this   point. 


PENTOTFAT    SODIUM,   NITROUS 

OXIDT^-^"-'YGEN,  CURARE 

ANESTHESIA 

John  C.  Montgomery,  M.D." 
Charlotte 

The  most  important  recent  advance  in  the 
field  of  anesthesia  is  the  ability  of  the  anes- 
thetist to  select  several  drugs  and  combine 
them  so  that  each  is  used  to  produce  the 
effect  for  which  it  is  best  suited.  The  pur- 
pose of  this  pawer  is  to  discuss  briefly  three 
drugs  which  may  be  so  combined.  These  are 
Pentothal  Sodium,  nitrous  oxide-oxygen,  and 
curare. 

Pentothal  Sodium 

When  Pentothal  was  introduced  into  anes- 

Re.ld  b"fore  tlie  Section  on  SurT -w.  Meclii.;il  Sdi-ivtv  iif  the 
State  of  North  Carolina.  Pinehur^t.  May   t,  10  Is. 

*  Director  of  Anesth-^sioloirv.  C'liarhitte  M-."nnirial  Hosiiital, 
f'haiiofte,   North  Carolina. 


thesia,  it  appeared  that  the  long  awaited 
ideal  anesthetic  agent  had  arrived.  With  in- 
creasing use  of  the  drug,  however,  limita- 
tions appeared.  It  was  found  that  adequate 
surgical  anesthesia  could  not  always  be  ob- 
tained with  safety  by  this  agent  alone.  Pen- 
tothal in  the  ordinary  sleep-producing  dose 
dees  not  block  pain  pathways  nor  produce 
mu.scular  relaxation.  Large  doses  (3-4  Gm.) 
are  sometimes  necessary  to  produce  such  ef- 
fects. These  large  doses  also  depress  the 
cerebrum  and  medulla.  Lundy  has  empha- 
sized for  years  that  the  effect  of  Pentothal 
Sodium  in  such  doses  is  not  that  of  a  short- 
acting  barbiturate.  Respiratory  distress  is 
the  most  common  effect  of  this  depression. 
Prolonged  sleep  and  delirium  may  be  seen 
during  the  recovery  period. 

Nit)-oi(s  Oxide 

Nitrous  oxide  is  a  weak  anesthetic  but  a 
good  analgesic  agent.  The  addition  of  ni- 
trous oxide-oxygen  analgesia  to  that  of  the 
Pentothal  reduces  the  total  amount  of  Pen- 
tothal necessary.  Surgerj^  of  many  hours' 
duration  can  be  done  under  this  combination 
without  the  use  of  depressing  amounts  of 
Pentothal.  A  mixture  containing  approxi- 
mately 70  per  cent  nitrous  oxide  and  30  per 
cent  oxygen  is  my  preference. 

Curare 

The  addition  of  nitrous  oxide  to  the  Pen- 
tothal anesthesia  frequently  fails  to  produce 
sufficient  muscular  relaxation  for  abdominal 
surgery.  Neither  Pentothal  nor  nitrous  ox- 
ide controls  reflexes  and  abolishes  muscle 
tone.  The  addition  of  cyclopropane  or  ether 
will  give  relaxation  with  less  cerebral  de- 
pression than  is  produced  by  large  doses  of 
Pentothal.  Cyclopropane  or  ether,  however, 
introduces  the  hazard  of  inflammability  and 
also  increases  the  depth  of  anesthesia.  Cu- 
rare intravenously  will  give  the  desired  mus- 
cular relaxation  without  increasing  the  depth 
of  the  general  anesthesia.  Curare  produces 
relaxation  of  muscle  chiefly  by  its  action  on 
the  peripheral  rather  than  the  central  nerv- 
ous system. 

Curare  is  not  an  anesthetic  drug,  although 
Whitacre  and  Fisher"^  report  that  uncon- 
ciousness follows  the  administration  of  large 
doses  in  the  unanesthetized  patient.  Its  prin- 
cipal action  is  the  relaxation  of  muscle  by 

1.  Whitacre.  R.  .1.  and  Fisher.  A.  ,1.:  Clinical  Obsenations 
on  the  Use  of  Curare  in  Anesthesia.  Anes'thesiolosy  li: 
I2l-I3n   (Mar.)   ini.i. 
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interruption  of  the  efferent  impulses.  Claude 
Bernard'-'  showed  that  this  effect  takes  place 
at  the  myoneui'al  junction.  The  relaxation 
is  such  that  the  muscle  will  not  respond  to 
normal  stimulation  of  the  nerve  or  to  the 
injection  of  acetylcholine. 

Curare  was  introduced  to  the  civilized 
world  in  1595  by  Sir  Walter  Raleigh.  He 
brought  it  back  from  South  America,  where 
it  was  used  by  the  natives  as  an  arrow  poi- 
son. Richard  Gill''',  author,  explorer  and 
naturalist,  is  responsible  for  finding  and  pro- 
curing the  particular  plant  in  sufficient  quan- 
tities for  commercial  use.  E.  R.  Squibb  and 
Company  purified  the  product.  The  drug  is 
available  under  the  names  of  Intocostrin 
and  D-tubocurarine.  Intocostrin  contains  20 
mg.  of  the  active  principle  per  cubic  centi- 
meter. U-tubocurarine  contains  3  mg.  to  the 
cubic  centimeter.  Since  both  contain  20  units 
per  cubic  centimeter,  the  dose  by  volume  is 
the  same.  The  effect  of  the  two  is  also  the 
same. 

Bennett'-"  popularized  the  use  of  cu- 
rare to  control  the  convulsions  associated 
with  Metrazol  or  electric  shock  therapy.  In 
1942  Griffith  and  Johnson''"  first  gave  curare 
to  produce  muscular  relaxation  during  anes- 
thesia, using  it  in  combination  with  cyclo- 
propane.  Its  use  has  spread  rapidly. 

Curare  affects  first  the  muscles  of  the 
head,  neck,  and  throat.  In  the  unanesthe- 
tized  patient  a  choking  sensation  is  felt,  and 
the  patient  is  unable  to  swallow.  Relaxation 
of  the  muscles  of  the  trunk  and  extremities 
follows.  Paralysis  of  the  muscles  of  the 
thorax  and  diaphragm  is  the  effect  of  over- 
dosage. Curare  produces  a  flaccid  paralysis 
of  the  abdominal  muscles,  with  complete  re- 
laxation. The  drug  has  no  effect  on  heart 
muscle. 

Technique  of  Administration 

The  technique  of  administration  is  simple. 
A  venoclysis  of  saline  or  glucose  is  started. 
By  means  of  a  three-way  stopcock  Pentothal 
or  Intocostrin  can  be  given  as  desired.  Into- 
costrin causes  Pentothal  to  be  precipitated 

2.  Bernard,  C.  and  Pelonze,  T.  J.:  Recherclies  snr  le  curare, 
Compt.  rend.  Acad.  d.  sc.  31  iS.IS-  .571,  1S50;  and  Bernarrl, 
C. :  Leoons  sur  les  cffcts  des  substances  toxiques  et 
modicamenteuses,  Paris,  .l.-B.  Bailliere  et  flis.  i.'i.i7,  p.  23S 

3.  (iill,  R.  C.  G.:  White  Water  and  Bl.ack  Magic,  New  York, 
Henry  Holt  &  Co.,   1940. 

4.  Bennett,  .\.  E. :  Preventing:  Traumatic  Complications  in 
Convulsive  Shock  Therapv  bv  Curare,  J..\.M.A.  114:.322- 
324    (.fan.   27)    1940. 

5.  Griffith,  H.  R.,  and  Johnson,  G.  E.:  The  Use  of  Curare 
in     General    Anesthesia,    Anesthesiology    3:418-420     (July) 


from  the  solution.  For  this  reason,  the  Pen- 
tothal should  be  washed  from  the  tubing  be- 
fore the  curare  is  given.  The  amount  of  each 
drug  given  initially  varies  with  different 
anesthetists.  Knight"'>  of  Minneapolis  gives 
1  cc.  of  Intocostrin  to  each  2  cc.  of  a  2.5  per 
cent  solution  of  Pentothal.  This  technique 
has  not  been  satisfactory  in  our  hands. 

I  feel  that  the  Pentothal  is  the  primary 
anesthetic  agent.  Curare  is  added  only  when 
and  if  needed.  With  a  few  exceptions,  we 
have  used  curare  for  abdominal  surgery  only. 
Anesthesia  is  begun  with  Pentothal,  and  ni- 
trous oxide  is  started  by  the  semi-closed 
method  as  soon  as  the  patient  is  asleep.  If 
relaxation  does  not  seem  adequate  by  the 
time  the  patient  is  draped,  40-60  units  of 
Intocostrin  is  given.  Relaxation  follows  in 
two  to  three  minutes,  lasting  about  forty 
minutes.  Additional  smaller  amounts  of  cu- 
rare are  added  as  needed. 

Results 

We  started  using  this  combination  at  the 
Charlotte  Memorial  Hospital  in  August, 
1946,  employing  curare  only  when  relaxation 
was  desired.  Through  March  31,  1948,  this 
combination  of  Pentothal  Sodium,  nitrous 
oxide,  and  Intocostrin  had  been  given  to  393 
patients.  The  ages  of  the  patients  varied  from 
12  to  SO,  the  dose  of  curare  from  30  to  200 
units.  The  types  of  operations  are  as  follows : 

Abdominal  gynecologic  surgery... 141 

Appendectomy   .— 76 

Biliary  surgery 53 

Herniorrhaphies  .-... 29 

Renal  or  ureteral  surgery 27 

Abdominal  explorations 24 

Intestinal  resections 19 

Gastric  resections  — 16 

Laminectomy   4 

Sympathectomy 4 

Total ....893 

Adequate  muscular  relaxation  is  necessary 
in  such  procedures.  The  degree  of  muscular 
relaxation  obtained  with  curare  compares 
favorably  with  that  produced  by  ether  or 
spinal  anesthesia.  In  only  one  case  (reported 
below)  did  any  serious  anesthetic  complica- 
tion occur  on  the  table.  There  were  no  post- 
operative complications  or  deaths  in  this 
series  that  could  be  attributed  to  anesthesia. 

0.  Knight,  R.  T.:  Combined  Use  of  Sodium  Pentothal,  Into- 
costrin (Curare),  an,-!  Nitrous  Oxide,  Canad,  M.  A.  J.  55; 
35C-S60    (Oct.)    1910. 
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Apnea  was  not  infrequent,  but  never  so  se- 
vere that  adequate  ventilation  could  not  be 
maintained  by  intermittent  pressure  on  the 
breathing  bag.   Prostigmine  was  not  given. 

Advantages  and  Dangers 

This  type  of  anesthesia  has  several  advan- 
tages. Induction  is  quick  and  pleasant.  Post- 
anesthetic nausea  is  infrequent.  The  hazard 
of  fire  or  explosion  is  absent.  The  only  con- 
traindication to  its  use  is  the  inability  of  the 
anesthetist  to  give  proper  pulmonary  venti- 
lation if  the  need  should  arise. 

The  administration  of  this  combination  is 
so  simple  that  its  dangers  are  apt  to  be  over- 
looked or  disregarded.  These  agents  are  ca- 
pable of  making  a  patient  completely  para- 
lyzed and  unconscious  in  a  few  minutes. 
Such  drugs  should  be  handled  with  respect. 
The  following  case  report  emphasizes  the 
truth  of  that  statement. 

A  white  female,  aged  50,  was  scheduled  for  a 
hysterectomy.  The  past  history  and  physical  exami- 
nation were  negative  except  for  a  history  of  anterior 
poliomyelitis  25  years  ago,  and  residual  weakness 
of  one  arm  and  leg.  Induction  with  Pentothal  was 
uneventful,  and  nitrous  oxide  was  started.  While  the 
patient  was  being  draped,  40  units  of  Intocostrin 
was  given  intravenously.  Two  minutes  later  the 
patient  became  cyanotic  and  breathed  with  great 
difficulty.  Manual  pressure  on  the  breathing  bag- 
gave  no  relief.  A  no.  29  Magill  endotracheal  tube 
was  inserted  with  some  difficulty.  This  did  not  re- 
lieve the  inspiratory  dyspnea,  but  pressure  on  the 
bag  cleared  up  the  cyanosis,  ."^-pparently  the  patient 
had  some  form  of  bronchiospasm.  A  F^mall  amount 
of  ether  was  mixed  with  the  oxygen,  but  gave  no 
relief.  After  thirty  minutes  the  operation  was  can- 
celled. One  hundred  per  cent  oxvgen  was  given  for 
another  half  hour,  until  respiration  was  normal.  The 
intratracheal  catheter  was  removed  and  the  patient 
returned  to  her  room.  Recovery  was  uneventful. 
Four  days  later,  under  spinal  anesthesia,  the  hyster- 
ectomy was  performed. 

I  have  no  explanation  for  this  occurrence. 
The  doses  of  Pentothal  and  curare  were 
small.  I  feel  certain,  however,  that  if  we  had 
not  been  able  to  force  100  per  cent  oxygen 
into  her  lungs  the  patient  would  have  died. 

The  combination  of  Pentothal  and  curare 
produces  two  effects  that  endanger  the  safety 
of  the  patient  unless  the  anesthetist  is  al- 
ways aware  of  their  presence:  (1)  respira- 
tory depression,  and  (2)  absence  of  the  com- 
mon signs  of  the  depth  of  anesthesia. 

Depression  of  respiration  is  the  greatest 
disadvantage  of  this  type  of  anesthesia.  In 
recent  years  anesthetists  have  shown  a  ten- 
dency to  make  light  of  periods  of  apnea  oc- 
curing  during  anesthesia.  With  tracheal  in- 
tubation and  improved  methods  of  resuscita- 


tion the  danger  from  apnea  is  not  as  great 
as  formerly.  Apnea  is  not  a  physiologic  con- 
dition, however,  and  it  should  be  avoided 
except  in  some  instances  when  an  immobile 
diaphragm  is  desired. 

Prior  to  operation  patients  receive  several 
drugs,  each  of  which  has  some  depressi)tg 
effect  upon  respiration.  A  barbiturate,  fol- 
lowed later  by  moi-phine  with  atropine  or 
scopolamine,  is  the  usual  preoperative  medi- 
cation. These  are  mild  respiratory  depres- 
sants. Pentothal  is  a  strong  one.  It  depresses 
by  direct  action  on  the  respiratory  center. 
Curare  depresses  the  peripheral  respiratory 
mechanism  by  its  action  on  intercostal 
muscles.  Between  these  two  drugs  respira- 
tion can  be  stopped  by  either  central  or 
peripheral  action.  With  these  facts  in  mind, 
I  believe  that  Pentothal  should  be  given  slow- 
ly. Let  the  patient  receive  its  full  efl^ect  be- 
fore the  curare  is  given.  It  was  our  experi- 
ence that  if  this  practice  was  followed,  the 
curare  was  often  not  needed.  I  prefer  fre- 
quent injections  of  small  amounts  of  each 
drug  to  infrequent  large  ones.  You  can  al- 
ways add  but  never  withdraw  the  drugs. 

Respiration  is  a  dual  function.  We  all  ap- 
preciate the  patient's  need  for  oxygen ;  often 
his  need  to  eliminate  carbon  dioxide  is  for- 
gotten. Respiration,  to  be  elBcient,  must  do 
both.  With  the  shallow  respiration  seen  with 
Pentothal  and  curare,  retention  of  carbon 
dioxide  is  not  uncommon.  This  causes' an 
elevation  of  blood  pressure  that  may  mask 
the  patient's  true  condition.  Increasing  the 
depth  of  respiration  by  intermittent  pressure 
on  the  breathing  bag  will  prevent  the  accum- 
ulation of  carbon  dioxide  in  the  patient. 

Curare  ohscures  or  eliminates  many  of  the 
signs  of  the  depth  of  anesthesia.  These  de- 
pend on  muscle  action.  Contraction  or  dila- 
tation of  the  pupil,  motion  of  the  eyeball, 
and  so  forth,  are  all  muscular  actions.  Curare 
paralyzes  the  muscles  and  hence  destroys 
the  anesthesia  signs  they  produce.  It  is  very 
difficult  to  know  accurately  the  plane  of 
anesthesia  in  a  patient  under  the  infiuence 
of  curare.  For  this  reason  I  prefer  to  have 
the  Pentothal  anesthesia  established  before 


giving  curare. 


Conclusion 


This  type  of  anesthesia  is  not  perfect; 
with  recognition  of  the  two  effects  just  men- 
tioned, however,  it  is  a  safe  method.  We  are 
finding  it  more  and  more  satisfactory. 
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DR.  JOSIAH  TRENT— APOSTLE  OF 
COURAGE 

Just  as  the  Journal  was  going  to  press, 
news  came  of  the  death  of  Dr.  Josiah  C. 
Trent  on  December  10.  Although  Dr.  Trent 
had  been  on  the  editorial  board  of  the  North 
Carolina  Medical  Journal  for  only  two 
years,  no  member  of  the  board  was  more 
valuable  than  he.  Before  he  became  officially 
connected  with  the  Journal,  he  inaugurated 
the  "Thumbnail  Sketches  of  Eminent  Physi- 
cians," which  from  the  beginning  won  wide 
acclaim. 

Dr.  Trent's  life  is  a  lesson  in  courage. 
Nearly  seven  years  ago  he  learned  that  he 
had  a  rapidly  growing  type  of  lymphosar- 
coma. He  knew  that  it  would  eventually  be 
fatal,  but  continued  his  medical  career  and 
his  social  and  domestic  life  just  as  if  he  had 
his  full  life  expectancy  ahead.  By  ability  and 
hard  work  he  won  his  way  to  recognition  as 


head  of  the  Division  of  Thoracic  Surgery  in 
the  Duke  Medical  School  and  Hospital.  He 
worked  to  the  very  last,  and  not  even  his 
most  intimate  friends  ever  heard  him  com- 
plain. 

Although  Dr.  Trent  was  only  34  years  old 
when  the  end  came,  he  had  lived  a  rich  and 
a  full  life.  While  he  was  still  a  student,  he 
married  a  fellow  student,  Miss  Mary  Duke 
Biddle.  To  them  were  born  four  children. 
Mrs.  Trent  deserves  special  mention  for 
heroism.  She  sympathized  fully  with  her 
hu.sband's  desire  to  lead  a  normal  life,  and 
helped  him  carry  on  to  the  end.  No  one  who 
saw  them  together  at  any  gathering  could 
have  told  that  he  had  been  mortally  stricken. 
She  shared  his  enthusiasm  in  accumulating 
one  of  the  finest  collections  of  rare  medical 
books  in  this  country. 

Joe  Trent  will  be  greatly  missed  in  many 
ways.  He  combined  in  ideal  balance  scholar- 
ship, professional  ability  and  enthusiasm, 
and  personal  charm.  He  was  an  apostle  of 
courage  to  all  of  his  colleagues  and  friends. 

The  beautiful  poem  which  Hans  Zinsser 
wrote  while  himself  facing  certain  death  has 
been  used  before  in  this  journal,  but  it  is  so 
singularly  appropriate  for  Dr.  Josiah  Trent 
that  it  is  again  quoted : 

Now  is  death  merciful.    He  calls  me  hence 

Gently,  with  friendly  soothing  of  my  fears 

Of  ugly  age  and  feeble  impotence 

And  cruel  disintegration  of  slow  years. 

Nor  does  he  lean  upon  me  unaware 

Like  some  wild  beast  that  hungers  for  its  prey 

But   gives  me  kindly  warning  to  prepare: 

Before  I  go,  to  kiss  your  tears  away.'^' 


1.  Repi-iliterl  hy  pevmi^'nm  of  Alfrnnl  A. 
Zin<>er.  Hans:  A>'  I  Reineinljer  Him.  Hn 
&  Company,  in  10.  p.    in. 
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MEDICINE'S  PUBLIC  RELATIONS 

A  letter  recently  received  from  a  North 
Carolina  doctor  in  private  practice  posed  a 
question  that  is  hard  to  answer.  He  en- 
closed a  feature  article  from  the  London 
correspondent  of  the  Greensboro  Daily 
Neu-s,  entitled  "Britons  Like  New  Medical 
Plan."  The  doctor  commented  that  the 
article  "was  read  and  mentioned  by  more 
people  than  all  the  exhaustive  leaflets  kept 
on  my  reception  room  tables."  Then  he  asked, 
"Why  can't  we  get  frequent  news  articles  in 
the  papers  that  will  be  read  by  more  people? 
Articles  written  by  correspondents  and  not 
by  A.M. A.  officials  nor  by  a  front  line  com- 
mittee, nor  by  a  'prejudiced'  doctor." 
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As  a  mattei'  of  fact,  articles  and  editorials 
favorable  to  the  medical  profession  do  ap- 
pear fairly  often  in  the  papers.  For  example, 
the  Twui  City  Seiitiuel  for  December  1  car- 
ried in  a  prominent  place  on  the  editorial 
page  an  article  under  a  two-column  headline, 
"Nothing  Is  Free."  This  article,  a  scathing 
denunciation  of  British  National  Health  In- 
surance, was  furnished  the  Sentinel  by  Mr. 
Henry  E.  Fries,  and  was  originally  published 
in  a  railroad  magazine.  Certainly  it  was  not 
inspired  by  an  A.M. A.  official,  a  front  line 
committee,  nor  a  doctor.  Judicious  sugges- 
tions to  newspapermen  can  result  in  hun- 
dreds of  similar  articles  in  newspapers  all 
over  rhe  land. 

This  doctor's  letter,  however,  emphasizes 
the  tremendous  need  of  the  medical  profes- 
sion of  our  country  for  better  public  rela- 
tions. Thanks  to  the  vision  of  the  late  Dr. 
I.  H.  Manning,  the  North  Carolina  Medical 
Society  had  one  of  the  first  public  relations 
committees  in  the  country.  Under  the  able 
chairmanship  of  Dr.  Donald  Koonce  this 
committee  is  being  rejuvenated.  A  number 
of  other  states  have  public  relations  com- 
mittees, many  of  them  spending  large  sums 
of  money  in  an  effort  to  build  up  good  vrill. 
The  American  Medical  Association  has  re- 
cently added  a  public  relations  department, 
and  on  November  27  sponsored  the  first  Na- 
tional Public  Relations  Conference  in  St. 
Louis. 

What  has  happened  to  the  vast  reservoir 
of  good  will  that  the  medical  profession  has 
had  in  the  past  ?  Why  have  the  people  begun 
to  question  the  integrity  of  doctors,  individ- 
ually and  collectively?  Every  good  clinician, 
when  he  finds  his  treatment  of  a  case  is  not 
successful,  begins  to  look  for  mistakes  he 
may  have  made.  Just  so,  the  medical  pro- 
fession should  search  for  its  errors  and  try 
to  correct  them. 

Our  principal  sins  have  been  those  of 
omission:  the  failure  of  individual  doctors 
to  answer  calls  as  promptly  as  possible,  to 
take  night  calls,  or  even  to  show  enough  in- 
terest in  a  sick  patient  to  suggest  other  medi- 
cal men  who  might  be  willing  to  make  un- 
wanted calls ;  and  the  failure  of  the  medical 
profession  to  supply  doctors  for  rural  areas. 
Most  of  these  sins  of  omission  can  be  charged 
to  the  artificial  shortage  of  medical  man- 
power created  by  the  excessive  demands  of 
the  armed  services,  plus  the  fact  that  a  dis- 


proportionately large  number  of  doctors 
have  preferred  to  be  specialists  rather  than 
general  practitioners.  Among  our  sins  o'f 
cowmiisssion  have  been  those  of  charging 
excessive  fees  and  accepting  rebates  or 
"kick-backs." 

These  "sins"  have  been  discussed  at  length 
in  this  and  other  journals.  Many  of  the  spe- 
cific charges  have  been  investigated  and 
found  to  be  without  foundation ;  but  that  fact 
does  not  keep  our  critics  from  repeating 
them. 

One  major  weakness  of  the  medical  pro- 
fession is  that  so  few  of  its  members  mani- 
fest any  active  interest  in  its  problems,  ex- 
cept to  criticize  those  who  do  take  the  leader- 
ship in  medical  organizations.  The  vast  ma- 
jority are  opposed  to  being  regimented  under 
political  control,  yet  make  no  attempt  to  reg- 
ister their  opposition.  For  years  they  in- 
dulged in  the  complacent  thought  that  "It 
can't  happen  here" ;  now  only  too  many  are 
taking  the  defeatist  attitude  that  "There 
isn't  anything  we  can  do  about  it."''' 

As  this  journal  has  repeatedly  pointed  out, 
most  of  the  propaganda  designed  to  smear 
the  medical  profession  has  been  paid  for  by 
tax  money.  Mr.  Oscar  Ewing  is  constantly 
blasting  the  American  Medical  Association 
and  the  National  Physicians  Committee  for 
opposing  his  pet  scheme  to  socialize  the 
medical  profession.  He  charges  "the  doctors' 
lobby"  (doubtless  the  National  Physicians 
Committee)  with  spending  $353,990  during 
the  first  nine  months  of  1948.  Contrast  this 
third  of  a  million  dollars  Avith  the  $75,000,- 
000  that  federal  employees  spent  in  1946  for 
propaganda,  much  if  not  most  of  it  on  be- 
half of  socialized  medicine.  The  impact  of 
this  tremendous  amount  of  tax  money  di- 
rected toward  influencing  public  opinion  has 
much  to  do  with  the  large  number  of 
"articles  in  the  papers"  favoring  compulsory 
health  insurance.  If,  however,  the  rank  and 
file  of  medical  men  in  this  country  will  take 
it  upon  themselves  to  give  their  patients 
and  friends  the  arguments  against  govern- 
ment medicine,  they  can  exert  enough  count- 
erpressure  to  restore  the  confidence  of  the 
people  in  the  medical  profession  as  a  whole. 
The  people  have  never  lost  confidence  in 
their  individual  family  doctors. 

1.  Please  read  asahi  tlie  editorial.  ■■Some  Eleetioii  Reflec- 
tio]i>."  in  tlie  Xobtii  Caiioi.ixa  Meiiicai,  JnuiixAi,  for  No- 
vemlier. 


636 


NORTH   CAROLINA   MEDICAL  JOURNAL 


December,  1948 


Dr.  Pressly  represents  the  highest  type  of 
general  practitioner.  He  is  literally  "a  mod- 
ern doctor  of  the  old  school."  He  was  gradu- 
ated in  medicine  from  Emory  University, 
and  has  practiced  at  Due  West  for  thirty- 
two  years.  His  alma  mater,  Erskine  College, 
has  given  him  the  honorary  degree  of  Doctor 
of  Laws  for  "his  great  humanitarian  works." 
He  has  been  president  of  his  county,  district, 
and  state  medical  associations,  and  since 
1939  a  member  of  the  South  Carolina  State 
Board  of  Health. 

Since  North  Carolina  offered  no  candidate 


DR.  PAUL  McCAIN'S  PORTRAIT 
UNVEILED 

In  a  simple,  impressive  ceremony  held  at 
McCain,  North  Carolina,  on  December  7,  the 
portrait  of  Dr.  Paul  McCain  which  was  pre- 
sented to  the  Sanatorium  by  the  State  Medi- 
cal Society  w^as  unveiled.  After  a  delicious 
luncheon  in  the  dining  room  of  the  Sanator- 
ium, addresses  were  made  by  Dr.  Blomquist 
of  the  United  States  Public  Health  Service 
and  Mr.  Charles  Cannon  of  Kannapolis,  who 
described  himself  as  the  freshman  member 
of  the  Board  of  Directors  of  the  Sanatorium. 

The  guests  then  moved  to  the  lobby  of  the     ^^^  ^j^jg  ^ward,  our  state  can  feel  no  trace 
Main   Building,   where   Dr.    Paul   Whitaker     ^^  ^^^^  ^^^^  ^^^  ^^^^^  ^^^^^  ^^^^  ^^^  ^^^^ 

to  Dr.  Pressly  and,  through  him,  to  our 
neighboring  state.  Indeed,  we  can  follow  the 
good  Scotch  custom  and  claim  kin  with  him 
for  our  State  Medical  Society,  since  he  was 
a  cousin  of  Dr.  Paul  McCain,  and  the  two 
were  intimate  friends  in  childhood. 

North  Carolina's  heartiest  congratulations 
go  to  Dr.  Pressly,  to  the  South  Carolina  Med- 
ical Association,  and  to  the  House  of  Dele- 
gates of  the  American  Medical  Association 
for  the  good  judgment  they  displayed  in  their 
selection. 


presided,  and  in  a  few  well  chosen  words 
presented  Justice  Wiley  Rutledge  of  the 
United  States  Supreme  Court,  who  was  once 
Dr.  McCain's  patient  at  the  Sanatorium. 
After  his  heartfelt  speech  of  tribute  to  Dr. 
McCain,  the  portrait  was  accepted  by  Dr. 
Paul  Ringer,  of  Asheville.  The  addresses 
will  be  published  in  a  later  issue  of  the 
North  Carolina  Medical  Journal. 

There  were  few  dry  eyes  in  the  audience 
when  Dr.  McCain's  little  granddaughter 
pulled  aside  the  curtains  that  had  concealed 
a  speaking  likeness  of  the  man  whom  all 
present  delighted  to  honor.  It  may  safely 
be  said  that  few,  if  any,  came  to  this  cere- 
mony from  a  sense  of  duty.  Virtually  every- 
one M'as  there  because  he  or  she  wanted  to 
express  affection  and  admiration  for  Paul 
McCain  and  for  his  wife. 


DR.  W.  L.  PRESSLY— THE  GENERAL 
PRACTITIONER  OF  THE  YEAR 

No  one  who  knew  him  was  surprised  to 
learn  that  the  second  General  Practitioner 
Award  of  the  American  Medical  Association 
was  given  this  year  to  Dr.  W.  L.  (Buck) 
Pressly,  of  Due  West,  South  Carolina.  Last 
year  at  Cleveland,  Dr.  Pressly  was  the  run- 
ner-up, when  the  first  award  was  voted  to 
Dr.  A.  C.  Sudan  of  Colorado.  This  year,  at 
the  Interim  Session  in  St.  Louis,  he  received 
a  clear  majority  of  votes  over  the  two  other 
men  who  w^ere  nominated  by  the  Board  of 
Trustees  for  the  final  verdict  of  the  House 
of  Delegates. 


THE  VITAL  IMPORTANCE  OF 
VITAL  STATISTICS 

In  the  "Correspondence"  department  of 
this  issue  will  be  found  an  important  letter 
from  Dr.  J.  W.  R.  Norton,  State  Health  Of- 
ficer. It  is  hardly  necessary  to  emphasize  the 
necessity  for  accurate  records  of  births  and 
deaths  to  the  public  health  program  of  the 
state.  North  Carolina  was  one  of  the  pioneer 
states  in  recognizing  the  importance  of  keep- 
ing vital  statistics.  It  is  humiliating  to  know 
that  it  has  recently  fallen  near  the  bottom 
of  the  list  in  the  completeness  of  birth  and 
death  registration. 

As  a  result  of  the  national  interest  aroused 
by  our  Medical  Care  Program,  the  eyes  of 
the  whole  country  are  upon  North  Carolina. 
The  doctors  of  the  state  should  help  to  make 
its  medical  bookkeeping  worthy  of  its  medi- 
cal progress  in  every  other  way. 
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Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

A  55  year  old  construction  foreman  was 
admitted  to  the  North  Carolina  Baptist  Hos- 
pital on  September  17,  1948,  complaining- 
primarily  of  pain  and  swelling  in  the  lower 
extremities  and  right  arm,  and  with  a  his- 
tory of  cough  for  three  months.  The  patient 
had  had  hypertension  for  about  ten  years, 
and  for  several  years  had  noted  mild  edema 
of  the  ankles,  which  would  appear  during  the 
day  and  disappear  at  night.  This  had  caused 
him  no  great  concern,  and  he  had  had  no 
other  remarkable  cardiovascular  symptoms. 
Three  months  before  admission  he  began 
having  a  nonproductive  cough  which  was 
interpreted  as  being  an  ordinary  cold.  About 
two  months  before  admission  the  cough  be- 
came so  severe  that  it  interfered  with  his 
work.  He  was  admitted  to  a  hospital,  where 
he  remained  for  five  weeks.  He  was  digital- 
ized  and  treated  with  penicillin  and  strepto- 
mycin. An  x-ray  of  his  chest  showed  what 
was  interpreted  as  virus  pneumonia.  His 
symptoms  improved  considerably  while  he 
was  in  that  hospital,  and  the  cough  disap- 
peared almost  completely.  He  was  observed 
to  have  some  fever  during  his  stay  in  the 
hospital. 

Apparently  before  discharge  he  began  to 
experience  some  pain  in  his  lower  extremi- 
ties, particularly  in  the  thighs.  He  probably 
had  slight  edema  of  the  legs  and  ankles  upon 
leaving  that  hospital,  and  on  the  day  follow- 
ing his  return  home  his  right  leg  started 
swelling  rapidly.  The  left  soon  began  to  swell 
in  a  similar  fashion.  This  swelling  was  ac- 
companied by  considerable  pain  in  the  lower 
extremities,  which  was  most  marked  over 
the  outer  aspect  of  the  thighs.  Increase  in 
the  temperature  cf  the  extremities  was  ob- 
served, and  some  erythema  was  noted  over 
the  lateral  aspect  of  the  thighs.  Treatment 
with  bed  rest  and  ice  packs  resulted  in  con- 
siderable improvement.  Questionable  disten- 
tion of  the  abdomen  and  orthopnea  were 
present  when  the  swelling  of  the  lower  ex- 
tremities was  at  its  peak. 

Soon  after  the  patient's  return  home  from 
the  hospital  his  cough  returned  and  persisted 
in  a  mild  degree  until  his  admission  here. 
Three  days  before  admission  to  this  hospital, 
some  pain  in  the  right  antecubital  space  and 


some  swelling  of  the  right  forearm  and 
hands  were  noted.  These  symptoms  per- 
sisted until  admission.  The  cough  was  non- 
productive except  for  a  small  amount  of 
mucus,  and  there  was  no  chest  pain  associ- 
ated with  it.  A  maintenance  dose  of  digitalis 
was  continued  after  his  discharge  from  the 
hospital. 

On  admission  to  the  North  Carolina  Bap- 
tist Hospital,  physical  examination  showed 
the  temperature  to  be  101.4  F.,  pulse  84, 
respiration  22,  blood  pressure  130  systolic 
and  80  diastolic  in  the  left  arm,  with  the  pa- 
tient recumbent.  The  patient  appeared 
chronically  ill  but  was  alert  and  cooperative. 
He  was  slightly  propped  up  in  bed  and 
showed  evidence  of  slight  respiratory  dis- 
tress. The  skin  was  warm  and  dry,  and  a 
brawny  type  of  edema  was  noted  in  the  right 
lower  extremity  and  left  foot.  Marked  pit- 
ting edema  was  present  in  the  left  leg  to  the 
midtibial  region,  and  in  the  right  leg  to  the 
groin.  The  right  arm  showed  a  similar 
edema  extending  to  the  mid-humeral  region, 
and  the  left  hand  showed  a  similar  but  less 
marked  edema.  There  was  questionable  ede- 
ma of  the  sacrum.  A  few  shotty  inguinal 
nodes  were  noted  on  the  left. 

No  hemorrhages  or  exudate  were  noted  on 
the  optic  fundi.  Expansion  of  the  lungs 
seemed  to  be  symmetrical,  but  the  breath 
sounds  were  diminished  at  the  left  base  pos- 
teriorly and  a  feAv  scattered  rales  were  also 
heard  in  the  lung  fields.  The  heart  was 
slightly  enlarged  to  percussion,  and  there 
was  slight  tachycardia;  snapping  of  the 
apical  first  sound  was  noted,  but  no  mur- 
murs were  elicited.  From  time  to  time  a 
gallop  rhythm  was  observed.  The  liver  edge 
was  felt  about  2  cm.  below  the  costal  mai-gin  ; 
the  spleen  was  not  felt.  No  other  abdominal 
masses  and  very  little  tenderness  could  be 
elicited.  Neurologic  examination  was  not 
remarkable. 

Blood  count  showed  a  hemoglobin  of  11 
Gm.,  3,880,000  red  blood  cells,  and  10,600 
white  blood  cells,  with  78  per  cent  segmented 
polymorphonuclears,  8  per  cent  non-seg- 
mented, and  9  per  cent  lymphocytes.  The 
sedimentation  rate  was  18  mm.  Urinalysis 
showed  clear,  yellow  urine,  with  a  specific 
gravity  of  1.010,  an  acid  reaction,  and  no 
albumin  or  sugar.  A  rare  white  blood  cell 
and  a  few  epithelial  cells  were  seen  micro- 
scopically. Repeated  urinalyses  showed  es- 
sentially the   same   findings,   but   a   specific 
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gravity  as  high  as  1.022  was  obsei-ved.  On 
September  23,  1948,  a  few  bacteria  were  ob- 
served in  the  urine,  and  culture  of  the  urine 
showed  staphyloccoci.  Blood  culture  showed 
no  growth.    The  Kahn  test  was  negative. 

Phenolsulfonphthalein  test  showed  a  total 
excretion  in  two  hours  of  65  per  cent.  The 
nonprotein  nitrogen  on  admission  was  33 
mg.  per  100  cc,  but  after  about  one  week  it 
reached  90  mg.  per  100  cc,  where  it  stayed 
until  the  patient  expired.  The  serum  pro- 
teins were  5.5  Gm.  per  100  cc. — albumin  3.6, 
globulin  1.9.  The  blood  cholesterol  was  204 
mg.  per  100  cc,  bilirubin  0.7  mg.  per  100  cc. ; 
the  blood  sugar  varied  between  99  and  190 
mg.  per  100  cc.  On  the  day  following  admis- 
sion the  prothrombin  time  was  19  seconds, 
against  a  control  of  16.5.  A  bromsulfalein 
test  showed  80  per  cent  retention  in  forty- 
five  minutes,  and  a  hippuric  acid  test  showed 
an  excretion  of  0.37  Gm.  The  serum  amylase 
on  October  4  was  196  units. 

An  electrocardiogram  made  on  the  day 
after  admission  showed  a  definitely  abnormal 
record  which  was  interpreted  as  possibly 
being  due  to  pericardial  disease,  generalized 
edema,  or  myocardial  disease.  There  was 
questionable  digitalis  effect  in  the  electro- 
cardiogram. A  repeat  electrocardiogram 
with  CF  series  I  through  VII,  made  on  Sep- 
tember 22,  1948,  showed  no  significant 
change.  Chest  plate  on  the  day  following  ad- 
mission showed  emphysema  of  the  right 
lower  lung  fields,  with  non-specific  pneu- 
monitis of  the  left  lower  lung  fields  and  mod- 
erate cardiac  enlargement,  plus  a  question- 
able mass  at  the  right  hilum.  Another  chest 
film  made  eleven  days  later  showed  some  im- 
provement in  the  emphysema  of  the  right 
lower  lung  field,  but  the  other  aspects  of  the 
picture  were  essentially  unchanged. 

Bronchoscopy  and  pathologic  study  of 
bronchial  secretions  showed  no  evidence  of 
carcinoma.  Skin  tests  were  done  with  tuber- 
culin, histoplasmin  and  coccidioidin,  and  all 
were  negative. 

The  patient  received  1.3  Gm.  of  digitalis 
during  the  first  three  days  in  the  hospital, 
and  thereafter  was  maintained  on  0.2  Gm. 
per  day.  He  was  also  kept  on  a  low  salt  diet 
and  A\as  given  mercurial  diuretics,  with  only 
fair  diuresis.  The  patient  ran  a  low  grade 
fever  most  of  the  time  until  the  last  five  days, 
when  his  temperature  was  within  normal 
limits.  Embolic  phenomena  were  observed 
in  the  eyegrounds.    After  the  first  week  in 


the  hospital  the  tachycardia  was  out  of  pro- 
portion to  the  patient's  temperature.  How- 
ever, no  frank  pulmonary  signs  of  congestive 
failure  appeared  until  the  last  day,  at  which 
time  many  rales  were  heard. 

The  patient's  course  was  steadily  down- 
hill, although  there  was  thought  to  be  some 
improvement  in  the  edema  of  the  right  lower 
extremity  from  time  to  time,  and  on  some 
occasions  the  swelling  in  the  arms  seemed  to 
be  decreased.  The  swelling  in  the  left  lower 
extremity,  however,  steadily  progressed,  and 
several  days  after  admission  the  onset  of 
gangrene  in  the  left  foot  was  noted.  This 
was  steadily  progressive  despite  adequate 
dicumarol  therapy  and  the  use  of  papavarine 
and  Priscol.  Eventually,  the  onset  of  gan- 
grene in  the  right  foot  was  also  observed. 

The  patient's  hemoglobin  fell  to  7.7  Gm., 
and  accordi]igly  transfusions  were  given, 
which  brought  the  value  back  to  11.3  Gm.  He 
had  considerable  difficulty  in  voiding  and  had 
to  be  catheterized  occasionally  and  treated 
with  injections  of  Furmethide,  to  which  he 
responded  well.  On  September  26  the  patient 
was  seen  by  Dr.  Garvey,  who  observed  defi- 
nite rigidity  of  both  corpora  cavernosa,  with 
marked  induration.  It  was  felt  that  this  was 
part  of  the  picture  of  thrombophlebitis.  The 
patient  experienced  a  great  deal  of  pain  in 
the  legs,  particularly  in  the  left  leg.  This 
was  partially  relieved  by  the  use  of  ice  packs, 
but  also  required  a  considerable  amount  of 
narcotics. 

On  the  last  day  of  life  the  patient  had  an 
episode  of  disorientation,  apprehension,  and 
sweating.  This  was  thought  to  be  due  to  an 
embolus,  but  it  was  not  possible  to  tell 
whether  it  involved  the  lung,  brain,  or  heart. 
He  expired  at  8  p.m.  on  October  6.  1948. 

Discussion 
Dr.  David  Cayer  :  Except  for  a  history  of 
hypertension  of  unknown  severity  over  a 
period  of  ten  years,  accompanied  by  mild 
edema  which  disappeared  overnight,  this  56 
year  old  man  was  apparently  in  good  health 
until  three  months  before  his  final  hospital 
admission.  At  that  time  he  began  to  have  a 
nonproductive  cough,  followed  by  swelling  of 
his  extremities  and  right  arm.  The  possi- 
bility that  this  swelling  represents  early  evi- 
dence of  congestive  failure  can  be  dismissed 
by  the  distribution  of  the  edema  and  the 
presence  of  pain.  Pain  does  not  ordinarily 
accompany  edema  of  the  extremities  due  to 
congestive  failure. 
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Throughout  the  onset  of  his  symptoms  the 
patient  continued  his  work.  At  the  time  of 
his  first  hospital  admission,  five  weeks  before 
he  was  seen  here,  a  film  of  the  chest  appar- 
ently showed  some  pulmonary  infiltration 
and  he  was  treated  with  penicillin  and  strep- 
tomycin. The  symptomatic  improvement  at 
that  time  can,  I  believe,  be  attributed  to  bed 
rest.  Even  before  his  discharge  from  the 
hospital  he  again  experienced  pain  in  the 
lower  extremities  and  edema  of  the  legs  and 
ankles,  and  began  having  fever.  The  in- 
creased temperature,  erythema,  pain,  and 
swelling  provide  our  classical  description  of 
I  inflammation — calor,  rubor,  dolor,  and  tu- 
^  mor.  They  also  suggest  the  possibility  that, 
during  the  treatment  of  his  pulmonary  com- 
plaint with  bed  rest  and  limitation  of  activ- 
ity, the  common  complication  of  thrombo- 
phlebitis may  have  developed.  It  is  of  in- 
terest that,  even  with  the  patient  at  bed  rest 
and  with  symptoms  now  directed  chiefly  to 
the  extremities,  orthopnea  was  present. 

After  the  return  of  his  ceiugh  and  other 
symptoms  resulted  in  his  admission  here,  he 
developed  the  unusual  complaint  of  pain  in 
the  right  antecubital  space,  followed  by 
swelling  of  the  right  forearm  and  hand. 

The  initial  examination  showed  a  fever  of 
101.4  F.,  a  pulse  rate  of  84.  and  an  increase 
in  respirations  to  22.  The  past  history  of 
hypertension    was    not    confirmed,    for    the 

I  blood  pressure  in  the  nonedematous  left  arm 
was  normal.  The  description  of  the  brawny 
edema  of  the  right  lower  extremity  and  left 
foot  is  more  suggestive  of  obstruction  than 
of  the  edema  accompanying  heart  failure.  It 
is  significant  that  the  edema  Avas  not  con- 
fined to  the  most  dependent  portions  of  the 
body,  such  as  the  sacrum.  Some  comment  as 
to  the  character  of  the  second  pulmonic 
sound  would  have  been  of  interest,  since  the 
history  from  the  onset  suggests  some  pri- 
mary pulmonary  disturbance. 

Except  for  a  moderate  anemia  and  a  shift 
to  the  left  in  the  diff'erential  white  cell  count, 
blood  studies  were  not  remarkable.  Repeated 
urinalyses  showed  good  concentration  with- 
out abnormal  findings.  The  total  serum  pro- 
teins were  lowered,  although  the  albumin  of 
3.6  mg.  per  100  cc.  eliminates  the  possibility 
of  hj'poproteinemia.  The  bromsulfalein  test, 
showing  80  per  cent  retention  after  forty- 
five  minutes,  as  well  as  the  decrease  in  hip- 
puric  acid  excretion,  indicates  marked  he- 
patic damage.  The  blood  amylase  of  196  units 


is  in  the  upper  limits  of  normal  when  it  is 
considered  that  the  value  was  found  at  the 
time  the  nonprotein  nitrogen  was  reported 
as  90  mg.  per  100  cc.  The  x-ray  findings 
suggesting  a  mass  at  the  right  hilum,  infil- 
tration of  the  left  lower  lung  field,  and 
emphysema  of  the  right  lower  lung  field  are 
of  considerable  importance. 

The  patient  showed  no  response  to  the 
regimen  ordinarily  employed  in  the  treat- 
ment of  congestive  failure  and  for  the  relief 
of  impaired  circulation  of  the  extremities. 
The  gangrene  of  both  lower  extremities  was 
progressive,  and  following  an  episode  of  con- 
fusion, apprehension  and  disorientation  the 
patient  expired. 

The  distribution  and  type  of  edema,  the 
absence  of  marked  change  in  cardiac  outline, 
the  normal  blood  pressure,  and  the  absence  of 
murmurs,  abnormal  urinary  findings,  or  eye- 
ground  changes  do  not  support  the  diagnosis 
of  a  primary  cardiac  or  renal  disturbance. 
In  patients  of  this  age  group  with  evidences 
of  impaired  circulation,  the  possibility  of 
degenerative  disease  such  as  extensive  ar- 
teriosclerosis must  be  considered.  As  a  rule, 
however,  such  persons  give  a  previous  his- 
tory of  impaired  circulation  and  show  wide- 
spread evidences  of  thickened  peripheral 
vessels  and  impaired  renal  function,  all  of 
which  were  absent  in  this  patient.  In  addi- 
tion, gangrene,  when  it  manifests  itself  as 
the  result  of  arteriosclerosis,  usually  appears 
as  small,  well  demarcated  spots  rather  than 
as  extensive  gangrene  of  an  extremity. 

The  possibility  that  we  are  dealing  with 
a  primary  vascular  disturbance,  however, 
must  be  considered.  This  may  be  intrinsic 
and  inflammatory,  resulting  from  or  com- 
plicating an  infectious  disease.  The  persist- 
ent pulmonary  complaints  and  the  previous 
diagnosis  of  virus  pneumonia  suggest  such 
a  possibility  in  this  patient. 

An  inflammatory  panartertis  such  as  peri- 
arteritis nodosa  must  also  be  considered. 
This  disorder,  however,  is  considered  to  be 
a  streptococcal  allergy,  and  we  have  no  evi- 
dence of  any  such  primary  infection  in  this 
patient.  In  addition  to  being  rare,  periarter- 
itis is  usually  accompanied  by  more  systemic 
manifestations,  including  high  fever,  pro- 
found sweats,  tachycardia,  weakness,  hyper- 
tension, and  renal  involvement,  as  well  as 
lesions  resembling  erythema  nodosum  and 
often  a  marked  eosinophilia.  All  of  these  are 
lacking  in  the  patient  being  discussed. 
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The  widely  disseminated  vascular  phenom- 
ena suggest  a  migrating  type  of  polyphle- 
bitis.  This  may  be  deep  or  superficial,  and 
is  often  accompanied  by  evidences  of  second- 
ary arterial  spasm.  Although  edema  may 
appear  rapidly,  good  collateral  circulation 
remains  and  the  lesions  tend  to  disappear. 
Such  disturbances  may,  however,  precede  a 
more  serious  disorder  known  as  thrombo- 
angiitis obliterans,  an  inflammatory  vascu- 
lar disturbance  involving  veins,  arteries,  and 
nerves.  Although  this  usually  begins  in  the 
legs,  it  may  involve  the  hands.  The  lack  of 
systemic  reaction  would  favor  such  a  diag- 
nosis. These  patients  usually  give  a  history 
of  exposure  to  cold  or  excessive  use  of  to- 
bacco, and  a  clear-cut  history  of  intermittent 
claudication. 

In  the  absence  of  these  findings  we  must 
consider  the  possibility  that  the  vascular  dis- 
turbance may  be  extrinsic  and  represents  a 
spread  of  tumor  from  a  primary  site  to  mul- 
tiple secondary  sites  through  the  blood  ves- 
sels. In  favor  of  such  a  consideration  are 
the  low  white  cell  count,  the  lack  of  marked 
systemic  reaction,  and  the  negative  blood 
cultures.  The  symptoms  of  widespread  met- 
astatic tumor  may  be  of  short  duration  and 
of  sufficient  degree  to  mask  the  primary  site. 
The  film  of  the  chest,  showing  a  lesion  at  the 
right  hilum  and  infiltration  of  the  left  lower 
lobe,  is  compatible  with  a  primary  lung 
tumor.  These  tumors  may  be  widely  dis- 
seminated to  involve  regional  nodes  and  the 
lymphatics  of  the  upper  chest,  as  well  as  the 
liver,  adrenals,  and  pelvic  nodes.  The  his- 
tory of  onset,  the  patient's  age  and  sex,  and 
the  fact  that  such  lesions  occur  more  fre- 
quently in  the  right  lung  would  all  support 
such  a  diagnosis. 

Unfortunately,  however,  it  will  not  explain 
the  finding  of  priapism.  In  a  search  of  the 
literature,  I  was  unable  to  find  any  mention 
of  metastases  from  the  lung  to  the  corpora 
cavernosa.  In  addition,  the  fact  that  the 
priapism  tended  to  subside  after  a  period  of 
three  to  four  days  also  makes  the  diagnosis 
of  tumor  metastatic  to  this  site  unlikely. 

It  would  appear  that  all  the  findings  can 
not  be  explained  on  the  basis  of  a  single  diag- 
nosis— the  priapism  on  the  basis  of  tumor, 
or  the  lesions  in  the  lungs  on  the  basis  of 
polyphlebitis.  While  some  of  the  pulmonary 
findings  might  be  secondary  to  infarction, 
the  absence  of  pain  and  hemoptysis  would 
make  any  large  infarcts  unlikely.    It  is  pos- 


sible that  the  pulmonary  findings  are  not 
primary  in  the  lung.  In  this  case,  on  a 
purely  statistical  basis,  the  most  likely  site 
would  be  an  asymptomatic  gastric  lesion 
with  pulmonary  metastases  simulating  a 
primary  bronchogenic  lesion.  We  have  no 
evidence  for  such  a  thesis,  however. 

Since  the  physical  and  accessory  findings 
do  not  suggest  a  single  diagnosis,  it  would 
appear  that  this  patient  had  a  pulmonary 
iiroplasm,  probably  primary  in  the  bronchus, 
with  Vi'idely  disseminated  metastases  in  addi- 
tion to  a  migrating  polyphlebitis. 

Dr.  Fred  Garvey  (Urologist)  :  From  my 
knowledge  of  priapism  and  the  reports  in  the 
literature  as  to  its  etiology,  I  believe  that 
the  priapism  in  this  patient  was  probably 
not  due  to  metastases,  but  rather  to  throm- 
bosis of  the  prostatic  plexus,  the  corpora 
cavernosa,  or  both.  The  reports  show  that 
the  most  common  etiology  is  local  thrombosis 
or  hematoma,  or  local  infiammatory  condi- 
tions of  the  penis.  There  have  been  reports 
of  new  growths  of  the  penis  which  have  in- 
vaded the  corpora  and  produced  priapism, 
and  apparently  such  a  condition  is  not  rare. 

One  hundred  and  seventy  cases  of  pria- 
pism were  reviewed  a  few  years  ago  by  Dr. 
Hinman,  and  he  found  that  none  was  due  to 
metastatic  carcinoma.  Since  that  time,  how- 
ever, three  or  four  cases  of  metastatic  tumor 
have  been  reported,  in  some  of  which  actual 
invasion  of  the  corpora  occurred. 

Transitory  or  recurrent  cases  of  priapism 
are  usually  on  an  inflammatory  basis  or  re- 
sult from  certain  diseases  of  the  central 
nervous  system  affecting  the  nerves  of  erec- 
tion. Such  a  condition  is  ruled  out  in  this 
case,  which  is  undoubtedly  a  true  priapism. 
The  most  likely  basis  is  thrombosis,  though 
it  could  possibly  be  due  to  metastatic  tumor. 

Dr.  J.  P.  Rousseau  (Roentgenologist)  : 
The  radiographs  of  the  chest  in  this  case 
show  localized  emphysema  of  the  right  lower 
lobe,  pleuro-diaphragmatic  adhesions  at  the 
base,  and  an  irregular  infiltrating  nodular 
mass  at  the  root  of  the  right  lung.  One  also 
sees  diffuse  nodular  and  linear  infiltrations 
in  the  left  lower  lung  field. 

Localized  or  lobar  emphysema  in  a  patient 
of  this  age  with  a  chronic  illness  almost  al- 
ways means  bronchostenosis  secondary  to  tu- 
mor. In  early  cases,  this  type  of  emphysema 
is  the  only  roentgen  evidence  that  a  tumor 
may  be  present.  In  this  patient,  however, 
the  mass  at  the  right  hilum  and  the  diffuse 
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infiltrations  in  the  left  lung  field  almost  cer- 
tainly lead  to  the  conclusion  that  a  broncho- 
genic tumor  is  present,  \vith  metastases  to 
the  left  lung. 

Pathologic  Discussion 

Dr.  C.  C.  Carpenter:  At  autopsy,  two 
principal  disease  processes  were  found, 
which  led  to  the  same  result — that  of  mul- 
tiple venous  thromboses  in  various  parts  of 
the  body. 

(1)  There  was  hypertensive  heart  disease. 
The  heart  weighed  550  Gm.  (normal  weight 
250  to  350  Gm.).  The  enlargement  was  in 
the  left  ventricle,  which  measured  3  cm.  in 
thickness.  Microscopically,  the  myocardium 
showed  muscle  degeneration,  round  cell  infil- 
tration, and  fibrosis.  The  valves  and  coro- 
nary arteries  were  within  normal  limits. 
That  the  heart  was  beginning  to  fail  was 
evidenced  by  chronic  passive  congestion  of 
the  liver  and  lungs,  and  the  presence  of  bi- 
lateral hj'drothorax  and  ascites. 

The  relatively  normal  blood  pressure  (130 
systolic,  80  diastolic)  on  admission  to  this 
hospital  could  be  accounted  for  by  the  recent 
bed  rest,  by  a  partially  failing  myocardium, 
by  bilateral  adrenal  metastatic  tumors,  or  by 
a  combination  of  these  three  factors. 

(2)  There  was  an  adenocarcinoma,  mucoid 
in  type,  that  began  in  the  bronchial  mucous 
glands.  Metastases  were  present  throughout 
both  lung  fields,  and  in  the  liver,  mediasti- 
num, both  adrenal  glands,  and  the  brain. 

(3)  There  were  multiple  venous  th)r)mhi 
with  infarcts  in  the  lungs  and  spleen. 

It  is  well  known  that  heart  failure  with 
venous  congestion  is  frequently  followed  by 
multiple  venous  thromboses.  This  case  was 
presented  tonight  to  illustrate  another  cause 
of  multiple  venous  thromboses,  not  so  fre- 
quently diagnosed.  In  1862,  Amand  Trous- 
seau made  the  following  statement : 

"When  you  are  undecided  about  the  nature  of  a 
disease  of  the  stomach,  when  you  hesitate  between 
a  chronic  gastritis,  a  simple  ulcer,  and  a  carcinoma, 
a  phlegmasia  alba  dolens  occurring  in  the  leg  or  arm 
will  put  an  end  to  your  indecision  and  you  will  be 
able  to  assert  positively  that  a  carcinoma  is  present. 
I  have  sho\%Ti  you  analogous  cases  in  my  wards  and 
I  have  asked  you  to  notice  that  this  obliterative 
phlebitis  did  not  pertain  exclusively  to  carcinoma  of 
the  stomach  and  that  it  might  occur  with  cancer 
affecting  any  internal  organ  whatever." 

Sproul'i',  in  a  review  of  4258  autopsies 
performed  at  the  Presbyterian  Hospital  in 

1.  Sproul,  E.  E. :  Carcinoma  and  Venous  Thrombosis:  The 
Frequency  of  Association  of  Carcinoma  in  the  Body  or 
Tail  of  the  Pancreas  with  Multiple  Venous  Thrombosis, 
Am.  J.  Cancer  34:S66-585   (Dec.)   19:1S. 


New  York,  found  thrombus  formation  in  617 
cases,  of  which  150  showed  carcinoma  as  the 
nrimary  condition.  Of  the  cases  of  carcino- 
ma associated  with  multiple  venous  thrombi, 
the  primary  tumor  in  17  per  cent  was  in  the 
pancreas:  in  2.5  per  cent  it  was  in  the  lung; 
and  in  1,3  per  cent  it  was  in  the  stomach. 

Several  other  authors'-'  have  reported  the 
development  of  multiple  venous  thrombi  to 
be  the  first  manifestation  of  obscure  carci- 
noma. Various  hypotheses  have  been  ad- 
vanced to  ex]3lain  the  mechanism  of  this  oc- 
currence: (a)  direct  invasion  of  the  venous 
trunk  by  tumor,  forming  an  obstructing 
mass;  (b)  emboli  from  scattered  cell  frag- 
ments; (c)  alterations  in  the  coagulability 
of  the  blood,  especially  in  pancreatic  carci- 
noma. 

In  carcinoma  of  the  pancreas,  the  increase 
'n  secreting  pancreatic  tissue  causes  an  in- 
crease in  the  pancreatic  juice  reaching  the 
duodenum.  Vitamin  K,  which  increases  the 
coagulation  of  blood,  is  fat  soluble.  There- 
fore, in  carcinoma  of  the  pancreas,  the  linase 
in  the  pancreatic  juice,  acting  in  the  duo- 
denum on  fatty  foods,  would  accelerate  the 
absorption  of  vitamin  K  and  make  the  blood 
more  coaeulable.  The  increase  in  clotting 
nower  of  the  blood  is  not  so  easily  explained 
in  carcinoma  of  the  lung,  stomach,  and  other 
organs.  There  is.  no  doubt,  yet  an  unknown 
factor  in  the  process. 

Dr.  Cayer  has  correctlv  made  a  diaerno.sis 
of  nrimary  carcinoma  of  the  bronchus  and 
multiole  thromboses.  He  expressed  doubt 
that  all  of  the  findina-s  could  be  exnlained  on 
the  basis  of  a  single  diagnosis.  We  believe 
that  the  carcinoma  of  the  bronchus  and  the 
mvltiple  venoKS  thromboses,  in  this  case, 
represented  the  same  disease  process.  Venous 
congestion  from  a  failing  heart  may  also 
have  contributed  to  the  production  of  the 
thrombi. 

■'  fa)  Cooper,  T.  and  Barker.  X.  W.:  Recurrent  Venous 
Thrnmhosis:  An  Fnr1v  OomnlicnHnn  of  Obscure  Vis- 
ceral Carcinoma.  Minn.  Med.  27-31-,-ii;  M.-n.1  inl-l. 
(b)  Norris  C  M  :  F.nr'v  CMnica'  Feat'ires  of  Broncho- 
renic  Tarcinomr.  ■  rhistrativc  Cav'.s.  Dis,  Chest  11:10s- 
217   (Marcli-Aprin    Id  is. 


Where  Is  It?  $10  200.800.000  has  been  paid  into 
the  Social  Security  Administration  in  eleven  years 
and  $849,000-000  collected  in  interest.  Benefits  naid 
total  $1,689,600,000  and  administrative  costs  $246,- 
000,000.  The  kitty  remaining  is  over  nine  billion. 
Where  do  you  suppose  it  is?— From  the  News 
Letter,  American  Medical  Association,  April  8,  1948. 


642 


NORTH   CAROLINA   MEDICAL  JOURNAL 


December,  1948 


TUBERCULOSIS  ABSTRACTS 

A  Review  for  Physicians 

Issued  Monthly  by  the  National  Tuberculosis 
Association 


Vol.  XXI 


December.  1948 


No.  12 


THE  CONTROL  of  pulmonary  tuberculosis  de- 
pends on  the  early  diagnosis,  isolation  and  treat- 
ment of  the  active  cases.  Nothing  has  been  added  to 
our  knowledge  in  recent  years  to  change  this  funda- 
mental fact.  In  its  early  stage,  tuberculosis  has  no 
characteristic  symptoms  and  no  significant  physical 
findings.  X-ray  examination  is  necessary  for  its 
detection. 


THE   DIAGNOSIS   OF   PULMONARY 
TUBERCULOSIS 

It  is  important  to  place  pulmonary  tuberculosis 
near  the  top  of  the  list  of  diagnostic  possibilities 
in  cases  giving  a  history  of  nervousness,  digestive 
disturbance,  loss  of  weight,  productive  cough,  and 
pulmonai-y  hemorrhage.  When  the  disease  is  accom- 
panied by  such  symptoms  it  is  usually  easy  to  find 
tubercle  bacilli  in  the  sputum  and  chest  films  show 
extensive  infiltration  and  cavitation.  Such  patients 
still  make' up  a  large  majority  of  those  admitted 
for  sanatorium  treatment.  Extensive  surgical  pi'O- 
cedures  are  fiequently  required  for  permanent  ar- 
rest of  the  infection.  Treatment  periods  run  to  two 
and  three  years  with  significant  mortality  rates. 
The  patient  with  arrested  advanced  disease  is  a 
handicapped  individual  whose  rehabilitation  offers 
further  problems.  Reactivation  of  the  infection  in 
later  years  occurs  with  disappointing  frequency. 
Everyone  around  such  a  patient  has  been  exposed 
to  tubercle  bacilli  for  weeks  or  months.  The  disease 
perpetuates  itself  in  this  way. 

The  early  case  ofl^ers  a  pleasant  contrast  to  the 
above  picture.  There  has  been  little  opportunity  for 
spread  of  infection  and  arrest  of  the  disease  can  be 
achieved  much  more  frequently  with  shorter  periods 
of  treatment.  When  collapse  thei'apy  is  necessary 
the  simpler  procedures  are  usually  sufficient.  The 
residual  handicap  is  slight  and  recurrence  of  active 
disease  in  later  life  is  exceptional. 

It  is  therefore  of  basic  importance  in  the  diagnosis 
of  pulmonary  tuberculosis  to  find  it  in  the  early 
stages.  Failure  in  early  diagnosis  has  often  occurred 
because  physicians  had  a  low  index  of  siispicion  of 
its  presence.  It  is  not  unusual  for  the  first  search 
for  tuberculosis  to  be  made  at  the  suggestion,  or 
even  at  the  insistence,  of  the  patient.  At  other  times 
tuberculosis  may  have  an  acute  onset  and  advanced 
disease  is  discovered  soon  after  the  first  symptoms. 

However,  the  majority  of  cases  of  pulmonary  tu- 
berculosis develop  slowly.  Symptoms  are  absent  or 
so  slight  that  the  individuals  seldom  go  to  doctors 
and  their  examination  must  be  brought  about  by 
education  and  community  endeavor.  When  patients 
seek  medical  advice  the  diagnosis  of  pulmonary 
tuberculosis  becomes  a  direct  professional  resnon- 
sibility  which  can  be  met  only  by  considering  the 
possibility  of  tuberculosis  in  every  patient.  The  pri- 
vate physician  has  been  a  leader  in  tuberculosis  case 
finding  in  the  past.  Routine  methods  will  be  required 
to  maintain  this  position  in  the  face  of  the  decreas- 
ing morbidity  of  the  disease. 

Misplaced  confidence  in  physical  examination  is 
another  common  cause  for  delav  in  the  discoverv  of 


pulmonary  tuberculosis.  Too  much  stress  cannot  be 
placed  on  the  limitations  of  physical  diagnosis.  In 
almost  every  case  of  early  or  latent  pulmonary  dis- 
ease, percussion  and  auscultation  are  so  inadequate 
as  to  be  practically  a  waste  of  time.  Doctors  con- 
tinue to  be  surprised  at  the  extent  of  pulmonary 
lesions  as  shown  by  X-ray  examination.  JNIost  mini- 
mal and  many  advanced  cases  of  active  pulmonary 
tuberculosis  would  easily  be  missed  in  even  a  care- 
ful physical  examination. 

There  are  two  methods  of  screening  out  the  few 
cases  without  depending  on  symptoms  and  physical 
findings.  These  are  thp  tuberculin  test  and  the  X-ray 
examijiation  of  the  chest.  One  or  the  other  should 
lie  used  routinely.  The  chest  film  appeals  to  most 
doctors  because  it  also  reveals  cardiac  and  other  pul- 
monary abnormalities  at  once.  These  advantages 
have  led  to  the  present  campaign  for  X-ray  exami- 
nation of  all  hospital  admissions.  In  office  practice 
the  tuberculin  test  is  very  helpful  as  it  takes  little 
time.  A  positive  leaction  indicates  previous  exposure 
to  tuberculosis  and  is  an  indication  for  proceeding 
with  X-ray  examination.  [Another  screening  method 
for  physicians  in  general  practice  is  the  use  of  the 
fluoroscope.  If  the  fluoroscope  shows  suspicious  find- 
ings, the  patient  can  then  be  tuberculin  tested  and  a 
chest  X-ray  made — Author's  note.] 

The  patients  with  suspicious  X-ray  shadows  are 
found  by  these  screening  methods.  Evaluation  of  the 
film  findings  in  each  instance  requires  a  complete 
history  and  careful  clinical  study  including  a  tuber- 
culin test.  For  practical  purposes  a  negative  tuber- 
culin reaction  rules  out  active  tuberculosis. 

It  is  necessary  not  only  to  determine  the  presence 
of  tuberculosis,  but  also  the  degree  of  activity  of  the 
lesion.  Recovery  of  tubercle  bacilli  from  pulmonary 
secretions  gives  absolute  proof  of  active  disease. 
Culture  or  guinea  pig  inoculation  of  one  or  more 
fasting  gastric  specimens  may  be  required  in  the 
absence  of  a  productive  cough.  Serial  chest  films  are 
always  more  helpful  than  any  single  examination. 
An  unstable  tuberculous  lesion,  even  though  retro- 
gressive, must  be  considered  active. 

The  search  for  pulmonary  tuberculosis  has  been 
greatly  stimulated  bv  the  practical  application  of 
small  film  photofluorography.  This  trend  will  prob- 
ably continue  with  community  and  industrial  sur- 
veys and  with  the  study  of  hospital  admissions.  All 
physicians  will  be  having  these  chest  X-ray  prob- 
lems brought  to  their  attention.  Tuberculosis  will  be 
outnumbered  by  other  abnormalities  of  the  lungs, 
mediastinum  and  cardiovascular  svstem.  More  fre- 
quent opportunities  will  be  available  for  early  diag- 
nosis of  malignant  tumors,  especially  bronchogenic 
carcinoma.  Here,  everything  depends  on  prompt  re- 
ferral for  surgical  exploration  and  resection. 

The  Diagnosis  of  Pulmonary  Tuberculosis.  George 
H.  Vernon,  M.D.,  Illinois  Medical  .lournal,  December, 
1947. 


.\lthough  the  X-ray  apparatus  detects  pulmonary 
lesions  more  readily  than  the  stethoscope,  chest 
roentgenology  has  not  yet  advanced  to  the  point 
where  it  can  be  substituted  for  logic  or  reasoning. 
Diagnosis  is  a  function  of  logic,  and  the  diagnosis 
of  chest  diseases,  especially  tuberculosis,  depends 
on  the  correlation  of  clinical,  roentgenologic  and 
bacteriologic  studies.  No  X-ray  machine  can  do  this. 
The  diagnosis  of  tuberculosis  or  its  degree  of  activity 
should  never  be  based  wholly  on  the  X-ray  report 
of  the  chest  findings.  "Never  put  your  complete 
trust  in  shadows"  is  a  sound  medical  adage  that 
applies  especiallv  to  tuberculosis. — Joseph  D.  Was- 
sersug,  JI.D.,  N.  E.  Jour.  Med.,  July  13,  1947. 
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PUBLIC  RELATIONS 


Medical  public  relations  may  be  consid- 
ered as  an  expression  of  individual  physician 
morale  collectively  influencing  the  relations 
of  human  beings  in  all  other  walks  of  life  to 
that  of  medicine  for  the  mutual  good  cf  both. 
It  has  two  essential  phases. 

1.  An  effort  in  concert  on  the  part  of  phy- 
sicians of  medicine  to  develop  a  high  plans 
of  science  and  ethics  among  themselves  as 
the  requisite  conditions  of  medical  service 
and  professional  morale. 

2.  Purveying  to  the  mass  of  people — the 
public  —  a  broader  understanding  of  the 
science  of  medicine  and  the  tremendous  bene- 
fits accruing  from  it  to  the  people  under  the 
current  advantages  of  guidance  and  control 
through  professional  ethics. 

Medicine  was  never  on  a  more  satisfac- 
tory level  in  respect  to  scientific  progress, 
but  persistence  should  be  the  order  in  ad- 
vancing the  science  of  medicine  to  the  end 
that  the  high  confidence  of  the  people  in  that 
portion  of  professional  morale  may  be  main- 
tained, and  even  furthered  in  the  application 
of  new  discoveries  and  newer  methods  in  the 
practice  of  medicine.  At  points,  the  ethics  of 
medicine  is  under  serious  attacks,  and,  in 
instances,  rightly  so.  The  gamut  of  com- 
plaints, when  carefully  analyzed,  may  not  be 
justified,  and  for  the  most  part  they  are  not 
justifiable.  Nevertheless,  the  profession  has 
allowed  critical  phases  of  medical  service  to 
go  unattended  in  instances,  and  these  in- 
stances have  been  sufficient  to  invoke  much 
ill  will.  It  matters  little  that  there  has  been 
an  exaggeration  of  gaps  in  adequate  niedical 
service  and  neglect  in  others,  for  it  is  all 
important  that  these  gaps  be  recognized  and 
filled — as  they  are  being  filled — and  that  ele- 
ments of  neglect  in  the  ethical  responsibility 
of  medicine  be  corrected  promptly.  These 
are  requisite  to  proper  service  and  morale  in 
medicine,  and  the  profession  will  do  well  to 
persist  in  adjusting  inadequacies,  defici- 
encies, and  areas  of  neglect  to  the  ultimate 
and  real  needs  of  the  people. 

The  individual  intimacy  of  the  physician 
with  his  patient  has  been  seriously  dimin- 
ished in  our  time.  Medical  contact  with  the 
patient  is  more  and  more  passive  under  the 
circumstances  of  the  modern  practice  of 
medicine.  The  "old  lovable"  relationship  of 
"family  doctor"  to  his  patient  scarcely  pre- 
vails any  more,  and  with  the  passing  of  this 


bond  of  friendship  and  respect  has  gone  that 
high  sense  of  loyalty  which  engendered  an 
all-out  understanding  of  the  medical  profes- 
sion and-  which  sustained  it  economically 
and  morally  until  more  recent  years. 

Somehow  medicine  needs  to  recapture  and 
to  revitalize  the  individual  respect  and  loyal- 
ty which  characterized  this  earlier  relation- 
ship of  physician  and  patient. 

So,  through  a  program  of  medical  public 
relations,  the  profession — as -in  its  science — 
has  turned  to  new  methods  and  new  proced- 
ures. It  undertakes  through  organization 
and  personnel  to  emphasize  to  its  members, 
and  immediate  co-workers,  the  importance 
of  making  a  day-to-day  effort  to  engender  a 
better  patient-understanding  of  modern  med- 
ical science,  its  limitations  as  well  as  its 
efijciencies ;  of  assuming  a  deeper  sense  of 
responsibility  for  filling  unmet  gaps  in  med- 
'  ical  service  in  areas ;  of  fulfilling  the  ethical 
responsibility  of  immediate  and  adequate 
service  to  patron  patients;  of  joining  hands 
in  promoting  civic  devices  and  civic  agencies 
which  serve  as  adjuncts  to  the  more  ade- 
quate development  and  distribution  of  medi- 
cal care  and  medical  service  in  the  com- 
munity. The  practicing  physician,  through 
his  professional  group,  must  lend  his  per- 
sonal and  financial  support  to  such  a  coordi- 
nated program  if  we  are  to  correct  the  mis- 
understandings which  prevail  in  the  public 
regard,  and  regain  the  confidence,  respect, 
and  cooperation  of  the  public  on  that  level 
which  prevailed  a  short  while  ago. 

It  may  be  predicted  that  the  coming  year 
will  be  a  crucial  period  in  the  history  of 
medicine  in  our  country.  By  personal  ex- 
ample in  daily  contacts,  by  an  interest  and 
effort  in  community  enterprises  for  the 
health  of  the  people,  and  by  the  personal 
and  financial  support  of  professional  medi- 
cine through  its  public  relations  programs 
during  this  crucial  period,  the  individual 
physician  may  hope  to  regain  for  the  future 
the  prestige,  respect,  and  affection  of  the 
past. 

RoscoE  D.  :McMillan,  M.D. 
Red  Springs 


Praise  of  a  colleague  as  good  public  relations. — To 

my  knowledge,  no  doctor  has  ever  hurt  his  o^^ai  repu- 
tation by  publicly  praising  outstanding  work  of  an- 
other doctor.  There  is  reason  to  believe  that  a  little 
more  of  such  justifiable  praise  would  do  much  to 
allay  the  common  misconception  that  medical  men 
are  split  by  wide  personal  differences  and  jealousies. 
— A.  E.  Cardie:  The  New  Look  in  iMedicine,  Minne- 
sota Med.  31:861   (Aug.)   1948. 
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TREATMENT  OF  FRACTURED  FEMURS 

To  the  Editor: 

After  reading  the  article  by  Drs.  Moore 
and  Schafer  on  the  treatment  of  fractured 
femurs  (North  Carolina  M.J.  9:514-519 
(Oct.)  1948) ,  I  would  like  to  report  a  method 
which  I  have  found  satisfactory  for  use  in 
cases  where  it  was  impossible  to  admit  pa- 
tients to  a  hospital  for  treatment.  I  have 
treated  7  cases  of  fracture  of  the  femur  by 
this  method,  with  perfect  results.  The  legs 
were  as  straight  and  long  as  they  were  be- 
fore the  fracture. 

I  learned  of  this  method  in  the  early  part 
of  this  century,  when  we  did  not  have  hos- 
pitals or  plaster  casts.  I  was  called  to  see  a 
fat  girl,  7  years  of  age,  who  had  small  bones.  . 
She  had  broken  her  right  femur  just  above 
the  knee  and  just  below  the  hip  joint.  I  tried 
twice  to  put  the  leg  in  splints,  but  I  could 
tell  that  the  bones  were  not  in  apposition. 
When  I  held  the  thigh  up  so  that  the  knee 
was  bent  in  a  forty-five  degree  angle,  I  could 
see  that  the  bones  dropped  into  good  posi- 
tion. I  found  a  wooden  soap  box,  which  I  cut 
to  fit  her  thigh.  After  putting  a  cloth  on  the 
box,  I  laid  her  leg  on  it.  Later  I  made  a 
frame  to  take  the  place  of  the  soap  box,  and 
I  kept  her  on  this  for  eight  weeks.  Then  I 
had  her  use  crutches  for  a  while.  Her  leg- 
was  just  as  long  and  straight  as  it  was  be- 
fore the  break. 

Later  I  made  an  adjustable  frame  that 
would  fit  most  of  the  cases  I  used  it  on  (fig. 
1).  I  put  a  pad  under  the  knee  and  fastened 
the  thigh  on  the  frame  by  putting  a  bandage 
under  the  thigh,  pulling  the  outside  bandage 
across  the  thigh,  and  fastening  it  to  a  screw 
eye  on  the  inside  of  the  frame ;  then  I  pulled 
the  inside  bandage  across  the  thigh  and  fas- 
tened it  to  a  screw  eye  on  the  outside  of  tne 
frame.  This  holds  the  thigh  as  stationary 
as  a  plaster  cast  will.  The  foreleg  and  foot 
provide  all  the  traction  that  is  needed.  I  left 
the  foreleg  loose  during  the  day,  but  tied  it 
down  at  night  to  keep  it  from  getting  out  of 
place.  When  the  foreleg  is  loose,  the  patient 
can  raise  it  when  the  muscles  in  the  thigh 
contract,  as  they  will  do  for  a  week  or  ten 
days. 

The  patients  treated  by  this  method  did 
not  suffer  very  much  and  did  not  require 
medicine  to  relieve  pain  after  the  first  few 


Figure  1 

days.    One  of  the  patients  was  a  baby  18 
months  old. 

I  never  had  occasion  to  treat  a  fracture 
of  the  hip  joint,  but  I  believe  this  relaxed 
position  would  be  just  as  satisfactory  as  in 
the  treatment  of  the  fractured  femur. 

S.  A.  Wilkins,  Sr.,  M.D. 
Dallas,  N.  C. 
(Just  now  I  am  a  patient  in  the  Veterans 
Hospital,  Ward  3,  Columbia,  S.  C.) 


'      DEATH  CERTIFICATES 

November  19,  1948 
To  the  Editor: 

I  would  appreciate  your  assistance  in 
bringing  to  the  attention  of  the  physicians 
of  North  Carolina  a  matter  of  importance 
to  the  vital  statistics  program  of  our  state 
and  to  the  public  relations  of  the  medical 
profession. 

The  North  Carolina  statutes  require  that 
undertakers  prepare  death  certificates  for 
deceased  persons  whom  they  are  called  upon 
to  inter.  The  undertaker  is  required  to  pre- 
sent the  death  certificate  to  the  attending 
physician  for  signing.  The  law  further 
states  that  no  disposition  of  the  body  shall 
take  place  until  a  signed  death  certificate  has 
been  deposited  with  the  local  registrar  of 
vital  statistics  and  a  burial  permit  has  been 
secured  in  exchange. 

If  this  procedure  were  followed  as  speci- 
fied, practically  all  death  certificates  would 
be  filed  within  twenty-four  hours  after  death 
occurred.  Unfortunately,  the  procedure 
actually  being  followed  in  manj-  cases  is  not 
in  accordance  with  the  law.  The  State  Board 
of  Health  receives  approximately  2500  death 
certificates  monthly.  For  every  three  of 
these  certificates  filed  on  time,  two  others 
are  filed  from  one  to  six  months  or  more 
late.  This  means  that  about  40  per  cent  of 
North   Carolina   death   certificates  are  filed 
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after  the  funeral  of  the  deceased  has  taken 
place. 

The  most  serious  consequence  of  this  state 
of  affairs  is  that  many  certificates  are  neg- 
lected so  long  that  they  are  lost.  Almost 
daily  the  Bureau  of  Vital  Statistics  receives 
requests  for  certified  copies  of  death  certifi- 
cates that  should  have  been  filed  months  ago, 
but  which  have  never  been  received.  The 
families  of  these  individuals  are  thereby 
caused  delaj'  and  inconvenience  in  complet- 
ing various  insurance  and  pension  claims. 
In  addition,  the  vital  statistics  for  the  state 
are  in  error  by  a  considerable  percentage. 

The  Society's  own  Maternal  Welfare  Com- 
mittee, under  its  able  chairman,  Dr.  Frank 
Lock,  has  found  its  continuing  study  of  ma- 
ternal deaths  considerably  handicapped  by 
delays  in  the  filing  of  death  certificates. 

There  are  several  reasons  for  this  situa- 
tion. The  State  Board  of  Health  has  itself 
been  slow  to  take  steps  to  improve  registra- 
tion. Local  registrars  have  not,  in  all  cases, 
been  properly  supervised.  This  latter  prob- 
lem is  being  solved,  to  a  considerable  extent, 
by  transferring  vital  statistics  registration 
to  full-time  county  health  departments  as 
rapidly  as  circumstances  permit.  It  is  ex- 
pected that  at  least  half  of  our  counties  will 
have  health  officer  registrars  in  the  near 
future. 

Two  additional  reasons  for  our  difficulty 
are  that  undertakers  have  been  negligent  in 
following  the  required  procedures  and  that 
physicians  have  not,  in  all  cases,  given  suffi- 
cient attention  to  this  important  matter.  It 
is  this  latter  point  that  we  wish  to  emphasize 
here.  We  receive  frequent  complaints  from 
undertakers  that  they  have  left  certificates 
with  physicians  for  signing  without  prompt 
results,  or  that  they  have  had  to  wait  long 
periods  in  waiting  rooms  before  being  seen. 
If  the  law  were  suddenly  to  be  strictly  en- 
forced so  that  no  funeral  could  take  place 
without  a  death  certificate  having  first  been 
signed,  the  public  relations  of  the  profession 
would  suffer  considerably  in  those  cases 
where  adequate  cooperation  was  not  ex- 
tended to  undertakers. 

In  the  coming  months,  it  is  our  plan  to 
approach  this  problem  from  all  sides  and 
make  an  honest  effort  to  put  North  Carolina 
death  and  birth  registration  back  on  a  basis 
comparable  with  the  best  records  of  other 
states.   To  do  this  we  will  need  the  coopera- 


tion of  all  parties  concerned,  including  every 
North  Carolina  physician. 

Yours  sincerely, 
J.  W.  R.  Norton,  M.D. 
Secretary  and 
State  Health  Officer 


BULLETIN  BOARD 


MINUTES    OF    EXECUTIVE    COMMITTEE 
MEETING 

September  26,  1948 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  in  Raleigh  at 
the  Hotel  Sir  Walter  on  Sunday,  September  26,  1948, 
at  11  a.m.  In  the  absence  of  the  president  of  the 
Society,  the  first  vice  president,  Dr.  Joseph  J.  Combs 
of  Raleigh,  called  the  meeting  to  order  and  presided 
until  the  arrival  of  President  James  F.  Robertson, 
who  had  been  delayed. 

On  instruction  of  the  presiding  officer,  the  execu- 
tive seci'etary  called  the  roll. 
Officers   present: 

President — Dr.  James  F.  Robertson,  Wilmington 
President-Elect — Dr.  G.  Westbrook  Murphy, 

Asheville 
First  Vice   President — Dr.   Joseph   J.    Combs, 

Raleigh 
Second   Vice   President — Dr.   Joseph   A.   Elliott, 

Charlotte 
Executive  Secretary — Mr.  James  T.  Barnes, 
Raleigh 

Councilors: 

First  District — Dr.  Zack  D.  Owens,  Elizabeth  City 
Second  District — Dr.  John  C.  Tayloe,  Washington 
Third  District — Dr.  Donald  B.  Koonce,  Wilmington 
Fourth    District — Dr.    Newsoni    P.    Battle,    Rocky 
Mount   (Called  away  during  meeting  and  re- 
quested Dr.  Tayloe  to  serve  as  proxy.) 
Sixth  District— Dr.  Millard  D.  Hill,  Raleigh 
Seventh  District — Dr.  Elias  Faison,  Charlotte 
Eighth  District — Dr.  James   H.   McNeill,  North 

Wilkesboro 
Ninth  District — Dr.  Irving  E.  Shafer,  Salisbury 
Tenth  District— Dr.  Donald  M.  Mcintosh,  Old  Fort 

Others  present: 

Dr.  V.  K.  Hart,  Chairman  of  Committee  to  develop 
plan    of    prepayment    hospital    and    medical 
service  voluntary  insurance,  Charlotte 
Dr.  John   S.   Rhodes,  Associate   Committeeman, 

Raleigh 
Mr.  E.  B.  Crawford,  Execut-ve  Vice  President  of 
North   Carolina   Hospital    Saving   Association 
(invited  consultant).  Chapel  Hill 
Miss  Mary  Robinson,  Reporter,  Raleigh 
Vice  President  Combs  recognized  Dr.  V.  K.  Hart, 
chairman  of  the  reporting  committee,  and  requested 
that   he   present  his   report   and   direct   discussions. 
The  report  was  tendered  along  with  an  agenda.  Dr. 
Shafer  moved  that  the  committee  proceed  as  per  the 
agenda,  and  the  motion  was  seconded  and  carried. 

Agenda  Item  1.  "Do  you  favor  such  a  system  of 
insurance  as  proposed?"  Dr.  Shafer  moved  that  the 
Executive  Committee  go  on  record  as  favoring  such 
a  system  of  insurance.  The  motion  was  seconded. 

At  this  point,  on  motion  duly  made,  seconded,  and 
carried,  proceedings  were  interrupted  to  hear  from 
Dr.  Battle,  who  suggested  two  things:    (1)   sell  the 
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plan  to  everyone  on  a  ward  basis;  (2)  the  doctor 
would  be  obligated  to  serve  patients  at  'the  prepay- 
ment fee  only  while  in  the  ward. 

Dr.  Hart  stated  that  the  Committee  had  considered 
this  question  and  that  there  were  not  enough  ward 
beds  in  the  state  to  establish  the  plan  on  that  basis. 
Mr.  E.  B.  Crawford  analyzed  a  survey  of  the  total 
hospital  beds  in  the  state  showing  an  average  of 
38  to  10  per  cent  ward  beds.  He  stated  that  the  con- 
sensus of  plans  indicated  it  better  to  establish  the 
program  on  the  basis  of  individual  income  rather 
than  on  accommodation. 

Dr.  Hart  stated  that  after  extensive  discussion  of 
the  whole  basis  of  this  program,  the  committee  felt 
that  it  would  be  in  the  interest  of  simplicity  to  offer 
a  complete  coverage  with  the  one  exception  of  the 
hospital  room;  that  a  minimum  allowance  should  be 
decided  upon;  and  that  the  accommodation  the  pa- 
tient takes  outside  of  such  allowance  should  not 
affect  his  claim. 

The  question  was  called  and  several  voted  "aye." 
Dr.  Battle  voted  "No"  with  an  explanation  that  he 
did  not  exactly  understand  the  question  and  reiter- 
ated that  he  was  in  favor  of  insurance. 

Taking  the  chair.  President  James  F.  Robertson 
presented  Item  2:  "If  so,  do  you  agree  with  the  in- 
come lirackets  as  specified?" 

Dr.  Hart  stated  the  income  brackets  recommended: 
"Total  annual  income  of  $3,000  where  only  one  mem- 
ber of  a  family  is  woiking;  $2, .500  for  a  couple;  and 
$2,000  for  an  individual."  Having-  called  for  discus- 
sion the  president  assumed  the  stated  income  brack- 
ets to  be  approved  in  the  absence  of  discussion  by 
those  present. 

The  president  presented  Item  3:  "Do  you  agree 
with  the  recommendation  that  this  plan  per  se  be 
sold  as  one  package — that  is,  the  medical  and  surgi- 
cal plans  not  be  sold  separately?"  Mr.  Crawford 
was  invited  to  discuss  this  point.  He  stated  that  the 
idea  is  good  of  combining  the  medical  and  surgical 
features  and  presenting  it  as  a  state-wide  program 
with  proper  publicity  of  the  fact  that  the  physicians 
of  the  state  are  supporting  it.  Dr.  Hart  stated  that 
the  medical  representatives  on  the  committee  op- 
posed the  separation  of  the  medical  protective  fea- 
ture of  the  plan  and  expressed  the  sense  that  the 
plan  should  be  an  all-inclusive  one  because  some  of 
the  most  catastrophic  illnesses  are  medical.  He 
stated  that  the  committee  felt  it  would  be  unwise  to 
separate  the  features  in  any  way  and  that  it  should 
be  sold  as  a  iniit  or  not  at  all. 

Dr.  McNeill  moved  that  the  plan  be  sold  as  a  unit. 
The  motion  was  seconded  and  carried. 

The  president  presented  Item  i:  "The  resolutions 
setting  up  this  Committee  and  adopted  by  the  House 
of  Delegates  specified  that  the  plan  have  as  its 
official  operating  agency  the  Hospital  Saving  Asso- 
ciation or  merged  corporation.  Since  there  has  been 
to  date  no  merger,  the  Hospital  Saving  Association 
becomes  the  official  agency.  Should  the  Hospital  Care 
Association  also  be  allowed  to  underwrite  this  pro- 
gram ?  " 

Dr.  Hart  commented  that  the  success  of  the  plan 
depended  upon  the  cooperation  of  doctors,  who  must 
be  satisfied  with  the  plan,  and  expressed  the  view 
that  the  fee  schedule  could  be  underwritten  by  any 
organization,  excepting  that  one  be  the  official 
agency — Hospital  Saving  being  the  logical  agency 
sponsoi'ed  by  the  State  Medical  Society — whose  re- 
sponsibility it  would  be  to  elicit  the  individual  vol- 
untary participation  of  physicians  of  the  state. 
Should  a  nonofficial  agency  adopt  the  schedule,  it 
would  become  a  cash-indemnity  schedule  which  the 
individual  doctor  could  accept  in  whole  or  in  part  in 
settlement  of  his  fee,  or  not  accept  at  all. 


Mr.  Crawford  commented  that  this  medical  service 
program  is  the  only  Blue  Shield  plan  in  the  state, 
and  that  Hospital  Saving,  being  sponsored  by  the 
Society,  can  offer  the  plan  with  the  requisites  of 
sponsorship,  approval,  and  control  by  the  Medical 
Society.  No  other  organization  is  contracted  to  do 
so,  with  the  continuing  authority  of  the  Society  to 
direct  procedures,  make  adjustments  as  required, 
and  have  its  instructions  carried  out.  He  referred  to 
capitalization  established  by  the  Hospital  Saving 
Boaid,  which  obviates  the  necessity  for  physicians 
to  establish  a  specific  buffer  fund,  and  stated  that 
where  the  administering  agency  is  recognized  by  the 
State  Society,  sales  are  facilitated. 

Dr.  Koonce  referred  to  the  limiting  authority  of 
the  House  of  Delegates  resolution  and  it  was  agreed 
tliat  it  limited  the  official  agency  to  the  Hospital 
Saving  Association. 

The  president  referred  to  Item  5:  "Do  you  agree 
with  the  fee  schedule?"  He  made  the  comment 
that  .x-ray  charges  now  being  paid  by  Hospital  Sav- 
ing appro.ximate  those  recently  presented  by  the 
radiology  representative  on  the  Committee;  that  a 
radiologist  may  enter  into  any  contract  of  his  choos- 
ing with  any  hospital  and  that  to  dictate  such  was 
not  within  the  province  of  the  Executive  Commit- 
tee; but  that  such  a  schedule  provides  a  basis  for 
uniformity  of  charges  compatible  with  the  income 
group  insured.  The  president  also  referred  to  pro- 
posed additions  to  the  dermatologic  schedule  as  sub- 
mitted. 

Members  referred  to  inequalities  shown  on  the 
.''chedule  and  to  the  exclusion  of  certain  medical 
emergencies,  as  well  as  exclusion  of  a  fee  during 
the  first  two  days  on  medical  cases.  It  was  agreed 
that  the  discrepancies,  inequalities,  and  additions  in 
and  to  the  fee  schedule  should  be  made  equal  and 
that  this  would  be  done.  As  for  the  two  day  exclu- 
sion, .Ur.  Cra^^•ford  explained  this  was  provided  to 
avoid  a  high  incidence  of  nuisance  admissions  and 
to  protect  the  rate  in  line  with  the  financial  cost. 
The  physician  may  still  charge  the  patient  for  the 
two  days  and  the  policy  will  be  sold  with  that  under- 
standing. It  was  generally  agreed  that  the  type  of 
medical  emergencies  to  be  included  during  the  first 
two  days  should  be  definitely  listed  on  a  schedule 
which  would  accompany  the  policy. 

Dr.  Hill  made  the  following  motion,  which  was 
seconded  by  Dr.  Combs:  RESOLVED  THAT  THE 
Executive  Committee  adopt  the  plan  and  fee  sched- 
ule for  prepaid  medical  insurance  as  written  and 
submitted  by  the  Committee  to  develop  a  plan  of 
prepayment  hospital  and  medical  service  voluntary 
insurance,  and  that  said  committee  be  continued  for 
the  next  three  years  to  guide  and  direct  the  program, 
and  that  any  suggestions  from  members  of  the  Ex- 
ecutive Committee  or  any  other  persons  be  turned 
over  to  the  continuing  committee  for  consideration 
and  action. 

Dr.  JMurphy  discussed  x-ray  fees,  and  particularly 
the  eft'ect  that  the  adoption  of  the  schedule  of  fees 
would  have  on  the  position  of  state  agencies  seeking 
to  establish  ceilings  on  medical  fees.  He  thought 
that  fees  established  should  be  equal  to  or  above 
those  prevailing  for  industrial  cases. 

Dr.  Hart  commented  on  prevailing  Blue  Cross 
fees  for  diagnostic  x-ray  service  and  suggested  that 
the  schedule  compared  favorably  with  those  now 
being  paid  by  Blue  Cross.  ;\Ir.  Cra\\'ford  indicated 
that  the  plan  provided  greater  uniformity  in  x-ray 
charges  than  on  any  other  type  of  service. 

It  was  agreed  that  the  inclusion  of  fees  in  the 
schedule  for  anesthesia  administered  to  hospitalized 
patients  was  proper,  and  that  discrepancies  in  fees 
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for  conditions  treated  by  two  types  of  specialists 
should  be  adjusted  so  as  to  be  equal. 

It  was  agreed  that  derniatologic  eases  treated  in 
the  hospital  should  be  on  the  same  fee  basis  as  med- 
ical cases,  and  that  a  list  of  derniatologic  conditions 
to  be  included  for  the  first  two  days  of  treatment 
should  be  made.  Dermatological  surgery  performed 
in  the  office  would  not  be  excluded. 

There  was  a  prolonged  discussion  of  the  question 
whether  to  include  x-ray  therapy  in  the  schedule  in 
connection  with  malignancies.  It  was  the  consensus 
of  views  that  the  subject  required  further  study  and 
action  by  the  reporting  committee. 

Following  a  recess  for  lunch,  the  president  pre- 
sented Item  6:  "Do  you  think  this  plan  should  be 
binding  either  on  the  Hospital  Saving  Association 
or  on  the  participating  doctors  for  more  than  one 
year?  At  the  end  of  this  time,  should  any  needed 
changes  because  of  the  inflationary  period  in  which 
we  find  ourselves  be  left  to  the  officials  of  Hospital 
Saving  and  the  present  committee,  subject  to  the 
approval  of  the  Executive  Committe  of  the  State 
Society?" 

Dr.  McNeill  made  the  motion,  seconded  by  Dr. 
Tayloe,  and  unanimously  carried:  "RESOLVED  that 
the  plan  be  adopted  for  one  year,  subject  to  the 
changes  that  may  be  agreed  upon  by  the  committee." 

The  president  presented  Item  7:  "There  should  be 
a  Fee  Committee  to  set  fees  that  are  questionable 
or  difficult  to  classify.  Thus  some  fees  are  left  on 
the  schedule  as  'Individual  Consideration.'  This 
should  be  a  small,  readily  assembled  committee  of 
one  medical  man  and  two  surgeons  from  the  Greens- 
boro-Chapel Hill-Raleigh-Durham  area.  How  do  you 
wish  such  a  committee  selected  ?  Appointed  by  the 
president  ?   Not  members  of  this  committee." 

Dr.  Shafer  moved  that  there  be  a  Fee  Committee: 
the  motion  was  duly  seconded  and  carried. 

The  president  raised  the  question  of  how  to  select 
the  committee.  Dr.  Koonce  moved  that  it  be  ap- 
pointed by  the  president,  with  the  advice  of  Dr. 
Hart;  this  motion  was  seconded  by  Dr.  Tayloe  and 
carried. 

The  president  presented  Item  8:  "Do  you  agree 
that  the  Executive  Committee  should  hear  and  arbi- 
trate disputes  arising  from  the  execution  of  this 
plan?" 

Dr.  Hart  referred  to  the  balance  of  the  Executive 
Committee,  its  medical  and  surgical  representatives, 
and  its  position  as  the  official  organ  of  the  Society. 
Dr.  Elliott  made  a  motion,  seconded  by  Dr.  Shafer: 
"RESOLVED  that  the  Executive  Committee  be 
designated  to  hear  and  arbitrate  disputes  that  may 
arise  resulting  from  the  plan."  The  motion  was 
carried. 

The  president  presented  Item  9:  "What  do  you 
think  about  appropriate  publicity  for  this  plan? 
This  could  be  very  helpful  in  our  public  relations. 
If  approved,  (a)  through  the  Secretary's  Office,  (b) 
through  the  public  relations  department  of  Hospital 
Saving  (c)  both  (d)  how  to  finance?  This  plan 
should  be  brought  to  the  attention  of  state  em- 
ployers." 

Dr.  Hart  commented  that  when  the  plan  is  in- 
augurated there  should  be  publicity  about  it,  and 
that  while  the  doctor  in  his  office  would  become  the 
best  publicity  agent,  there  should  be  some  initial 
publicity. 

The  president  felt  that  the  Public  Relations  Com- 
mittee's Speakers  Bureau  and  the  Rural  Health 
Committee's  county  health  councils  would  be  a 
means  of  publicizing  the  plan.  Dr.  Murphy  moved 
that  publicity  for  the  plan  be  left  to  the  Public 
Relations  Committee;  the  motion  was  seconded  by 
Dr.  Elliott  and  carried. 


Dr.  Hart  referred  to  the  desire  of  the  Polio  Foun- 
dation and  the  State  Department  of  Vocational  Re- 
habilitation for  copies  of  the  fee  schedule.  Dr. 
Koonce  moved  that  a  copy  of  the  fee  schedule  be 
sent  to  the  State  Director  of  the  National  Founda- 
tion for  Infantile  Paralysis  as  a  guide  in  paying  for 
the  treatment  of  poliomyelitis  cases.  The  motion  was 
seconded  by  Dr.  Alclntosh  and  carried. 

Dr.  Hart  reported  that  the  committee  preferred 
to  recommend  that  a  fixed  payment  for  the  hospital 
room  be  established,  and  that  where  there  was  a 
dift'erence  in  this  payment  and  the  rate  of  an  oc- 
cupied accommodation,  the  patient  pay  that  dift'er- 
ence. The  question  was  raised  as  to  what  fixed  rate 
would  nearest  meet  the  varied  costs  of  a  ward  bed 
and,  under  this  plan,  constitute  complete  coverage. 
A  basic  room  rate  of  $5.00  was  suggested — the  ward 
rate  to  be  paid  in  any  event — applicable  to  all  ac- 
commodations. The  ultimate  aim  in  Blue  Cross  is  to 
offer  accommodation.  Mr.  Crawford  inquired  whether 
it  was  permissible  to  add  this  medical  and  surgical 
program  to  the  present  hospital  coverage.  Discus- 
sion ensued  as  to  the  relationship  of  the  established 
income  brackets  of  the  medical-surgical  plan  to  the 
hospital  coverage  of  other  plans  sold  and  to  be  sold 
by  the  Hospital  Saving  Association. 

President  Robertson  explained  that  where  the 
medical-surgical  plan  is  sold  to  the  higher  income 
group  it  would  be  sold  as  indemnity  rather  than 
complete  coverage,  and  that  this  would  obviate  the 
separation  of  individuals  in  the  sales  procedure  to 
combined  employer-employee  gi'oups. 

Mr.  CraA\'ford  pointed  to  the  difficulty  of  restrict- 
ing sales  to  certain  income  groups,  because  of  the 
constant  change  in  the  income  level  of  the  individ- 
ual. He  agreed  that  individual  income  could  be  certi- 
fied at  the  initial  sale,  and  said  that  a  statement  of 
income  should  be  obtained  each  time  the  insured 
comes  for  seiwice. 

Members  seriously  questioned  the  burden  of  the 
latter  procedure.  After  the  conditions  of  the  pro- 
posed insurance  policy  were  read.  Dr.  Murphy  sug- 
gested its  amendment  to  include  a  positive  state- 
ment that,  if  the  income  of  the  insured  exceeds  the 
limits  specified,  the  participating  physicians  do  not 
aeree  to  accent  the  stipulated  fee  in  full  settlement 
of  service.  This  conclusion  was  generally  agreed 
upon. 

Dr.  Elliott  moved  that  the  Executive  Committee 
approve  the  suggestion  that  the  Hospital  Saving 
Association  provide  ward  coverage  or  $5.00  toward 
any  other  tyne  of  accommodation.  The  motion  was 
seconded  by  Dr.  McNeill  and  carried. 

President  Robertson  raised  the  question  of  the 
merger  of  the  two  hospital  insurance  associations 
and  requested  the  reading  of  a  letter  dated  Septem- 
ber 22,  1948,  directed  to  Dr.  Robertson  by  Dr.  George 
L.  Carrington.  chairman  of  the  Society's  Committee 
on  I\Ierger.  The  letter  was  read  and  considered  in 
part  as  follows:  "Both  the  Hospital  Care  Associa- 
tion and  the  i\Iedical  Society  have  approved  the 
merger  plan  submitted  to  them,  but  the  Hospital 
Saving  Association  has  still  failed  to  do  so."  Presi- 
dent Robertson  asked  ]\Ir.  Crawford  to  give  the 
views  of  the  Hospital  Saving  Association.  Mr.  Craw- 
ford presented  a  resolution  passed  by  the  Board  of 
Trustees  of  the  Hospital  Saving  Association  on  May 
27,  1948.  The  resolution  referred  to  resolutions  of 
the  Medical  Society  adopted  on  May  3,  1948,  look- 
ing' toward  a  merger  of  the  Hospital  Saving  and 
Hospital  Care  Associations,  and  to  a  similar  resolu- 
tion approved  by  the  trustees  of  the  North  Carolina 
Hospital  Association,  and  then  expressed  its  own 
resolves,  "as  being  extremely  sjmipathetic  with  said 
resolutions  .  .  .  convinced  that  there  should  be  only 
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one  Blue  Cross  approved  plan  operating  in  the  state 
.  .  .  Board  of  Trustees  will  consider  any  proposal  of 
merger,  the  results  of  which  will  insure  an  organi- 
zation which  is  organized  on  and  committed  to  Blue 
Cross  principles  and  having  a  board  structure  com- 
posed of  an  equal  number  of  representatives  each  of 
the  Medical  Society,  the  Hospital  Association,  and 
the  public  at  large,  and  geographically  representing 
all  areas  of  the  State  .  .  .  will  continue  to  cooperate 
further  with  any  efforts  of  the  North  Carolina  Med- 
ical Society,  the  North  Carolina  Hospital  Associa- 
tion, Inc.,  looking  towards  merger  of  these  two 
Associations."  The  resolution  referred  to  a  letter 
of  May  24,  1948,  received  from  Hospital  Care  indi- 
cating that  its  Board  of  Directors  had  not  considered 
the  action  of  the  Medical  Society  and  the  trustees  of 
the  Hospital  Association  and  "that  there  are  numer- 
ous points  other  than  board  structure  to  be  discussed 
and  agreed  upon  before  the  merger  committee  of 
Hospital  Care  would  likely  make  recommendations 
to  the  Board  of  Directors  of  the  Hospital  Care  As- 
sociation, Inc.,  regarding  merger,"  etc.  Mr.  Craw- 
ford stated  that  a  copy  of  this  resolution  was  sent 
to  the  chairman  of  the  Medical  Society's  Committee 
on  Merger. 

Dr.  Hart  reviewed  the  history  of  the  merger  move- 
ment, particularly  of  the  survey  and  report  of  a  con- 
joint merger  committee  designated  by  the  two  As- 
sociations, accepted  in  principle  by  Hospital  Sav- 
ing but  declined  by  Hospital  Care.  Discussion  en- 
sued and  the  points  at  issue  were:  (1)  the  structure 
of  the  merged  board  and  authority  for  appointing 
the  board  democratically  and  equally  representing 
the  Medical  Society,  the  Hospital  Association,  the 
public,  and  geographically,  the  state;  and  (2)  adher- 
ence to  the  service  agreement  of  Blue  Cross,  as 
against  cash  indemnity.  No  formal  action  was  taken 
on  the  questions  involved. 

At  Dr.  Hill's  request  a  report  of  the  Rural  Health 
Committee  was  read,  which  involved  an  agreement 
reached  by  the  committee  and  the  North  Carolina 
Good  Health  Association  relative  to  organizing  rural 
health  councils  in  certain  pilot  counties,  largely  to 
be  financed  by  a  $5,000  General  Education  Board 
grant  through  the  president  of  the  State  University. 
The  renort  recommended  that  the  Society  join  the 
Good  Health  Association  in  underwriting  an  addi- 
tional $1,000  each  in  support  of  the  program  for  one 
year,  if  needed,  in  the  employment  of  a  qualified 
rural  health  worker. 

Dr.  McNeill  moved  that  $1,000  be  appropriated 
for  the  rural  health  worker.  The  motion  was  sec- 
onded by  Dr.  Koonce  and  unanimously  carried. 

There  being  no  further  business,  the  Committee 
adjourned. 


News  Notes  from  the  State  Board  of 
Health 

The  seventy-sixth  annual  meeting  of  the  American 
Public  Health  Association  was  held  in  Boston,  No- 
vember 8  through  12.  Dr.  E.  G.  McGavran,  of  Chapel 
Hill,  is  a  member  of  the  executive  board  of  the 
Association,  and  Miss  Helen  Martikainen,  of  the 
North  Carolina  State  Board  of  Health,  presided  over 
one  of  the  important  meetines  of  the  Public  Health 
Education  Section.  Dr.  J.  W.  R.  Norton,  State  Health 
Officer,  was  elected  vice  president  of  the  Harvard 
School  of  Public  Health  Alumni  Association.  Dr. 
Ivan  M.  Procter.  Director  of  Cancer  Control  for  the 
State  Board  of  Health,  outlined  North  Carolina's 
cancer  detection  progi'ani. 


On  March  1,  1948,  the  Division  of  Cancer  Control 
of  the  North  Carolina  State  Board  of  Health  was 
activated.  Since  then,  three  Cancer  Centers  have 
been  established  and  are  operating  smoothly.  A  Can- 
cer Center  consists  of  a  Detection  Clinic  with  a  staff 
of  four  medical  examiners,  and  a  Diagnostic-Man- 
agement Clinic  with  a  staff  of  six  specialists. 

The  first  center  was  established  in  New  Hanover 
County,  at  Wilmington,  on  April  27.  The  director  is 
Dr.  Donald  B.  Koonce.  The  second  was  opened  in 
Buncombe  County  at  Asheville  on  July  15,  with  Dr. 
E.  D.  Peasley  as  director.  The  third  was  opened  in 
Foi'syth  County,  at  Winston-Salem,  on  July  21,  with 
Dr.  James  F.  Marshall  as  its  director. 

Each  of  the  Detection  Clinics  examines  thirty  to 
forty  applicants  in  a  two-hour  period,  one  day  each 
week.  Any  person  who  is  found  to  have  a  suspicious 
lesion  is  referred  to  the  Diagnostic-Management 
Clinic,  where  his  case  is  thoroughly  studied  by  a 
staff  of  specialists.  These  specialists  make  a  com- 
plete diagnosis  and  recommend  modern  and  adequate 
ti'eatment  and  management  for  the  patient.  The  final 
diagnosis  and  recommendations  are  sent  by  letter 
to  the  patient's  personal  physician.  Approximately 
25  per  cent  of  those  examined  in  the  Detection  Clinic 
are  referred  to  the  Diagnostic  Clinic. 

No  treatment  is  carried  out  in  the  Clinic.  All  those 
who  are  found  in  need  of  treatment,  whether  for 
cancer  or  another  ailment,  are  referred  back  to  their 
family  or  personal  physicians  for  treatment. 

Any  citizen  of  North  Carolina,  without  regard  to 
race,  color,  creed  or  economic  circumstances,  may 
be  admitted  to  the  Clinics  for  examination.  For  the 
sake  of  a  speedy  survey  of  a  relatively  large  num- 
ber of  citizens  most  liable  to  have  cancer,  only  men 
and  women  40  years  of  age  or  older  are  admitted  to 
the  Detection  Clinics.  Patients  admitted  to  the  Diag- 
nostic Clinic  consist  of  those  in  whom  a  so-called 
"suspicious"  lesion  or  condition  is  found  in  the  De- 
tection Clinic,  or  any  person,  of  any  age,  who  has 
any  one  of  the  Seven  Danger  Signals  listed  by  the 
American  Cancer  Society.  Cases  studied  in  the  Diag- 
nostic Clinic  must  be  referred  by  a  physician — a 
nrivate  practitioner,  a  Detection  Clinic  examiner,  a 
local  health  officer — or  a  welfare  officer. 

A  survey  of  the  work  done  by  three  Cancer  Cen- 
ters, operating  an  average  of  three  and  a  half 
month.-;,  reveals  that  1277  citizens  were  examined  in 
the  three  Detection  Clinics.  More  than  half  (54  per 
cent)  of  these  revealed  disease  of  one  form  or  an- 
other which  indicated  the  advisability  of  medical  at- 
tention. Six  hundred  and  eighty-eight  were  referred 
to  their  family  physicians  for  treatment  and  advice. 
Three  hundred  and  forty-nine,  or  approximately  one 
out  of  every  four  Detection  Center  examinees,  were 
referred  to  the  Diagnostic  Clinic  for  complete  ex- 
amination. Seventy-six  of  this  number  were  found 
to  have  cancer.  That  represents  more  than  6  per  cent 
of  the  total  number  examined,  and  twelve  times  the 
average  found  in  Detection  Clinics  throughout  the 
nation. 

The  total  number  of  diphtheria  cases  renorted  for 
the  first  four  months  of  the  current  dinhtheria  sea- 
son now  stands  at  127.  The  total  of  127  cases  for 
the  current  season,  to  date,  for  1948  compares  fav- 
orablv  with  the  total  for  the  same  period  last  year 
of  180  cases.  There  is  a  possibility  that  1948  will 
<;how  a  record  low  total  for  diphtheria  incidence. 
This  disease  has  undergone  a  spectacular  decline  in 
the  last  twenty  years.  This  decline  has  been  due 
almost  exclusively  to  the  use  of  diphtheria  toxoid 
by  physicians  and  health  departments  to  immunize 
children. 
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News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Scientists  engaged  in  tuberculosis  research  in  all 
parts  of  the  world  are  being  supplied  with  standard 
strains  of  the  tubercle  bacillus  through  a  Culture 
Bank  maintained  by  the  National  Tuberculosis  Asso- 
ciation at  the  Trudeau  Laboratory,  of  Trudeau 
Sanatorium,  Trudeau,  N.  Y. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

The  North  Carolina  Medical  Postgraduate  Course, 
sponsored  by  the  Duke  University  School  of  Medi- 
cine, will  be  held  March  21-24.  Dr.  William  M. 
Nicholson,  associate  professor  of  medicine  at  Duke, 
is  in  charge  of  arrangements.  Further  details  of  the 
meeting  will  be  announced  later. 


News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  Virgil  H.  Moon,  pi'ofessor  emeritus  of  pathol- 
ogy, Jefferson  Medical  College,  Philadelphia,  has 
been  appointed  visiting  professor  of  pathology  at 
the  Bowman  Gray  School  of  Medicine.  He  will  assist 
Dr.  Robert  P.  Morehead,  director  of  the  department, 
in  the  reorganization  and  teaching  of  classes  in 
pathology.  Dr.  Moon,  who  was  professor  at  .Jeffer- 
son for  twenty-one  years  prior  to  his  retirement, 
has  done  outstanding  research  in  the  field  of  shock 
and  has  published  two  books  on  the  subject. 

Dr.  C.  C.  Carpenter,  dean,  was  elected  vice  presi- 
dent of  the  Association  of  American  Medical  Col- 
leges at  the  annual  meeting  held  at  White  Sulphur 
Springs. 

Dr.  Lloyd  J.  Thompson,  head  of  the  department 
of  neuropsychiatry,  was  elected  president  of  the 
North  Carolina  Neuropsychiatric  Association  at  a 
meeting  in  Raleigh  on  November  19. 


Dr.  Paul  F.  Whitaker  of  Kinston,  governor  for 
North  Carolina  of  the  American  College  of  Physi- 
cians and  past  president  of  the  North  Carolina 
Medical  Society,  delivered  the  commencement  ad- 
dress when  38  students  graduated  from  the  Bowman 
Grav  School  of  Medicine  on  December  19.  Dr.  Harold 
W.  Tribble,  president  of  the  Andover  Newton  Theo- 
logical Seminary  at  Andover,  Massachusetts,  de- 
livered the  commencement  sermon. 


Thomas  A.  Will,  senior,  of  New  Baltimore,  Penn- 
sylvania, was  elected  president  and  Dr.  David  Cayer, 
assistant  professor  of  internal  medicine,  was  elected 
secretary  of  the  Beta  chapter  of  Alpha  Omega 
Alpha,  honor  medical  society,  following  installation 
of  the  chapter  at  Bowman  Gray  on  November  19. 
Initiates  included  six  senior  students,  fifteen  alumni, 
and  nine  faculty  members.  Dr.  Walter  L.  Bierring 
of  Des  Moines,  Iowa,  national  president,  conferred 
the  charter,  and  Dr.  Wilburt  C.  Davison  of  the  Duke 
University  School  of  Medicine  delivered  the  princi- 
pal address  for  the  exercises. 


Dr.  Howard  H.  Bradshaw,  professor  of  surgery, 
has  been  elected  a  member  of  the  board  of  governors 
of  the  American  College  of  Surgeons.  His  term  on 
the  board  vdll  end  with  the  annual  meeting  in  19.51. 


Dr.  Hans  Selye,  professor  and  director  of  the 
Institute  of  Experimental  Medicine  and  Surgery  of 
the  University  of  Montreal.  Canada,  was  speaker 
at  the  meeting  of  the  Bowman  Gray  Medical  Society 
on  November  8.  His  subject  was  "The  General 
Adaptation  Syndrome  and  the  Diseases  of  .\dapta- 
tion." 


Plans  have  been  completed  for  a  new  four-storv 
addition  to  Duke  University's  medical  research  build- 
ing. The  addition  will  be  40  by  80  ft.  in  size  and  will 
be  of  the  same  brick,  fire-proof  construction  as  the 
medical  research  building.  It  will  be  added  at  the 
rear  on  the  north  side  of  the  present  structure. 
Estimated  cost  of  the  wing  is  $120,000,  including 
services  and  eouipment.  The  cost  is  being  born^  by 
sources  other  than  university  funds. 

This  new  snace  for  research  work  will  enable  the 
medical  school  and  hospital  to  exnand  their  research 
prnp-ram.  financed  Inra'ely  through  outside  erants. 
Additions!  snace  will  be  provided  for  research  nvo- 
jects  in  the  departments  of  medicine,  surgery,  physi- 
ology and  physiological  chemistry. 

:;:  *  *  ':• 

Mis':  Marv  C.  Sinedeton.  clinical  supervisor  in  the 
phvsical  therapy  division  at  Duke  Hospital,  is  being 
lent  to  the  State  Board  of  Health  for  a  six-month 
period.  In  serving  the  board  as  consultant  in  physi- 
cal therapv.  Miss  Sineleton's  work  will  be  concerned 
with  oreanizational  planning.  Miss  Sineleton  began 
her  work  with  the  State  Board  November  15. 

The  resident  training  prosTams  in  neurosurfferv 
and  p]5)«tic  sura-erv  at  the  Duke  University  School 
of  Medicine  and  Duke  Hospital  have  been  approved 
by  the  American  College  of  Surgeons. 


Watts  Hospital  Symposium 

The  Sixth  Annual  Watts  Hospital  IMedical  and 
Surgical  Symposium  will  be  held  in  Durham  on 
Wednesday  and  Thursday.  February  16  and  17,  1949. 
The  program  will  be  published  in  the  January  issue 
of  the  North  Carolina  Medical  Journal. 


American  College  of  Physicians 
Regional  Meeting 

A  regional  meeting  of  the  American  College  of 
Physicians  for  North  Carolina  was  held  at  the  Duke 
University  Hospital  in  Durham  on  December  .3.  Dr. 
Edward  McG.  Hedgpeth  of  Chapel  Hill  was  chair- 
man of  the  program  committee,  and  Dr.  J.  Lamar 
Callaway  of  Durham  was  chairman  of  local  arrange- 
ments. 

Speakers  for  the  afternoon  session  were  Drs. 
Monroe  T.  Gilmour  and  Horace  H.  Hodges  of  Char- 
lotte; Drs.  David  T.  Smith,  Wiley  D.  Forbus,  H.  Lee 
Howard,  R.  Wayne  Rundles,  Leland  D.  Stoddard, 
and  I.  H.  Manning,  Jr.,  of  Durham;  Dr.  A.  T.  Miller, 
Jr.,  of  Chapel  Hill,  Dr.  Arthur  J.  Freedman  of 
Greensboro,  and  Dr.  K.  D.  Weeks  of  Rocky  Mount. 
Dr.  Walter  W.  Palmer  of  New  York,  president  of 
the  American  College  of  Physicians,  and  Mr.  E.  R. 
Loveland  of  Philadelphia,  executive  secretary,  were 
guests  at  the  informal  dinner  held  at  the  Washing- 
ton Duke  Hotel  at  7  p.m.  Dr.  Paul  F.  Whitaker  of 
Kinston,  governor  for  North  Carolina,  was  toast- 
master. 
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Unveiling  of  Dr.  McCain's  Portrait  ' 

The  portrait  of  Dr.  Paul  P.  McCain  which  was 
presented  to  the  State  Tuberculosis  Sanatorium  by 
the  Medical  Society  of  the  State  of  North  Carolina 
was  unveiled  in  a  ceremony  held  at  the  Sanatorium 
at  McCain  on  December  7.  Speakers  at  the  luncheon 
which  preceded  the  unveiling  were  Dr.  E.  T.  Blom- 
quist  of  Washington,  D.  C,  and  Mr.  Charles  Cannon 
of  Kannapolis.  Justice  Wiley  Rutledge  of  the  United 
States  Supreme  Court  paid  tribute  to  Dr.  McCain 
at  the  unveiling  exercises.  Dr.  Paul  F.  Whitaker  of 
Kinston,  chaiiman  of  the  McCain  Memorial  Com- 
mittee, presented  the  portrait  to  the  Sanatorium, 
and  Dr.  Paul  H.  Ringer  of  Asheville  accepted  it  in 
behalf  of  the  board  of  directors  of  the  State  Sana- 
toria. 


Community  Hospital  of  Wilmington 

At  a  recent  meeting  of  the  Medical  Staff  of  Com- 
munity Hospital  of  Wilmington,  the  following  of- 
ficers were  elected  for  the  ensuing  year:  H.  A. 
Eaton,  M.D.,  chief  of  staff;  R.  T.  Sinclair,  M.D., 
assistant  chief  of  staff;  D.  C.  Roane,  M.D.,  secretary, 
it  has  been  announced  by  Frank  B.  Adair,  adminis- 
trator. 

Community  Hospital  is  North  Carolina's  second 
largest  for  Negroes,  and  is  affiliated  with  the  Duke 
Endowment.  The  entire  staff  pledged  renewed,  un- 
compromising support  to  the  efforts  of  the  Board  of 
Trustees  to  achieve  the  highest  ratings  offered  by 
the  American  College  of  Surgeons  and  the  American 
Medical  Association. 

"It  is  significant  that  more  than  half  the  number 
of  physicians  and  surgeons  in  the  city  of  Wilming- 
ton who  have  successfully  passed  American  Spec- 
ialty Boards  are  now  members  of  our  staff,"  Mr. 
Adair  stated  in  commenting  on  the  caliber  of  medi- 
cal service  rendered  at  Community  Hospital. 

The  loster  of  medical  staff  members  follows: — 
Consultants:  H.  A.  Codington,  M.D.,  F.  W.  Avant, 
M.D.,  and  R.  B.  Hare,  M.D.  Medical  Service:  E,  G. 
Goodman,  M.D.,  S.  J.  Gray,  M.D.,  J,  W.  Dickie,  M.D., 
and  S.  E.  Warshauer,  M.D.,  Chief.  Surgery:  H.  A. 
Eaton,  M.D.,  L.  W.  Upperman,  M.D.,  and  W.  C. 
Mebane,  M.D.,  Chief.  Obstetrics  and  Gvnecologv:  W. 
S.  Dosher,  M.D.,  D.  C.  Roane,  M.D.,  and  J.  B.  Louns- 
burv,  M.D.,  Chief.  Pediatrics:  J.  C.  Knox,  M.D.,  and 
A.  McR  Crouch,  Jr.,  M.D.,  Chief.  Eye,  Ear,  Nose  and 
Throat:  P.  A.  Black.  M.D.,  and  J.  D.  Freeman,  M.D. 
Dentistry:  S.  R.  Rosemond,  D.D.S.  Roentgenology: 
R.  T.  Sinclair,  M.D.  Orthopedics:  W.  J.  Wil.son,  M.D. 
Courtesy  Staff:  W.  J.  Wheeler,  M.D. 


Southeastern  Allergy  Association 

The  fourth  annual  meeting  of  the  Southeastern 
Allergy  Association  will  be  held  at  the  Washington- 
Duke  Hotel  in  Durham,  on  Saturday  and  Sunday. 
January  22  and  23,  1949. 

Dr.  George  Rockwell,  president  of  the  American 
College  of  Allergists,  and  Dr.  Walter  Winkenwerder. 
president  of  the  American  Academy  of  Allergy,  are 
to  be  the  guest  speakers.  There  will  be  a  panel  on 
"Infectious  Asthmas"  headed  by  Dr.  Oscar  Swine- 
ford  and  a  panel  on  "Food  Allergies"  headed  by 
Dr.  Hal  Davison.  Saturday  noon  there  will  be  an  in- 
formal luncheon  for  members.  .Saturday  night  there 
will  he  the  regular  banquet,  to  be  held  at  the  Wash- 
ington-Duke Hotel. 

Hotel  reservations  should  be  made  directly  with 
the  hotel,  and  it  is  suggested  that  this  be  done  early. 
Dr.  Katherine  B.  Maclnnis,  1515  Bull  St.,  Columliia, 
S.  C.  is  secretary  of  the  Association. 


Carteret  County  Medical  Society 

The  regular  monthly  meeting  of  the  Carteret 
County  Medical  Society  was  held  at  the  Morehead 
City  Hospital  on  November  8.  This  was  a  supper 
meeting,  the  hospital  acting  as  host. 

The  guest  speaker  was  Dr.  Robert  N.  Creadick  of 
the  Obstetric  Department  of  Duke  Hospital.  His 
subject  was  "Obstetrical  Complications,  and  How  to 
Treat  Them."  Every  member  of  the  Society  was 
present. 

Dr.  Ennett  made  a  motion  that,  for  the  December 
meeting,  the  Society  invite  Drs.  J.  W.  Roy  Norton, 
State  Health  Officer,  J.  F.  Robertson,  president  of 
the  North  Carolina  Medical  Society,  and  Roscoe  D. 
McMillan,  secretai-y  of  the  North  Carolina  Medical 
Society,  as  guest  speakers.  The  motion  was  unani- 
mously carried. 

Dr.  J.  W.  Morris  of  Morehead  City  is  president  of 
the  Society,  Dr.  F.  E.  Hyde  of  Beaufort  is  secretary, 
and  Dr.  N.  T.  Ennett  of  Beaufort  is  corresponding 
secretary. 


Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  held  a  dinner 
meeting-  in  Lincolnton  on  November  29.  Sneakers 
were  Dr.  E.  H.  Ellinwood  and  Dr.  Barnes  Woodhall. 


D.4VIDS0N  County  Medical  Society 

Dr.  Jean  D.  Craven  of  Lexington  was  elected 
president  of  the  Davidson  County  Medical  Society 
at  a  meeting  held  in  Lexington  on  December  1.  She 
succeeds  Di-.  P.  M.  Sherrill  of  Thomasville.  Dr.  R.  L. 
McDonald  of  Thomasville  was  elected  vice  president, 
and  Dr.  .1.  R.  Terrv  of  Lexington  was  re-elected  sec- 
retary. Dr.  Sherrill  was  named  delegate  to  the  State 
Medical  Society,  with  Dr.  Terry  as  alternate. 

Dr.  -J.  A.  Smith  of  Lexington  was  voted  an  honor- 
ary member  for  life. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  Charles  M.  Norfleet  of  Winston-Salem  and 
Dr.  H.  B.  Grant  of  Rocky  Mount  were  speakers  at 
the  November  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
November  10.  Dr.  John  A.  Lineberry,  health  officer 
in  Tarboro,  was  elected  to  membership  in  the  society. 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Fors^'i:h  County  Medical 
Society  was  held  in  Winston-Salem  on  November  9. 
riv.  A.  E.  Rakoff  of  Philadelphia  snoke  on  "The 
Treatment  of  Functional  Menstrual  Disorders." 


Halifax  County  Medical  Society 

The  Halifax  County  Medical  Society  heard  Dr. 
:\lildred  Schram  of  the  State  Board  of  Health  dis- 
cuss "Cancer  Detection  and  Control  Programs"  at 
it^s  Nnvemb'^r  meeting,  held  in  Roanoke  Rapids  on 
November  19. 


Wake  County  Medical  Society 

Dr.  Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  was  guest  speaker  at 
a  dinner  meeting  of  the  Wake  County  Medical  So- 
ciety, held  in  Raleigh  on  December  9. 
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News  Notes 

Dr.  Donald  U.  Mcintosh,  Sr.  of  Old  Fort,  coun- 
cilor of  the  Tenth  District,  died  recently.  Dr.  W.  A. 
Sams  of  Marshall  was  named  councilor  in  his  place. 

Dr.  Robert  L.  McGee  of  Raleigh  died  of  poliomye- 
litis on  November  11. 

The  following  North  Carolina  doctors  are  initiates 
of  the  American  College  of  Surgeons  for  1948: 

Stanley    S.    Atkins Asheville 

J.  Samuel  Blair  Gastonia 

John  P.  Bond  Gastonia 

Everett  I.  Bugg,  Jr , Durham 

John  C.  Burwell,  Jr.  Greensboro 

James    H.    Cherry Asheville 

James  A.  Crowell  Charlotte 

William  A.  Farmer Fayetteville 

William   A.   Graham   Durham 

Gabel  G.  Himmelwright  Washingtou 

Maurice   L.   LeBauer  Greensboro 

J.  Walter  Neal  Raleigh 

Robert  T.   Odom  Winston-Salem 

Zack  D.  Owens Elizabeth  City 

William  L.  Patman Greensboro 

Hubert  C.  Patterson Durham 

Ralph  J.  Plyler Salisbury 

John  F.  Register  - Greensboro 

Horace   G.   Strickland   Greensboro 

J.  Dent  Summers  Hickory 

Thomas  D.  Tyson,  Jr High  Point 

James  D.  Whaley  Hickory 

Claude  T.  Whittington  Greensboro 

Dr.  Robert  L.  Vann  has  opened  offices  for  the 
general  practice  of  medicine  in  Statesville. 

Dr.  Kenneth  M.  Cheek  has  begun  the  practice  of 
internal  medicine  in  High  Point. 

Dr.  J.  A.  Smith  of  Lexington  and  Dr.  Ambler 
Speight  of  Rocky  Mount  have  announced  their  re- 
tirement from  practice. 


Corrections  for  the  Directory 

The  following  corrections  should  be  made  in  the 
alphabetical  list  and  roster  of  fellows  which  ap- 
peared in  the  supplement  to  the  August  issue: 

Dr.  J.  D.  Dowling,  Jr.,  of  Mount  Olive — School 
should  be  listed  as  Washington  University  instead 
of  George  Washington  University. 

Dr.  Preston  Nowlin  of  Charlotte — Specialty  should 
be  U  rather  than  S. 


The  National  Foundation  for  Infantile 
Paralysis,  inc. 

Postgraduate  fellowships  in  the  fields  of  research, 
physical  medicine,  and  public  health  are  now  avail- 
able through  the  National  Foundation  for  Infantile 
Paralysis.  Application  may  be  made  to  the  National 
Foundation  for  Infantile  Paralysis,  120  Broadway. 
New  York  5,  New  Y'ork,  at  any  time  during  the  year. 
Selection  of  candidates  \vi\\  be  made  on  a  competi- 
tive basis  by  committees  composed  of  specialists  in 
each  field.  Awards  are  based  on  the  individual  need 
of  each  applicant. 


Atlanta  Graduate  Medical  Assembly 

The  annual  Atlanta  Graduate  Medical  Assembly 
will  be  held  in  Atlanta,  Georgia,  January  24-2G.  A 
list  of  speakers  and  full  information  concerning 
registi-ation  and  hotel  reservations  appear  in  the 
advertising  section.  Drs.  E.  C.  Hamblen  and  Walter 
Kempner  of  the  Duke  University  School  of  Medicine 
are  among  the  guest  speakers. 


News  Notes  from  the  American  Medical 
Association 

Medical  Public  Relations  Conference 

Two  hundred  and  forty  medical  public  relations 
leaders  from  all  parts  of  the  United  States  packed 
the  sessions  of  the  first  National  Medical  Public 
Relations  Conference,  which  was  held  during  the 
Interim  Session  of  the  American  Medical  Association 
ending  December  .3.  The  theme  of  the  conference, 
which  was  sponsored  by  the  A.M.A.,  was  "'Common 
Targets  in  Medical  Public  Relations."  Representa- 
tives from  state  medical  associations  in  forty-three 
states  and  Hawaii  attended.  They  included  presi- 
dents, executive  secretaries,  public  relations  direct- 
ors, and  chairmen  of  public  relations  committees. 


American  College  of  Surgeons 

At  the  annual  meeting  of  the  Governors  and  Fel- 
lows of  the  American  College  of  Surgeons  held  in 
the  Ballroom  of  The  Biltmore  Hotel  in  Los  Angeles 
on  Thursday,  October  21,  1948,  the  following  officers 
were  elected  for  the  term  1949-50:  president,  Fred- 
erick A.  Coller,  Ann  Arbor,  Michigan;  first  vice 
president,  Donald  G.  Tollefson,  Los  Angeles;  second 
vice  president,  Robert  M.  Moore,  Galveston. 


American  Nurses'  Association 

At  the  request  of  the  National  Security  Resources 
Board,  charged  with  advising  the  President  concern- 
ing the  coordination  of  military,  industrial  and  civil- 
ian mobilization  in  the  event  of  a  national  emer- 
gency, the  American  Nurses'  Association  will  direct 
a  complete  inventory  of  all  professional  registered 
nurses  in  the  United  States  and  its  territories. 


International  Congress  on  Rheumatic 
Diseases 

The  Seventh  International  Congress  on  Rheumatic 
Diseases  will  be  held  in  New  York  City,  May  30 
through  June  3,  1949,  under  the  sponsorship  of  the 
International  League  against  Rheumatism.  The  host 
is  the  American  Rheumatism  Association,  assisted 
by  the  New  Y'ork  Rheumatism  Association.  The 
Congress  will  be  the  first  International  Congress  on 
Rheumatic  Diseases  to  be  held  in  the  United  States. 

The  invited  guests  will  be  the  members  of  the 
International  League,  the  European  League  and  Pan 
American  League  against  Rheumatism  with  their 
constituent  organizations,  the  Canadian  Rheumatism 
Association,  the  British  Empire  Rheumatism  Coun- 
cil, The  Heberden  Society  of  London,  and  the  ten 
state  or  civic  Rheumatism  Societies  affiliated  with 
the  American  Rheumatism  Association  and  certain 
other  individuals. 

Plenary  sessions  v.-ill  be  held  at  the  Hotel  Waldorf- 
Astoria,  Headquarters  of  the  Congress,  at  which 
sessions  will  be  presented  discussions  of  certain  fun- 
damental and  clinical  topics  related  to  rheumatology. 
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National  Gastroenterological 
Association  1949  Award  Contest 

The  National  Gastroenterological  Association 
again  takes  pleasure  in  announcing  its  Annual  Cash 
Prize  Award  Contest  for  1949.  One  hundred  dollars 
and  a  certificate  of  merit  will  be  given  for  the  best 
unpublished  contribution  on  gastroenterology  or  al- 
lied subjects.  Certificates  will  also  be  awarded  those 
physicians  whose  contributions  are  deemed  worthy. 

The  winning  contribution  will  be  selected  by  a 
board  of  impartial  judges.  The  Association  reserves 
the  exclusive  right  of  publishing  the  winning  con- 
tribution, and  those  receiving  certificates  of  merit, 
in  its  oilicial  publication.  The  Review  of  Gastro- 
enterology. 

All  entries  for  the  1949  prize  should  be  limited 
to  5,000  words,  be  typewritten  in  English,  prepared 
in  manuscript  form,  submitted  in  five  copies  ac- 
companied by  an  entry  letter,  and  must  be  received 
not  later  than  Api'il  1,  1949.  Entries  should  be  ad- 
dressed to  the  National  Gastroenterological  Associ- 
ation, 1819  Broadway,  New  York  23,  N.  Y. 


Classilfied  Advertisements 


GENERAL   PRACTITIONER  WANTED 

W.VNTED:  General  practitioner  for  North 
Carolina  Mountain  resort  with  wide  oppor- 
tunities for  recreation,  hunting,  fishing.  Mini- 
mum guarantee  S.5400  annually  with  a  good 
opportunity  to  increase  the  guarantee.  Fully 
etiuipped  four  room  office  with  all  utilities 
furnished,  rent  free.  Modern  three  bedroom 
electrically  heated  house  rent  free.  Applicants 
should  have  North  Carolina  license  or  be 
eligible  for  reciprocity.  Please  give  full  de- 
tails concerning  age,  professional  background, 
etc.,  in  first  reply. 

Address  inquiries  to:  O.  A.  Fetch,  Resident 
Manager,  Fontana   Dam,  North  Carolina. 


Mississippi  Valley  Medical  Society  1949 
Essay  Contest 

The  Ninth  Annual  Essay  Contest  of  the  Missis- 
sippi Valley  Medical  Society  will  be  held  in  1949. 
The  Society  will  otfer  a  cash  prize  of  $100.00,  a  gold 
medal  and  a  certificate  of  award  for  the  best  un- 
published essay  on  any  subject  of  general  medical 
interest  (including  medical  economics  and  education) 
and  practical  value  to  the  general  practitioner  of 
medicine.  Certificates  of  merit  may  also  be  granted 
to  the  physicians  whose  essays  are  rated  second  and 
third  best.  Contestants  must  be  members  of  the  Am- 
erican Medical  Association  who  are  residents  and 
citizens  of  the  United  States.  The  winner  will  be  in- 
vited to  present  his  contribution  before  the  Four- 
teenth Annual  Meeting  of  the  Mississippi  Valley 
Medical  Society  to  be  held  in  St.  Louis,  Mo.,  Sept. 
28,  29,  30,  1949,  the  Society  reserving  the  exclusive 
right  to  publish  the  essay  first  in  its  official  publi- 
cation—  the  Mississippi  Valley  Medical  Journal  (in- 
corporating the  Radiologic  Review).  All  contribu- 
tions shall  be  typewritten  in  English  in  manuscript 
form,  submitted  in  five  copies,  not  to  exceed  5000 
words,  and  must  be  received  not  later  than  May  1, 
1949.  The  winning  essays  in  the  1948  contest  appear 
in  the  January  1949  issue  of  the  Mississippi  Valley 
Medical  Journal   (Quincy,  Illinois). 

Further  details  may  be  secured  from  Harold 
Swanberg,  M.D.,  Secretary,  Mississippi  Valley  Med- 
ical Society,  209-224  W.  C.  U.  Building,  Quincy, 
Illinois. 


Ciba  Award 

The  Ciba  award  for  meritorious  work  in  endocrin- 
ology will  again  be  ofl'ered  in  1949.  This  Ciba  award 
■wil\  be  given  in  recognition  of  the  accomplishment 
of  an  investigator,  not  over  35  years  of  age.  in  the 
field  of  clinical  or  preclinical  endocrinology. 

The  Ciba  awa)d  is  for  $1,200.00.  If  within  two 
years  of  the  date  of  the  award  the  recipient  chooses 
to  use  it  to  aid  in  working  in  a  laboratory  other  than 
the  one  in  which  he  is  normally  located,  the  award 
will  be  increased  to  $1,800.00 


WANTED   ... 

RESIDENT 

PHYSICIAN 

Resident  physician  wanted  for  private  sani- 
tarium located  in  Orangeburg,  S.  C.  Experi- 
ence in  psychiatry  preferred.  Must  be  able 
to  furnish  good  references  or  do  not  apply. 
If  interested  write 

P.    O.    BOX    765 
ORANGEBURG,   S.   C. 


Dihydrostreptomycin,  the  new  drug  which  pro- 
duces significantly  less  nerve  damage  than  strepto- 
mycin, of  which  it  is  a  derivative,  is  now  available 
to  the  medical  profession  on  a  nation-wide  basis,  it 
was  announced  recently  by  Carleton  H.  Palmer, 
chairman  of  the  Board  of  E.  R.  Squibb  &  Sons.  This 
announcement  followed  publication  of  the  oflScial 
notification  in  the  Federal  Register  through  the  U.S. 
Food  and  Drug  Administration  and  an  announce- 
ment by  the  editor  of  the  American  Review  of  Tu- 
berculosis summarizing  the  papers  of  leading  clin- 
icians to  appear  in  the  November  issue  of  that 
journal.  Dihydrostreptomycin  is  available  at  no  in- 
crease in  price  over  forms  of  streptomycin  hitherto 
available. 

Papers  by  Dr.  H.  Corwin  Hinshaw  of  Mayo,  presi- 
dent of  the  American  Trudeau  Society,  and  Dr. 
Lawrence  B.  Hobson  of  New  York-Cornell  Medical 
Center  conclude  that  dihydrostreptomycin  seems  to 
be  as  effective  as  streptomycin  and  has  an  advantage 
over  the  parent  drug  in  that  it  can  be  tolerated 
longer  by  the  patient  before  toxic  manifestations 
become  apparent. 
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CHRISTMAS   LETTER   FROM 
MRS.  McCAIN 

Dear  Auxiliary  Friends : 

May  each  of  you  and  all  your  family  have 
a  good  Yuletide  Season !  I  wish  that  it  were 
possible  for  me  to  get  to  say  a  word  in  per- 
son on  Christmas  morning.  (We  have  a 
friend  who  calls  over  "long  distance"  every 
Christmas  morning — and  how  heart  warm- 
ing is  that  greeting!)  Since  such  a  thing 
isn't  possible,  our  Publicity  Chairman,  Mary 
Kennedy,  is  letting  me  say  it  through  the 
Journal.  An  especially  warm  greeting  goes 
to  the  younger  ones  of  the  Auxiliary.  We 
hope  that  you  all  will  not  be  so  busy  that  you 
do  not  take  time  to  enjoy  to  the  fullest  the 
companionship  of  your  fine  doctor  and  your 
precious  little  ones,  for  the  time  will  come 
when  the  circle  will  be  broken  and  the  little 
ones  away  from  the  home  nest !  Just  here 
the  Auxiliary  wants  Buren  Sidbury  to  know 
that  we  shall  be  thinking  of  him  as  he  goes 
through  the  first  Christmas  in  many,  many 
years  without  our  dear  Willie. 

To  those  of  us  who  may  have  a  lonelier 
Christmas  than  in  former  years,  we  can  say 
God  has  given  us  memories  which  as  we 
grow  older  may  become  dimmer  as  to  present 
things  but  clearer  as  to  the  past,  so  that  we 
can  have  a  happy  Christmas  thinking  of 
years  before  the  circle  was  broken.  Too,  we 
can  get  out  and  do  something  for  others — a 
thing  that  is  of  prime  importance  to  the  pro- 
fession which  is  so  dear  to  us  and  with  which 
we  have  so  happily  been  associated  for  many 
years.  God  is  good  to  all  of  us.  May  we 
show  him  our  gratitude  by  celebrating  the 
birth  of  his  Son  in  a  proper  manner. 
My  love  to  each  of  you, 
Sadie 


The  doctor's  obligation  as  a  citizen. — Members  of 
the  medical  profession  too  often  have  neglected  their 
obligations  as  citizens.  Their  understanding  of  hu- 
man relationships  fits  physicians  for  participation 
in  the  formulation  of  policies  to  create  a  more  stable 
society.  In  a  sicl^;  world  all  of  society's  resources  need 
to  be  mobilized  for  its  own  protection.  Medicine  has 
so  much  to  offer.  It  aims  to  produce  a  wide  base  of 
support  to  each  human  need.  It  hopes  to  establish 
deep  wells  of  comfort  for  troubled  minds.  It  aspires 
.to  help  people  meet  their  daily  problems  with  strong 
bodies,  clear  minds,  and  stout  hearts.  Physicians 
must  he  expert  in  the  art  of  human  relations. — Ed- 
ward L.  Bortz:  Medical  Statesmanship,  M.  Ann. 
District  of  Columbia  16:651   (Dec.)   1947. 


Psvchiatrv  in  General  Practice.   By  i\Ielvin 
W."  Thorner,  M.D.,  D.Sc,  Assistant  Profes- 
sor of  Neurology,  The  Graduate   School  of 
Medicine,    University   of   Pennsylvania.    659 
pages.   Price,   $8.00.   Philadelphia   and    Lon- 
don: W.  B.  Saunders  Company,  1948. 
This  boolc  perliaps  desei'ves  the  overworlied  adjec- 
tive,  "unique."   It   is   unique   in   that   a   psychiatrist 
writes  about  his  subject  in  plain,  everyday  language 
which  any  physician — indeed,  even  an  intelligent  lay- 
man— can  readily  understand.  Instead  of  using  such 
terms   as   "schizophrenia,"   "merergasia,"   or   "cyclo- 
thymic personality,"  the  author  speaks  of  intelligent 
people,  dull  people,  unhappy  people,  confused  people, 
dreamy,   anxious,   suspicious   people.    Every   type    of 
mental  disease  is  illustrated  by  actual  case  histories 
which    are    as    interesting   as   the    average    popular 
magazine  story — often  more  interesting.  One  of  the 
best  chapters  is  called  "The  Rest  of  Us."  This  chap- 
ter contains  just  what  the  name  implies. 

Section  1  describes  the  plan  of  the  book;  Section 
2 — by  far  the  longest — deals  with  "The  People"; 
Section  3  discusses  "The  Methods"  (history  and  ex- 
amination and  treatment).  The  final  brief  section 
lakes  up  the  classification  of  mental  disease  and 
commitment  procedures. 

The  author  is  to  be  congratulated  on  having,  as 
Dr.  C.  C.  Burlingame  says  in  the  Foreword,  "to  an 
astonishing  degree  .  .  .  overcome  the  psychiatric 
language  barrier."  The  book  can  be  heartily  recom- 
mended to  general  practitioners  and  to  all  medical 
men  who  want  to  learn  about  psychiatry,  and  to 
learn  as  easily  as  possible. 


ANA  Public  Relations  Workshop,  published 
by  the  American  Nurses'  Association,  Inc., 
and  written  by  Edward  L.  Bernays,  Counsel 
on  Public  Relations.  32  pages.  Price,  $2.50. 
New  York:   American   Nurses'  Association, 
1948. 
This  excellent  manual  on  public  relations   should 
be  of  great  help  to  any  professional  group  in  their 
organization    of   a   public    relations    program.    It   is 
written  more  or  less  in  outline  form,  \vith  many  il- 
lustrations. 

The  first  part,  entitled,  "What  Public  Relations 
Is,"  discusses  the  main  principles  of  public  relations 
and  describes  its  objectives.  It  is  based,  of  course, 
on  the  requirements  of  the  American  Nurses'  Asso- 
ciation, but  is  broad  enough  to  be  fitted  to  any 
professional  public  relations  program.  The  rest  of 
the  manual  is  devoted  to  professional  advice  on  es- 
tablishing contact  with  the  public  through  the  vari- 
ous mediums — namely,  the  press,  the  radio,  the 
movies,  the  mail  by  pamphlets,  and  the  spoken  word 
in  forum  discussions  and  meetings.  The  last  chapter, 
"Your  Community  Blueprint,"  is  a  discussion  of  the 
many  things  necessary  for  a  public  relations  pro- 
gram to  consider  about  individual  communities,  par- 
ticularly as  to  community  groupings  and  community 
attitudes  on  the  subjects  in  question. 

The  author  is  obviously  an  experienced  and  well 
qualified  public  relations  counselor,  with  a  keen 
sense  of  analysis. 


CORRECTION 

The  price   of   Selye's  Textbook  of  Endocrinology, 

which  was  reviewed  in  last  month's  issue,  was  er- 
roneously quoted  as  $10.25.  This  was  the  prepublica- 
tion  price,  which  is  no  longer  in  existence.  The  pres- 
ent price  of  the  book  is  $12.80. 
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Unipolar     Lead     Electrocardiography.      By 

Emanuel  Goldbeiger,  M.D.  182  pages.  Price. 
.$4.00.   Pliiladelphia:   Lea   &   Febiger,   1947. 

The  author  of  this  text  is  one  of  the  most  com- 
petent and  best  known  exponents  of  unipolar  electro- 
cardiography. This  volume  presents  an  adequate, 
clear,  and  concise  discussion  of  the  subject.  It  is 
probable  that  the  principles  of  unipolar  leads  will 
become  more  and  more  popular,  and  possible  that 
this  principle  of  recording  the  electrocardiogram 
may  be  made  a  standardized  procedure  in  the  future. 
It  is  true  that  this  type  of  electrocardiogram  is  use- 
ful in  detecting  right  or  left  ventricular  hypertrophy 
and  changes  in  the  position  of  the  heart.  However, 
it  will  be  necessary  for  those  uninitiated  in  unipolar 
lead  electrocardiography  to  be  diligent  in  comparing 
this  type  of  electiocardiographic  tracing  with  the  old 
standard  limb  leads  for  some  time  in  order  to  be- 
come conversant  with  the  differences  that  exist,  es- 
pecially in  the  Q  waves. 

This  book  is  recommended  for  those  interested  in 
unipolar  electrocardiography. 


Illustrative  Electrocardiography.  By  .Julius 
Bui  stein.  M.D.  and  Nathan  Bloom.  M.D. 
Ed.  3.  309  pages.  Price,  $6.00.  New  York: 
D.   Appleton-Century   Company,   1948. 

Since  the  purpose  of  textbooks  is  to  teach,  whether 
at  the  student  level  or  at  the  level  of  the  practitioner 
of  medicine,  it  seems  important  that  textbooks  of 
electrocardiogiaphy  should  provide  adequate  clinical 
correlation  with  the  electrocardiographic  findings.  In 
this  text  the  correlation  could  hardly  be  considereil 
adequate.  The  effects  of  digitalis  on  the  electrocardi- 
ogram are  described,  but  the  statement  is  also  made 
that  the  electrocardiogram  is  an  index  of  digitaliza- 
tion  and  may  indicate  that  administration  of  the 
drug  should  be  discontinued.  As  a  matter  of  fact, 
however,  the  clinical  criteria  for  digitalization  should 
be  given  far  more  weight  than  the  electrocardio- 
graphic findings.  No  mention  is  made  of  the  effect 
of  quinidine,  potassium,  or  hypoglycemia. 

There  are  numerous  artefacts  in  many  of  the 
illustrations,  a  number  of  which  are  not  at  all  clear. 
An  example  is  the  illustration  of  complete  heart 
block,  which  is  adequate  for  one  well  versed  in 
electrocardiography  but  might  be  somewhat  difficult 
for  the  student. 

It  is  rather  unusual  to  find  in  a  textbook  of  elec- 
trocardiography a  section  devoted  to  x-ray  studies 
of  the  heart.  This,  of  course,  is  a  field  entirely  sepa- 
rate and  worthy  of  an  even  larger  volume  than  this 
one.  The  term  "mitral  lesion"  appears  in  some  of 
the  captions  describing  x-ray  films.  This  probably 
means  mitral  stenosis. 

The  arrangement  of  this  text  is  very  good.  The 
book  is  nicely  bound  and  printed  on  good  paper.  The 
addition  of  more  adequate  clinical  data  would  add 
greatly  to  the  value  of  the  text. 


The  Case   Against   Socialized  Medicine.   By 

La\\Tence   Sullivan.   53   pages.   Price,   $1..50. 
Washington:  The  Statesman  Press,  1948. 

In  this  little  book  Mr.  Sullivan,  a  veteran  Wash- 
ington correspondent,  sums  up  the  weaknesses  of 
national  health  insurance  and,  as  stated  on  the 
cover,  ■'tells  what  happens  to  the  health  of  a  nation 
when  village  doctors  are  selected  like  postmasters." 
As  a  concrete  example  of  what  might  be  expected 
under  bureaucratic  control,  Mr.  Sullivan  reminds  us 
that  in  the  heyday  of  the  WPA,  "a  WPA  adminis- 
trative assistant  in  West  Virginia  wi'ote  to  one  of 
his  county  administiators: 


"  'I  hand  you  herewith  a  list  of  doctors  in  Ohio 
County.  Kindly  separate  the  Democrats  from  the 
Republicans  and  list  them  in  order  of  priority,  so 
that  we  may  notify  our  safety  foremen  and  com- 
pensation men  as  to  who  is  eligible  to  participate  in 
cases  of  injury.' 

"Later,  the  county  lists  were  compiled  for  the  en- 
lire  State,  in  State  headquarters  of  the  WPA.  They 
ihen  were  mailed  to  the  county  safety  foremen  under 
the  notation:  'Democratic  doctors  listed  on  the  left 
hand  side,  and  Republicans  on  the  right.'  " 

It  is  to  be  hoped  that  this  little  volume  will  have 
as  wide  a  circulation  as  Mr.  Oscar  Ewing's  report 
to  the  President  on  "The  Nation's  Health,"  which 
will  undoubtedly  be  used  as  a  handbook  in  the  cam- 
paign to  force  a  national  health  insurance  act 
through  the  next  Congress. 


Jn  ilputortam 
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ALEXANDER  H.  STEVENS,  .IR..  M.D. 

Dr.  Alexander  H.  Stevens,  Jr.,  was  born  in 
Monetta,  South  Carolina,  in  1905.  He  received  his 
B.S.  in  Pharmacy  at  the  University  of  South  Caro- 
lina in  1926  and  his  M.D.  at  the  University  of 
Georgia  in  19.32.  After  his  internship  at  the  James 
Walker  Memorial  Hospital  in  Wilmington,  N.  C,  he 
did  general  practice  in  Farmville  until  1935,  when 
he  went  to  the  Eye,  Ear,  Nose  and  Throat  Hospital 
of  New  Orleans.  Louisiana,  for  study  in  that  spec- 
ialty. From  1941  to  1946  he  saw  active  duty  with 
the  LTnited  States  Navy,  holding  the  rank  of  com- 
mander at  his  discharge.  After  his  release  from  the 
Navy  he  practiced  his  specialty  of  ophthalmology 
and  otolaryngology  in  New  Bern  until  October  21, 
1948,  when  he  was  killed  in  an  automobile  accident. 

At  the  time  of  his  death  Dr.  Stevens  was  president 
of  the  Craven  County  Jledical  Society.  He  was  a 
member  of  the  First  Presbyterian  Church  of  New 
Bern,  a  Rotarian,  Elk.  member  of  the  American 
Legion,  Veterans  of  Foreign  Wars,  Yacht  Club, 
Naval  Reserve,  and  chief  of  the  eye,  ear,  nose  and 
throat  service  of  St.  Luke's  Hospital  in  New  Bern. 
He  is  survived  by  his  wife  and  by  his  mother  and 
father. 

Dr.  Stevens  was  well  liked  by  all  who  knew  him, 
and  highly  esteemed  by  his  associates  in  medicine. 
His  death  was  a  great  loss  to  the  community  and  he 
will  be  missed  greatly,  not  only  for  his  services  to 
the  community  but  for  his  genial  personality,  his 
friendly  smile,  and  the  spirit  of  good  fellowship 
that  always  followed  him. 

At  a  meeting  of  the  Craven  County  Medical  So- 
ciety on  Wednesday,  November  3,  1948,  the  following 
resolutions  were  adopted: 

WHEREAS  it  has  pleased  almighty  God  in  His 
infinite  wisdom  to  call  from  the  sphere  of  his  earthly 
activities  Dr.  Alexander  H.  Stevens,  Jr.,  and 

WHEREAS  the  Craven  County  Medical  Society  is 
deeply  conscious  of  the  loss  to  them  as  individuals 
and  as  a  body  in  the  passing  of  this  valued  member, 

BE  IT  RESOLVED:  That  high  tribute  be  paid  by 
the  Society  to  him  as  a  physician,  as  a  loyal  co- 
worker, and  as  a  faithful  citizen  whose  death  has 
saddened  his  associates  and  his  many  friends,  and 

BE  IT  FURTHER  RESOLVED:  That  a  copy  of 
these  resolutions  be  inscribed  on  the  permanent  rec- 
ords of  the  Society  and  a  copy  be  sent  to  his  family 
and  to  the  press. 

Committee  on  Resolutions 
C.  S.  Barker.  M.D. 
F.  M.  Grady,  M.D. 
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FOREWORD 


This  report  of  child  health  services  in 
North  Carolina  is  the  spear-head  of  a  na- 
tion-wide study  which  has  been  in  progress 
for  nearly  three  years  under  the  direction 
of  the  American  Academy  of  Pediatrics, 
with  the  cooperation  of  the  U.  S.  Children's 
Bureau  and  the  U.  S.  Public  Health  Service. 
The  study  was  conceived  in  September  1944, 
when  members  of  the  American  Pediatric 
Society  expressed  their  belief  that  physi- 
cians should  assume  greater  responsibility 
in  planning  for  the  medical  care  of  children. 
A  committee,  representing  the  American 
Academy  of  Pediatrics,  the  American  Ped- 
iatric Society,  and  the  Maternal  and  Child 
Health  Advisory  Committee  of  the  U.  S. 
Children's  Bureau,  prepared  a  report,  which 
was  unanimously  accepted  by  the  members 
of  the  Academy  at  their  meeting  in  No- 
vember 1944,1  thus  committing  them  to  the 
following  objective:  "To  make  available  to 
all  mothers  a)id  children  of  the  United 
States  all  esse)itial  preventive,  diagnostic 
and  curative  medical  services  of  high  qual- 
ity which,  used  in  cooperation  with  other 
services  for  children,  will  make  this  country 
an  ideal  place  for  children  to  grow  into  re- 
sponsible citizois." 

At  the  outset  it  was  realized  that  data 
needed  for  planning  were  incomplete,  scat- 
tered, and  in  some  fields  totally  lacking. 
Hence,  the  Academy  undertook  a  nation- 
wide study  to  determine  existing  facilities 
and  services  for  medical  and  health  care  of 
children.  North  Carolina  was  recommended 
as  the  "pilot"  State  in  which  the  procedures 
could  be  tried  out  and  perfected.  The  North 
Carolina  Pediatric  Society,  at  its  annual 
meeting  at  Roaring  Gap  in  1945,  was  re- 
quested to  undertake  the  responsibility  for 
this  "pilot"  study,  a  serious  responsibility 
involving  considerable  time  and  effort  from 
each  of  its  members.  The  Society  voted 
unanimously  in  favor  of  complying  with  the 
request,  and  the  study  was  launched  imme- 
diately in  this  State.  This  document  is  a 
report  of  the  results  of  this  fact-finding 
study. 


1.    J.    Pttliutrir 


25:025     (Dec.)     1U4.1. 


The  factual  part  of  the  report  was  pre- 
pared jointly  with  the  central  executive 
staff  of  the  Study  of  Child  Health  Services. 
Ho\\ever,  the  North  Carolina  Pediatric  So- 
ciety, together  with  others  concerned  with 
the  health  of  the  children  in  this  State,  has 
sole  responsibility  for  the  recommendations 
drawn  up  to  meet  the  needs  revealed  by  the 
facts. 

Thanks  are  due  to  the  State  Board  of 
Health,  especially  to  Dr.  C.  V.  Revnolds, 
State  Health  Officer,  and  Dr.  G.  M.  Cooper, 
Assistant  State  Health  Officer,  for  their 
help  with  the  study  and  for  making  avail- 
able personnel  and  office  space  and  equip- 
ment. Other  expenses,  met  by  contributions 
from  county  chapters  of  the  National  Foun- 
dation for  Infantile  Paralysis,  are  gratefully 
acknowledged.- 

The  following  additional  organizations 
have  given  continuing  support:  Board  of 
Public  Welfare,  Medical  Society,  Dental  So- 
ciety, Tuberculosis  Association.  Federation 
of  Women's  Clubs.  Congress  of  Parents  and 
Teachers,  Society  for  Crippled  Children,  and 
Hospital  Saving  Association. 

The  thanks  of  the  North  Carolina  Pedia- 
tric Society  are  expressed  to  Dr.  Warren  R. 
Sisson  and  the  Academy  committee  of  which 
he  is  chairman,  for  their  confidence  in 
selecting  North  Carolina  as  the  "pilot"  State 
and  for  their  guidance  and  continuing  in- 
terest; to  Dr.  John  P.  Hubbard,  Director  of 
the  study ;  to  the  U.  S.  Public  Health  Service 
for  the  loan  of  the  two  State  executive  sec- 
retaries ;  and  to  the  central  executive  staff, 
particularly  Dr.  Katherine  Bain,  Dr. 
Charles  L.' Williams,  Jr.,  Mr.  Rollo  H.  Brit- 
ten, and  Mrs.  Maryland  Y.  Pennell  who 
have  assisted  in  the  preparation  of  this  re- 
port. 

Arthur  H.  London,  Jr. 

2.  At  tlie  national  level  tlie  U.  S.  Children's  Bure,-iu  and  U.  S. 
Fulilic  Health  Service  have  contributed  the  full-time  ser\-- 
ices  of  medical  and  statistical  personnel.  otTiee  space, 
and  eMuipnient.  The  study  has  been  lina.nced  from  the 
limited  res'erve  fund  of  the  Academ>'.  witli  gienerous 
rinancial  contributions  from  the  Xational  Foundation  for 
Infantile  Paralysis,  the  National  Institute  of  Health  (re- 
search grant),  the  Field  Foundation,  and  a  number  of 
co4umercial  firms. 


^ 


SUPPLEMENT  TO  THE   NORTH  CAROLINA   MEDICAL  JOURNAL  \ 

CONTENTS 

Chapter                                                                                                                                         ,  Page 

I.    Introduction 1 

II.    Total  Volume  of  Child  Health  Services 

A.  Medical   care        4 

B.  Dental  care 5 

III.  Health   Supervision       6 

IV.  Private  Practice 

A.  Physicians 

Number,  type  and  training 7 

Services        9 

B.  Dentists 

Number,  type  and  training 10 

Services        11 

V.     Community  Health  Services               12 

A.  Medical  well-child  conferences 12 

B.  Mental   hygiene   services 13 

C.  Services  for  the  physically  handicapped 13 

D.  Public  health  nursing  services ■ 14 

E.  School   health  services 14 

F.  Communicable   disease   control 15 

G.  Dental  services 15 

VI.     Hospital  Facilities  and  Services 

A.  General  hospitals 17 

B.  Special  hospitals  admitting  children 19 

C.  Out-patient   services   for   children 20 

VII.    Conclusions  and  Recommendations 21 

Appendix  Tables 23 


o 


o 


aOD 


SUPPLEMENT  TO  THE   NORTH  CAROLINA   MEDICAL  JOURNAL 


Chapter  I— INTRODUCTION 

This  fact-finding  study  was  set  up  to  col- 
lect data  on  facilities  and  services  currently 
available  for  the  health  and  medical  care  of 
children  within  the  State.  The  sources  of 
this  information  were:  (a)  physicians  and 
dentists;  (b)  voluntary  and  official  com- 
munity healtji  agencies;  and  (c)  all  hospitals 
admitting  children  or  maternity  cases.-* 

Corresponding  to  these  three  categories 
of  information,  18  different  schedules  were 
prepared  by  the  central  staff  of  the  study. 
Some  of  the  schedules  were  designed  as  mail 
questionnaires.  Others,  requiring  a  field 
visit,  were  completed  through  personal  vis- 
its by  the  executive  secretary,  field  staff, 
and  the  pediatricians  themselves.  At  the 
outset,  the  executive  secretary  traveled 
throughout  the  state,  called  upon  each  mem- 
ber of  the  Pediatric  Society  and  explained 
to  each  his  shai-e  in  the  study.  These  con- 
tacts were  made  in  accordance  with  the 
original  policy,  which  was  based  on  the 
premise  that  those  who  are  active  in  ren- 
dering child  care  should  share  not  only  in 
future  ])lanning  but  also  in  the  collection 
of  the  data  required  to  establish  a  sound 
basis  for  the  improvement  of  child  health 
services.  Each  member  of  the  Society  was 
therefore  asked  (a)  to  fill  out  his  own 
schedule  accurately  and  completely,  (b)  to 
assist  in  obtaining  information  from  hos- 
pitals, (c)  to  cooperate  with  the  local  health 
officers  in  collecting  the  data  related  to 
community  health  services,  and  (d)  to  con- 
tact general  practitioners  and  specialists  in 
his  vicinity  in  order  to  assure  a  maximum 
response.  The  participation  of  the  medical 
profession,  particularly  those  recognized 
within  their  own  communities  as  specialists 
in  child  care,  can  be  considered  largely  re- 
sponsible for  the  gratifying  response  to  the 
questionnaires. 

The  study  in  North  Carolina  was  neces- 
sarily complicated  by  the  fact  that  it  was  the 
"pilot"  State.  Methods  and  techniques  had 
to  be  evolved  during  the  course  of  the  study. 
When  the  schedule  forms  used  in  the  early 
phases  were  examined  in  the  Central  Office, 
it  was  clear  that  some  needed  extensive  re- 
vision. Certain  questions  were  deleted  or  re- 
vised ;  others  were  added.  The  revised 
schedules  were  then  redistributed.  The  orig- 
inal physicians'  schedules  were  first  mailed 

3.  In  order  to  produce  a  report  brief  enonpli  for  pr.ictii-iil 
use  in  the  State,  a  larije  nia^s  of  data  (.■olleotetl  in  tlie 
course  of  tlie  study  lias  necessarily  Iieen  referred  to  only 
briefly  or  omitted  entirely.  Fuller  details  are  a\'ailable 
on  application  to  the  State  Chairman  of  the  .\cademy.  The 
national  report  of  the  .s-tudy  will  take  up  broad  a.spects 
of  the  data  which  cannot  be  adeipiately  covered  for  a 
single  state  because  of  small   numbers. 


out  during  December  1945;  the  final  cor- 
rected forms  were  distributed  during  the 
following  May.  The  schedules  which  were 
ultimately  used  in  North  Carolina  were  the 
same  as  those  used  in  all  other  States  so 
that  the  information  available  for  the  "pi- 
lot" State  can  be  considered  consistent  for 
comparison  elsewhere. 

The  record  of  physicians'  visits  was  ob- 
tained for  a  single  day,  one  seventh  of  the 
physicians  reporting  for  each  of  the  days 
in  the  week.  Correction  was  made  for  the 
season  in  which  the  study  was  conducted. 
For  non-reporting  physicians,  adjustment 
was  made  on  the  basis  of  a  special  study  in 
four  States ;  hence,  unless  otherwise  indi- 
cated, the  figures  represent  services  for  all 
practitioners  in  the  State  or  specified  area. 
The  records  for  pediatricians  covered  28 
days.  Schedules  for  community  health  serv- 
ices and  hospitals  covered  one  year. 

Because  of  the  absence  of  any  adequate 
population  data  for  the  year  of  the  study, 
special  estimates  of  child  population^  as  of 
July  1,  1945,  were  made  for  each  county. 
(Appendix  Table  A)'' 

It  is  to  be  emphasized  that  most  of  the 
data  obtained,  especially  those  which  can 
be  expressed  in  terms  of  rates  per  1,000 
children,  are  measures  of  quantity  of  serv- 
ice, rather  than  quality.  Since  deficiencies 
in  amount  of  service  are  likely  to  be  asso- 
ciated with  a  lower  quality  of  care,  the 
comparisons  in  this  report  tend  to  under- 
estimate the  real  disparities. 

Comparison    with   Other  States 

At  the  time  this  report  was  prepared,  the 
data  for  all  the  States  had  not  been  tabu- 
lated. Several  States  have  therefore  been 
selected  to  form  a  fairly  representative 
group  and  have  been  used  as  a  basis  for 
comparisons  with  North  Carolina. 

In  the  selection,  an  attempt  has  been 
made  to  obtain  an  approximate  sample  of 
the  whole  country  based  upon  such  consid- 
erations as  geographic  location,  size  of  State, 
per  capita  income,  population  distribution 
between  metropolitan  and  rural  counties, 
and   the   relative  number  of  available  phy- 

t.  In  this'  report  "children"  unless  otlierwi.se  nualificd.  re- 
fers '■o  uersons  under  I.t  years  of  aire,  includins:  newborn. 

.1.  Pomi'atinn  under  r>  years  of  age  wa,<  estimated  on  the 
basis  of  the  number  of  births  for  each  of  the  five  calendar 
years  ]!llii  thrnush  1941.  Survival  rates  for  each  year  of 
asc  were  applied  to  the  number  of  births  occurrinsr  in 
e;vii  of  the  years  and  adjustment  wa.s  niaile  for  undor- 
resistration  of  liirths.  The  number  of  children  ase  ;1-I4 
rears  was  estimated  for  each  county  on  the  basis  of 
chnnsres  in  scliocil  enrollment.  The  ratio  of  elementan- 
pub'ic  da\-  school  enrollment  for  lat.l  to  that  for  1940  was 
used  to  project  to  194.1  the  1910  census  population  in  the 
n-re  irroun  .'>-I4  for  each  count^'.  In  both  cases  the  figures 
for  all  .states  were  adjusted  to  total  to  the  estimated 
poDulalion  of  the  entire  United  States  for  the  specific 
a?e  ffroup  for  .Uily  I,   194.^, 
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sicians,  dentists  and  hospital  beds.  Although 
this  group  of  States  may  be  said  to  repre- 
sent "a  little  United  States,"  it  is  not  a  true 
sample  in  the  strict  sense  of  the  word  be- 
cause the  selection  was  conditioned  by  the 
necessity  of  having  to  exclude  States  that 
had  not  yet  finished  collecting  their  data  at 
the  time  the  sample  was  chosen. 

The  States  selected  are :  Oregon,  Montana, 
New  Mexico,  Illinois,  Alabama,  North  Caro- 
lina, New  Hampshire,  and  a  new  "State" 
which  has  been  "admitted  to  the  Union"  for 
this  purpose,  composed  of  Maryland,  the 
District  of  Columbia,  and  two  counties  of 
Virginia.''  These  eight  selected  States  con- 
tain about  five  and  one-half  million  children 
or  approximately  15  per  cent  of  the  Nation's 
children. 

In  addition  to  comparisons  with  the  se- 
lected States  as  a  group,  it  has  been  found 
desirable  to  show  the  values  also  of  the  high- 
est and  the  lowest  of  the  eight  States  for  a 
particular  item,  as  an  indication  of  what 
has  been  accomplished  under  favorable  con- 
ditions and  the  range  from  state  to  state 
in  amount  of  services  for  children. 

Comparisons  Within  North  Carolina 
One  of  the  primary  purposes  of  the  study 
has   been   to  determine  the   distribution  of 
health  and  medical  services  for  children  in 

0.  This  new  "State"  was  devisee]  primarily  for  presenting 
liospital  (lata,  since  facilities  in  the  District  of  Columbia 
serve  the  surrounilinc:  counties. 


order  that  existing  inequalities  in  North 
Carolina  might  be  defined  in  specific  terms. 
Hence,  counties  have  been  grouped  to 
bring  out  contrasts  between  densely  popu- 
lated urban  centers  and  isolated  counties 
(Fig  1). 

The  usual  classification  of  urban-rural 
is  not  satisfactory,  since  people  cross  county 
lines  to  obtain  medical  care  in  nearby  cen- 
ters. Counties  have  therefore  been  grouped 
together  on  the  basis  of  two  fundamental 
characteristics:  (a)  population  density;  and 
(b)  proximity  to  densely  populated  areas.  In 
this  way,  separate  consideration  is  given 
to  counties  which,  although  they  themselves 
may  be  sparsely  populated,  are  nevertheless 
relatively  close  to  metropolitan  counties  and 
the  medical  facilities  there  available.  Under 
this  classification,  metropolitan  counties  are 
those  which  include  the  metropolitan  dis- 
tricts of  cities  of  50,000  or  more  population. 
Counties  which  are  geographically  contigu- 
ous to  any  of  the  metropolitan  counties  are 
classified  as  adjacent.  Counties  that  do  not 
touch  any  part  of  a  metropolitan  county 
have  been  termed  isolated,  and  subdivided 
into  those  with  an  incorporated  place  of 
2,500  or  more  population  (semi-rural)  and 
those  without  such  a  place   (rural).' 

7.  For  a  more  detailed  description  of  the  classification  by 
county  frroup,  see  Hubbard.  John  P.;  Pennell,  Maryland 
v.:  and  Britten,  Rollo  H. :  Health  Services  for  the  Rural 
Child --A\ailal)i!ity  of  Hospitals,  Physicians,  and  Dentists 
in   Service   Areas.   Submitted   for  publication    in    ,r,A,M.A. 
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Fig.  2.    Per  capita  effective  buying  power,  by  state. 
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The  Economic  and  Health  Setting 
of  the  Child 

The  financial  capacity  of  North  Carolina, 
as  compared  with  other  States,  is  low.  The 
income  of  $703  per  person  is  exceeded  by  43 
states.''  Fig. 2  shows  that,  from  a  geographic 
point  of  view,  North  Carolina  is  one  of  a 
group  of  low  income  States.  Among  the 
eight  States  which  have  been  selected  as  a 
basis  for  comparison  of  child  health  services 
in  this  report.  North  Carolina  ranks  seventh 
in  per  capita  income. 

Comparison  of  figs.  1  and  7  will  show  a 
rather  close  correlation  between  classifica- 
tion of  the  counties  according  to  income  and 
according  to  the  county  groups  discussed  in 
the  preceding  section.  However,  adjacent 
counties,  which  tend  to  be  low  in  the  eco- 
nomic scale,  are  near  medical  centers  and 
are  relatively  better  off  from  a  medical  serv- 
ice point  of  view  than  their  economic  level 
would  indicate. 

In  North  Carolina  a  comparatively  large 
proportion  of  the  population  are  children. 
The  percentage  (36.3  in  1945)  is  the  fifth 
highest  in  the  country  and  the  third  highest 
among  the  eight  selected  States.  Nineteen  per 
cent  of  the  children  were  in  metropolitan 
counties,  29  per  cent  in  adjacent  counties,  37 
per  cent  in  isolated  semi-rural,  and  15  per 
cent  in  isolated  rural. 

The  State's  death  rate  during  1940''  was 
the  twelfth  highest  of  all  the  States  and 
the  fourth  highest  among  the  eight  selected 
States. 

During  1945,  43  out  of  every  1,000  chil- 
dren born  alive  in  North  Carolina  died  dur- 
ing the  first  year  of  life.  The  rate  was  four- 
teenth highest  among  all  the  States  and  the 
third  highest  among  the  eight  selected 
States.  Nonwhite  infant  mortality  in  North 
Carolina  was  about  50  per  cent  higher  than 
the  rate  for  white  infants  (55  as  against  37) . 
Fig.  3  shows  that  considerable  improvement 
in  the  protection,  of  the  newborn  infant  has 
been  made.  In  1917  almost  100  out  of  every 
1,000  children  born  alive  died  during  the 
first  year  of  life.  This  proportion  in  1945 
was  half  as  large. 

During  1945,  three  mothers  died  for  every 
1,000  babies  born  alive.  This  rate  was  the 
tenth  highest  in  the  country  and  the  third 

S.  CalcuJated  from  estimates  of  income  made  by  Sales 
Mannsement  for  1944-16.  Sales  Management,  Vol.  5  1.  \o. 
10.  Ma>"  l.T.  l!)t',  and  correspondinir  issues  Ii)4(>  and  19X7. 
Coprrifflit  lillT,  Sales  Management,  Inc.;  further  repro 
duction    not   licensed. 

0.  The  rates  were  adjusted  to  the  age  composition  of  the 
entire  country.  i!ilo  d.ata  are  used  since  that  is  the  last 
year   for  ^vhich   population    data   by   age   are   av.iilable. 


highest  among  the  eight  selected  States. 
The  nonwhite  rate  was  more  than  twice  as 
hi.gh  as  the  rate  for  white  mothers.  Fig.  3 
shows  a  great  decrease  in  the  maternal 
death   rate   since   1917. 
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Fig.  3.  Trend  of  infant  and  maternal  mortality, 
North  Carolina,  1917-45 

During  1945,  55  per  cent  of  births  oc- 
curred in  hospitals,  placing  the  State  in  the 
low  position  of  fortieth  among  all  the 
States  and  as  seventh  among  the  eight  se- 
lected States.  In  North  Carolina's  metropoli- 
tan and  adjacent  counties,  the  per  cent  born 
in  hospitals  was  67 ;  in  isolated  counties,  44. 
Although  almost  three-fourths  of  the  white 
babies  were  born  in  hospitals,  only  one- 
fourth  of  the  nonwhite  children  were  born 
in  hospitals.  The  percentage  of  births  in  hos- 
pitals has  been  increasing  from  year  to  year 
for  both  white  and  nonwhite,  and  it  can  be 
expected  that  this  trend  will  continue. 

The  comparatively  low  rank  of  North  Car- 
olina for  economic  and  health  indices  is  not 
limited  to  those  mentioned  here.  The  report 
of  the  North  Carolina  Hospital  and  Medical 
Care  Commission'"  showed  that  the  State 
ranked  low  for  many  other  health  indices. 
Another  study  has  indicated  that,  after 
grouping  a  number  of  health  and  sanitation 
factors.  North  Carolina  ranks  forty-third 
among  the  States.' ' 

III.  Hospital  and  Medical  Care  for  All  Our  People.  Reports 
of  the  Chairmen  and  sub-committees  of  tlie  North  Carolina 
Hospital    and    Medical    Care    ComTnission.    1914-4.';. 

11.  Hir.sthfeld,  G.,  and  Strow,  C.  W.,  Comparative  Health 
Factors  An,ongr  the  States,  Am.  Soo.  Rev.  11:42  (Feb.) 
194li. 
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Chapter  II— TOTAL  VOLUME  OF 
CHILD  HEALTH  SERVICES 

A.     MEDICAL  CARE 

Although  no  yardstick  of  the  amount  of 
care  which  children  need  is  available  at 
present,  it  has  seemed  profitable  to  examine 
the  amount  of  care  they  are  now  receiving. 
A  composite  picture  of  the  total  volume  of 
medical  care  on  one  day  has  been  obtained 
by  adding  together  the  medical  care  (ex- 
pressed as  visits  or  hospital  days^-)  rendered 
to  children:  (a)  in  private  practice  (office 
and  home)  ;  (b)  in  clinics  and  conferences'-'; 
and  (c)  in  hospitals."  This  summation  rep- 
resents the  total  number  of  children  under 
medical  care  on  one  day,  and  when  related  to 
the  child  population,  gives  a  useful  index 
of  the  total  volume  of  medical  care. 

The  primary  purpose  of  a  quantitative  es- 
timate of  this  type  is  to  provide  a  means 
of  making  comparisons  among  States  and 
between  areas  of  differing  population,  geo- 
graphic, and  socio-economic  characteristics. 
The  areas  in  which  children  receive  the 
greatest  amount  of  care  are  not  necessarily 
getting  enough  nor  is  the  quality  necessarily 
high.  We  have  no  standard  which  represents 
adequacy.  These  better  supplied  areas,  how- 
ever, do  serve  as  a  basis  for  comparison.'"' 

Children  in  North  Carolina  receive  on  the 
average  42  per  cent  less  medical  care  (as 
above  defined)  than  those  in  the  highest  of 
the  eight  selected  States."'  Fig.  4  compares 
this  State  with  the  highest,  the  average,  and 
the  lowest  of  the  eight  selected  States  in 
terms  of  total  volume  of  medical  care  and  its 
three  components — private  practice,  clinics, 
and  hospitals.  This  State  is  below  the  aver- 
age for  each  of  the  three  components. 

Because  persons  living  in  counties  classi- 
fied in  this  study  as  "adjacent"  frequently 
obtained  hospital  care  from  metropolitan 
counties,  it  has  been  found  desirable  to  com- 
bine metropolitan  and  adjacent  counties  in 
presenting  rates  for  total  volume  of  medical 
care  by  county  group.  Isolated  semi-rural 
and  rural  counties  have  also  been  combined. 
Therefore,  two  broad  county  groups  have 
been  used  for  comparisons  of  total  volume 
of  medical  care. 

Children  in  the  isolated  counties  of  North 

J 2.  SiiK'e,  for  this  i)uri)o.se.  equal  weifrlit  is  iriven  to  a  jjliysi- 
C'ian's  \isit.  a  clinic  visit.  aii<l  a  day  of  Iiosptal  care,  it 
may  tio  felt  that  the  importance  of  hos|)ital  care  has 
lieen   nmierestiniated   in   the  fii^ures  foi-  total   Aolume. 

l.T.  Out-patient  (ItpartTuents,  medical  well-child  conferences', 
mental  hyiriene  clinics,  and  community  health  services 
for  crijjnled   children. 

It.  Da\'s  of  c;irc  in  institutions  for  tlie  feehle-minded  are 
excluded. 

I'i.  The  assumption  is  made  that  the  need  for  medical  care, 
in  lor'iis  of  service  per  l.iiou  children,  is  the  same  in 
dilTerent  parts  of  the  State  and  in  the  individual  States 
with    «hich    comparison    is    made. 

l'^    See    introilnction    for    descni)tion    of    these   oisht    States. 
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Fig;,  t.  Total  volume  of  medical  care  for  children 
on  one  day  per  1,000  children  in  North  Carolina, 
— comparison   with   eight   selected   slates. 

Carolina  receive  one-fifth  less  medical  serv- 
ice than  those  in  the  metropolitan  and  ad- 
jacent counties,''  as  shown  in  the  following 
table : 

Number  per  1,000  children  per  day- 
Total 
Children 
Under 
Medical 
Care 
Metropolitan  and 

adjacent  counties     10.7 
Isolated   counties  8.8 

(a)   Office  and  home 

What  part  of  the  total  volume  of  medical 
care  received  by  North  Carolina  children  is 
for  health  supervision?  Health  supervision 
is  made  of  two  elements :  visits  to  child 
health  conferences  and  visits  to  physicians' 
offices."'  Of  the  total  number  of  children 
under  medical  care  (exclusive  of  newborn), 
one-sixth  are  under  care  for  health  supervi- 
sion. More  detailed  descriptions  of  health 
supervision  are  given  in  following  chap- 
ters. 

Summary 

A  method  has  been  developed  to  indicate 
the  total  volume  of  medical  care  received  by 
children    on   an    average   clay.    Since   equal 

17.  In  c-omparison  hy  county  group,  data  for  special  hospitals 
and  for  mental  hygiene  and  physically  handicapped 
.s-ervices    are    excluded. 

IS.  Hospit;il  t-are.  a  part  of  total  volume,  was  excluded  from 
weli-chihl    i-arc. 
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weight  is  given  to  a  physician's  visit,  a  clinic 
visit,  and  a  day  of  hospital  care,  the  impor- 
tant part  that  hospital  care  plays  may  have 
been  minimized.  Comparison  is  made  with  a 
group  of  eight  States,  including  North  Caro- 
lina, which  are  fairly  representative  of  the 
United  States. 

1 .  On  the  assumption  that,  in  the  State 
with  the  highest  rate,  children  are  certainly 
not  receiving  too  much  medical  care,  chil- 
dren in  North  Carolina  are  deficient  in  vol- 
ume of  medical  care  by  at  least  40  per 
cent. 

2.  Children  in  metropolitan  and  adjacent 
counties  receive  considerably  more  care  than 
do  those  in  outlying  counties. 

3.  Of  the  total  number  of  children  under 
medical  care  (exclusive  of  newborn),  one- 
sixth  were  under  care  for  health  supervi- 
sion. 

B.  DENTAL  CARE 
One  child  per  1,000  children  was  under 
dental  care  on  one  day  in  North  Carolina. 
There  was  a  wide  difference  in  the  level  of 
such  care  in  the  eight  States  selected  to 
serve  as  a  representative  sample  of  the  coun- 
try, ranging  from  a  rate  of  5.3  in  the  State 
with  the  highest  value  to  0.9  in  the  State 
with  the  lowest. 


Dental  clinic  service  was  about  one-tenth 
of  the  total  volume  of  dental  care  in  North 
Carolina;  nevertheless  with  respect  to  such 
service  the  State  ranked  third  among  the 
eight : 

Children  under  dental  care 
per  1,000  children  on  one  day 

Private  Dental 

Total  Practice  Clinics 
North  CarolinE,                                 1.2            1.1  0.12 

Eight  States 

Highest  5.3  5.2  0.28 

Average  3.1  3.0  0.12 

Lowest  0.9  0.9  0.01 

In  the  metropolitan  and  adjacent  coun- 
ties of  North  Carolina,  the  number  of  chil- 
dren under  dental  care  on  one  day  was  1.4 
per  1.000  children,  as  against  1.1  in  isolated 
counties.  Dental  clinic  service  in  terms  of 
visits  was  equally  distributed  in  the  two 
groups  of  counties. 

Summary 

1.  The  proportion  of  children  under  den- 
tal care  in  North  Carolina  is  only  about  one- 
fourth  that  for  the  highest  of  the  selected 
States. 

2.  Dental  clinic  service  was  not  extensive 
enough  to  make  up  for  the  deficiency  in 
private  dental  services. 
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CHAPTER  III— HEALTH  SUPERVISION 

Within  recent  years  the  concept  of  con- 
tinuing liealth  supervision  for  well  children 
has  become  accepted.  Pediatricians  receive 
training  regarding  normal  growth  and  de- 
velopment, the  feeding  and  care  of  well  chil- 
dren, and  the  handling  of  the  usual  problems 
of  social  and  emotional  adjustment.  General 
practitioners  have  assumed  considerable  re- 
sponsibility in  health  supervision  of  children 
in  their  own  private  practice.  Also,  a  fact 
of  equal  or  perhaps  greater  importance, 
mothers  themselves  have  become  accustomed 
to  looking  to  their  physicians,  whether  pedi- 
atricians or  general  practitioners,  for  guid- 
ance in  the  preservation  of  their  children's 
health. 

The  bulk  of  the  child  health  supervision 
by  private  physicians  in  North  Carolina  is 
carried  by  general  practitioners.  Of  the  pri- 
vate physicians'  visits  for  health  supervision 
of  children,  79  per  cent  were  made  by  the 
general  practitioners,  18  per  cent  by  the 
pediatricians,  and  3  per  cent  by  other  spe- 
cialists. 

Of  the  general  practitioners'  visits  to  chil- 
dren, 20  per  cent  are  for  health  supervis- 
ion;'" this  proportion  for  the  pediatrician 
is  36.  Comparison  of  these  percentages  with 
the  eight  selected  States  follows : 

EIGHT  SELECTED  STATES 
North 
Carolina  Highest  Average  Lowest 


General 

practitioners 
Pediatricians 


20 
36 


33 
61 


26 
54 


19 
33 


Not  all  the  continuing  health  supervision 
of  children  is  given  in  the  offices  of  private 
physicians.  For  a  number  of  years  public 
and  private  agencies  have  conducted  child 
health  conferences  where  infants  and  young 
children  can  receive  health  supervision  by 
a  physician  at  the  community  health  center. 
In  the  following  discussion  this  type  of  serv- 
ice has  been  combined  with  the  health  su- 
pervision given  by  the  physician  in  his 
private  practice.  Since  children  attending 
well-child  conferences  usually  range  in  age 
from  one  month  to  six  years,  the  following 
comparisons  are  limited  to  these  ages.-" 

As  shown  in  fig.  5  the  number  of  children 
under  health  supervision  on  one  day  in  North 
Carolina  is  about  3  per  1,000  children  under 
5  years  of  age — 36  per  cent  of  the  rate  for 
the  highest  State.  The  chart  also  indicates 
that  the  proportion  of  health  supervision 
given  in  medical  well-child  conferences  is 
small. 

HI.    Including    newborn. 

:;ii.  Because  of  the  age  group  used  in  Census  data,  tlie  esti- 
mated population  under  3  years  of  age  is  used  in  calcu- 
lating the  rates. 
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Fig.  5.  Children  receiving  health  supervision  on 
one  day  per  1,000  children  in  North  Carolina — 
comparison  with  eight  selected  states. 

The  differences  in  amount  of  health  su- 
pervision as  between  county  groups  is 
indicated  in  the  following  figures : 

Number  of  Ratio  to 

Children  rate  in 

per   1,000  Metropolitan 

Under  5  Counties 
Metropolitan  counties               4.4 

Adjacent   counties                       2.3  0.52 

Isolated  semi-rural  counties    2.8  0.64 

Isolated  rural  counties              1.7  0.39 

Summary 

1.  The  bulk  of  the  child  health  supervis- 
ion by  private  physicians  is  carried  by 
general  practitioners. 

2.  Twenty  per  cent  of  the  general  practi- 
tioners' child  visits  in  private  practice  and 
36  per  cent  of  the  pediatricians'  visits  are 
for  health  supervision. 

3.  The  rate  of  children  under  5  years  of 
age  under  health  supervision  (in  private 
practice  or  clinics)  on  one  day  is  one-third  of 
that  in  the  highest  of  the  eight  States. 

4.  The  amount  of  health  supervision  was 
relatively  much  less  in  isolated  than  in  me- 
trojjolitan  and  adjacent  counties. 


( 
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Chapter  IV— PRIVATE  PRACTICE 

A.    PHYSICIANS 
Number,  Type  and  Training 

In  November,  1945, -^  there  were  1,587 
physicians  in  private  practice  in  North  Car- 
olina, a  ratio  of  764  children  per  physician. 
This  ratio  was  the  worst  in  the  group  of 
eight  selected  States,  the  best  being  219 
children  per  physician,  and  the  average  338. 
Fig.  6  indicates  the  position  of  each  of  the 
selected  States  with  respect  to  this  ratio. 
The  ratio  of  the  number  of  children  per 
physician,  rather  than  the  total  population 
per  physician,  has  been  used  to  indicate  rel- 
ative accessibility  of  physicians  to  children. 

Over  half  the  counties  in  North  Carolina 
had  more  than  1,000  children  per  physician, 
as  shown  in  fig.  7.  A  close  parallel  is  to  be 
observed  in  the  chart  between  the  rate  of 
physicians  in  different  counties  and  the  eco- 
nomic position  of  these  counties. 

The  number  of  children  per  physician  in 
each  of  the  four  county  groups  was  as  fol- 
lows : 

No.  of  Children     Actual  No. 
per  Physician    of  Physicians 
Metropolitan  402  567 

Adjacent  922  387 

Isolated    semi-rural  898  494 

Isolated  rural  1,325  139 

21.  It  is  realized  Hiat  at  tlie  present  time  (February,  1948) 
tlie  number  of  physicians  in  private  practice  is'  greater 
tlian  at  the  time  the  study  wa^  made.  i)ut  no  estimate  of 
tlie  increase  is  possible.  It  is  also  to  be  noted  that  the 
study  ill  North  Carolina  preceded  that  in  other  States 
by  a  few  months. 


The  number  of  physicians  in  each  county, 
classified  as  to  type  of  practice,  is  shown 
in  appendix  table  B. 

Pediatricians — There  were  39  physicians 
in  North  Carolina  who  reported  that  they 
limited  their  practice  to  children  and  who 
were  accordingly  classified  as  pediatricians, 
giving  a  ratio  of  31,000  children  per  pedia- 
trician. In  the  eight  States  this  ratio  varied 
from  5,800  to  31,000,  with  an  average  of 
11,000.  Of  the  39  pediatricians  in  North 
Carolina,  23  had  been  certified  by  the  Amer- 
ican Board  of  Pediatrics. 

All  of  the  pediatricians  had  their  offices 
in  cities  of  10,000  or  more  population. 
Thirty-four  were  in  metropolitan  and  ad- 
jacent counties ;  5  in  isolatecl  counties.  Their 
distribution  over  the  State  is  shown  in  Fig.  7. 
On  the  assumption  that  a  distance  of  25 
miles  may  be  taken  as  a  limit  of  the  pedia- 
trician's ordinary  range  of  practice,  circles 
were  drawn  to  indicate  areas  of  the  State 
not  ordinarily  covered  by  such  practice.  The 
chart  also  shows  that  the  pediatricians  tend 
to  be  located  in  the  same  cities  with  hospitals 
having  children's  units. 
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Fig.  6.  Number  of  children  per  physician  in  eight  selected  states. 
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Other  Specialists — There  were  455  spe- 
cialists other  than  pediatricians,  most  of 
whom  were  in  general  surgery  or  the  surgi- 
cal specialties.  The  number  by  type  and 
certification  is  shown  below: 

Number  Certified 

Total  by  American 
Number  Specialty  Boards 
Internal   medicine  and 

allied  specialties                     96  33 

Allergy                                          4  1 

Psychiatry    and  neurology        9  5 

Surgery,  except  orthopedic  161  41 

Orthopedic  surgery                    10  9 

Obstetrics   and  gynecology     44  16 
Opthalmology  and 

otolaryngology                       112  28 
Radiology  and 

anesthesiology                        19  14 

Training — Of  601  general  pi-actitioners 
who  gave  information  as  to  the  length  of 
their  hospital  training,  16  per  cent  reported 
that  they  had  received  no  hospital  training 
at  all  and  an  additional  6  per  cent  that  they 
had  received  less  than  one  year.  Only  a  third 
had  received  two  or  more  years.  As  to  hos- 
pital training  specifically  in  pediatrics,  two 
out  of  every  five  general  practitioners  had 
received  none  or  less  than  one  month. 

Age,  Sex,  Race — Of  the  1,587  physicians 
in  private  practice  in  North  Carolina.  40 
were  women ;  125  were  nonwhite.  Five  of  the 
39  pediatricians  were  women ;  all  were  white. 
One-third  of  the  physicians  were  under  45 
years  of  age  and  one-half  between  45  and 
64  years. 

Summary 

1.  North  Carolina  had  a  larger  number 
of  children  per  physician  in  private  practice 
than  any  other  of  the  eight  States,  and 
three  and  one-half  times  as  many  as  the 
most  favored  of  the  eight  States. 

2.  There  was  a  marked  difference  in  the 
ratio  of  children  to  physicians  by  county 
groups,  especially  for  pediatricians  and 
other  specialists.  Over  half  of  the  counties 
had  1,000  or  more  children  per  physician. 

.3.  Children  in  a  large  part  of  the  State 
are  not  within  reach  of  the  ordinary  prac- 
tice of  pediatricians. 

4.  Two  out  of  five  general  practitioners 
had  received  none  or  less  than  one  month's 
training  in  pediatrics  in  a  hospital. 

Physicians'   Services 

In  Chapter  II,  dealing  with  the  Total  Vol- 
ume of  Medical  Care,  the  counties  were 
necessarily  combined  into  two  groups.  For 
comparisons  of  private  practice,  the  four 
county  groups  may  be  considered  separately. 
The  amount  of  such  care  received  by  chil- 


dren living  in  the  isolated  rural  counties 
of  North  Carolina  is  54  per  cent  of  that 
received  in  the  metropolitan  counties  of  the 
state. 

The  deficiency  in  the  various  county 
groups  of  North  Carolina  in  relation  to  the 
highest  rate  in  the  metropolitan-adjacent 
counties  of  the  eight  States  is  presented 
below.  The  proportion  of  the  child  popula- 
tion in  each  county  group  is  also  shown. 

Percentage  of 
Physicians'      Child  Popula- 
Visits  per  1,000     tion  in  each 
Children(b)    County  Group 

North  Carolina  9.1  

Metropolitan  counties       11.5  18.8 

Adjacent  counties  9.0  29.4 

Isolated  semi-rural 

counties  9.3  36.6 

Isolated  rural 

counties  6.2  15.2 

Highest  of  eight  states  (a)     15.8  

(a)   Metropolitan    and    adjacent    counties   only, 
(li)   Office,   home,   and   ho.'^pital. 

Proportion  of  Care  Rendered  by  General 
Practitioners  and  Specialists — Most  of  the 
private  physicians'  care  received  by  children 
in  North  Carolina  is  provided  by  the  general 
practitioner  (79  per  cent).  In  the  metro- 
politan counties,  however,  the  proportion 
falls  to  44  per  cent  because  of  the  large 
amount  of  service  given  by  pediatricians  and 
other  specialists. 

Per  Cent  of  Visits  by 
Type  of  Practitioner 
All 
Physi- 
cians 

Whole  State  100 

Metropolitan  100 

Adjacent  100 

Isolated  semi-rural  100 

Isolated  rural  100 

Numher  of  Visits  Per  Day — During  the 
spring  months  covered  by  the  study,  general 
practitioners  reported  seeing  an  average  of 
8  child  and  16  adult  private  patients  a  day.-- 
Nine  per  cent  reported  50  visits  or  more. 

Per  Cent  of  General  Practi- 
tioners Reporting  Specified 
Number  of  Visits  to 


General 

Other 

Prac- 

Pedia- 

Special 

titioner 

trician 

ist 

79 

10 

11 

44 

32 

24 

94 

1 

5 

85 

5 

10 

96 

0 

4 

Number  of  Visits 

Per 

sons  of 

Children 

on  one  day 

All  Ages 

Under  15  Years 

None 

8% 

13% 

1-  9 

10 

55 

10-19 

26 

25 

20-29 

22  \ 

30-39 

14/ 

40-49 

11 

56              7 

50-59 

M 

60  and  over 

4 

Total 


100 


100 


Sundays,  holidays,  ajid  days  off  were  included  in  making 
this  average.  The  records  of  a  few  phy.sicians,  reporting 
1110  or  more  visits  on  one  day,  were  excluded  as  presum- 
ably due  to  misunderstanding. 
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The  average  number  of  pediatricians'  vis- 
its per  day,  based  on  data  for  four  consecu- 
tive weeks,  was  27. 

Location  of  Visits — The  proportion  of  of- 
fice, home,  and  hospital  visits  is  as  follows: 

Per  Cent  of  Children's  Visits  by 

Location 

General    Pedia-     Other 

Practitioner  trician  Specialist 

65  55  60 

22  14  3 

13  31  37 


Office 
Home 
Hospital 

All 


100 


B.  DENTISTS 
Number,  Type,  and  Training 

At  the  time  of  the  study  (January,  1946), 
there  were  659  dentists  in  private  practice 
in  North  Carolina.  Twelve  dentists  reported 
that  they  specialized  in  orthodontia.  There 
were  no  i^edodontists.  Two  dentists  special- 
ized in  oral  surgery,  seven  in  peridontics, 
and  three  in  prosthetics. 

For  the  state  as  a  whole,  there  was  a  ratio 
of  1,800  children  per  dentist.    In  fig.  8  this 


100 


100 


Summary 

1.  The  amount  of  physicians'  services  re- 
ceived by  children  in  isolated  rural  counties 
of  North  Carolina  was  about  half  of  that 
received  in  the  metropolitan  counties. 

2.  Even  in  the  metropolitan  counties  a 
relatively  low  rate  of  service  was  noted. 

3.  Except  in  metropolitan  areas,  most  of 
the  medical  care  received  by  children  in 
North  Carolina  is  provided  by  the  general 
practitioner. 

4.  The  average  number  of  patients  seen 
by  general  practitioners  per  day  was  25. 
Nine  per  cent  of  general  practitioners  re- 
ported seeing  50  or  more  patients  a  day. 

5.  The  average  number  of  pediatrician 
visits  per  day  was  27. 


1842 


1883 


ILL. 


OREG.       MD.-D.C.        N.H.        AVERAGE      MONT.         ALA 

Fis'.   8.    Number   of   children   per  dentist    in    ei.aht    selected    states, 
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Rale  per  100,000  children 

□  Under  25 
El  25  -  49 
50  —  74 
I  75  and  over 
Fig.   9.    Rate  of  dentists   for  each  county  in  North  Carolina. 


BRuNswiyt  V 


ratio  is  compared  with  corresponding  fig- 
ures for  the  other  selected  states,  among 
which  North  Carolina  ranks  seventh  for  this 
item. 

The  number  of  children  per  dentist  in  the 
various  county  groups  was : 


Metropolitan 
Adjacent 

Isolated    semi-rural 
Isolated  rural 


900 
2,200 
2,300 
3,400 


There  were  ten  counties  in  which  there 
was  no  dentist  in  private  practice  (appendix 
table  A).  Fig.  9  shows  the  position  of  the 
individual  counties  with  respect  to  the  rela- 
tive number  of  dentists. 

Age.  Sex,  Race.  Training — Only  10  of  the 
659  dentists  in  private  practice  in  North 
Carolina  were  females ;  56  were  nonwhite. 

One-third  of  the  dentists  were  in  the  age 
group  under  45  years,  59  per  cent  were  be- 
tween 45  and  65,  and  9  per  cent  were  65  or 
over. 

Of  327  dental  general  practitioners  who 
reported,  only  19  had  received  any  post- 
graduate training  in  pedodontics. 

Office  Assistants — Of  382  dentists  who 
reported  the  number  of  their  office  assist- 
ants, 332  had  one  or  more ;  264  had  only  one 
and  68,  two  or  more.  Only  five  reported  that 
they  had  dental  hygienists  in  their  offices. 

Summary 

1.  North  Carolina  ranks  seventh  among 
the  group  of  selected  States  in  the  relative 
number  of  dentists. 


2.  There  were  almost  four  times  as  many 
children  per  dentist  in  isolated  rural  coun- 
ties as  in  metropolitan  counties. 

Dentists'  Services 

The  rate  of  visits  for  dental  care  on  one 
day  has  been  given  in  Chapter  II  in  com- 
parison with  the  other  selected  States  and 
for  two  broad  county  groups.  The  number 
of  visits  per  1,000  children  on  one  day  for 
each  of  the  four  county  groups  is : 


Metropolitan 
Adjacent 

Isolated  semi-rural 
Isolated  rural 


1.8 
1.0 
1.1 
0.6 


On  an  average  day  a  dentist  sees  about  9 
patients,  of  whom  one-fourth  are  children. 

The  amount  of  services  per  day  by  417 
dentists  is  shown  below: 


Children        Children 
Under  6  Years  6-14  Years 


Extractions 
Fillings 


197 
191 


418 
725 


Only  13  dentists  out  of  294  reported  that 
they  did  any  preschool  or  school  dental 
services  during  a  month.  The  number  of 
hours  average  two  and  one-half  per  week 
for  those  participating.  Forty-six  reported 
participating  in  other  dental  activities,  such 
as  teaching,  out-patient  clinics,  and  institu- 
tional work. 

Sicmmary 

1.  The  rate  of  dental  services  in  metro- 
politan counties  is  much  higher  than  in  iso- 
lated counties. 
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Chapter  V— COMMUNITY  HEALTH 
SERVICES 


During  the  past  25  years  a  variety  of  child 
health  services  has  grown  up  in  local  com- 
munities. For  the  purposes  of  this  study  a 
selection  was  made  of  seven  types  which 
have  either  been  accepted  or  are  being  in- 
creasingly recognized  as  community  respon- 
sibilities. This  list  by  no  means  covers  all 
desirable  services  but  offers  a  fair  measure 
of  community  activity  for  child  health.  Ap- 
pendix table  C  shows,  county  by  county,--' 
which  of  these  services  are  available  in  North 
Carolina.  For  those  community  programs 
which  should  be  provided  close  to  the  pa- 
tient's home,  some  measure  of  the  amount 
of  service  in  the  county  is  given.  For  mental 
hygiene  clinics  and  services  for  the  phy- 
sically handicapped,  location  of  the  clinic  is 
indicated. 


health  services,  and  other  medical  activities 
aside  from  pi-ivate  practice. 

Child         School       Other 
Health        Health     Medical 
Conferences  Services  Activities 


Hours  per  general 

practitioner: 

Participating 

9.2 

8.1 

17.4 

All  reporting 

1.4 

1.1 

3.7 

Hours  per  pedia- 

trician: 

Participating 

7.8 

0 

51.5 

All  reporting 

1.3 

0 

44.1 

A.    MEDICAL    WELL-CHILD   CONFERENCES 

About  5,000  sessions-'  were  held  in  North 
Carolina  during  the  report  year.  All  of  these 
were  under  the  auspices  of  local  health  de- 
partments. 

More  than  one-third  of  the  counties  in 
North  Carolina  had  no  well-child  confer- 
ences during  the  year  (fig.  10).  Some  other 


I 


Fig.  10.    Counties  with  medical  well-child  conferences   (shaded  areas) — North  Carolina. 


In  North  Carolina  almost  all  of  the  serv- 
ices are  provided  by  public  agencies,  but 
frequently  financial  assistance  is  given  by 
private  groups.  The  crippled  children's  pro- 
gram is  especially  rich  in  this  sort  of  coop- 
erative arrangement.  Clubs,  such  as  the 
Lions,  Rotary,  Kiwanis,  Variety,  and  the 
American  Legion  contribute  to  the  purchase 
of  eye  glasses  and  braces,  or  provide  other 
assistance.  By  such  cooperative  planning 
and  operation,  duplication  can  be  avoided. 

Although  the  administering  authority  is 
the  public  agency,  the  medical  care  is  often 
rendered  by  local  practicing  physicians.  Be- 
low is  shown  the  amount  of  time  per  month 
spent  by  general  practitioners  and  by  pedia- 
tricians in   child  health  conferences,  school 

2,?.    The  (l.ita  are  also  available  for  iiulividual  cities  of  50,000 
or    more    population. 


counties  had  so  few  sessions  that  it  was  evi- 
dent that  only  a  small  part  of  the  county 
was  being  served  and  that  continuing  regu- 
lar supervision  was  not  being  given. 

North  Carolina's  position  relative  to  the 
other  selected  States  in  well-child  conference 
services  is  shown  in  fig.  11.  The  rate  of 
services  in  the  State  as  a  whole  is  about  one 
fourth  of  that  in  the  highest  of  the  eight 
States. 

The  number  of  sessions,  patients,  and  vis- 
its per  1.000  children  under  5  years  of  age^'' 
during  one  year  is  shown  in  the  following 

•i\.  Data  are  limited  to  conferences  witli  physician  in  attend- 
ance and  for  1944,  except  for  II  counties  reporting:  for 
1  (1 1.5. 

2.'>.  Kates  tor  medical  well-child  conferences  are  expressed 
per  children  under  5  years  of  age;  for  all  other  com- 
munity health  services,  they  are  expressed  per  children 
ninler    \:i    years  of  age. 


•  ■'. 
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499 


{  j  Visits 

■^HPQfienfs 


233 


HIGHEST        AVERAGE 


NORTH 
CAROLINA 


LOWEST 


Fig.  n.  Rate  of  services  in  medical  well-child 
conferences  in  North  Carolina  (Visits  per  1,000 
children  under  age  5  per  year) — Comparison 
with  eight  selected  states. 

table  for  the  four  county  groups  of  North 
Carolina. 


Whole    State 
Metropolitan 
Adiacent 

Isolated   semi-rural 
Isolated  rui'al 


Sessions  Patients  Visits 

10  72  131 
20           175           363 

7  38  67 

8  51  81 

11  57  85 


Since  race  was  not  reported  for  a  large 
number  of  patients,  no  rates  by  color  are 
possible.  However,  it  did  not  appear  that 
the  service  was  restricted  by  race.  More 
than  50  per  cent  of  the  sessions  were  re- 
ported as  mixed.  No  county  reported  serv- 
ices exclusively  for  white  children. 

Although  it  is  not  possible  in  a  study  of 
this  kind  to  gather  extensive  data  on  the 
kind  of  service  provided  in  well-child  clinics, 
certain  significant  facts  are  evident.  There 
did  not  appear  to  be  overcrowding^e  in  the 
North  Carolina  clinics,  since  an  average  of 
only  13  children  were  seen  per  session  (18 
in  metropolitan  counties) .  The  visits  per  pa- 
tient was  1.8,  contrasting  with  5.2  in  one 
of  the  eight  States  and  3.1  for  all  eight 
combined.  These  facts  indicate  that  many  of 
the  clinics  serve  for  examination  or  immuni- 
zation only,  not  for  continuing  care. 

2fl.    In     some    instances    maternity    patients    also    were    seen 
diirin!?  tliese   sessions. 


Routine  immunization  for  smallpox,  diph- 
theria and  whooping  cough^'?  and  advice  to 
mothers  on  formulae  and  feeding,  care  and 
training,  seem  to  be  well-accepted  proced- 
ures. The  practice  of  having  the  consultant 
services  of  a  nutritionist  or  psychologist  was 
reported  by  agencies  conducting  about  half 
the  sessions  in  the  metropolitan  counties,  but 
was  uncommon  in  outlying  counties. 

In  the  well-child  conferences  reporting 
that  immunizations  were  routine  procedures, 
40  per  cent  of  the  children  were  immunized 
against  diphtheria  during  the  year.^s 

B.  MENTAL  HYGIENE  SERVICES 

The  location  of  mental  hygiene  clinics 
with  services  for  children  is  shown  in  fig. 
12.    All  are  in  large  cities. 

Out  of  a  pot3ulation  of  over  a  million  chil- 
dren, only  403  were  given  care  in  these 
clinics  during  one  year.  The  number  of  pa- 
tients per  1,000  children  per  year  was  0.33 
as  compared  with  B.7  for  the  highest  of  the 
eight  States.  The  average  for  the  eight 
States  was  1.7.2^ 

The  number  of  visits  ner  1,000  children 
was  1.4,  as  against  18  for  the  highest  of 
the  eiffht  States.      (See  fig.  13.) 

Child  guidance  clinics  were  reported  to 
provide  services  for  both  white  and  non- 
white  children. 

C.   SERVICES   FOR  THE  PHYSICALLY 
HANDICAPPED 

Crippled  Children's  Clinics — The  cripnled 
children's  services,  operated  bv  the  State 
health  department,  conducted  clinics  in  25 
centers  throusrhout  the  State  in  1945  (See 
fio-.  12).  Several  hospitals  care  for  a  number 
of  crippled  children  as  a  part  of  their  regu- 
lar hospital  and  out-"atient  service.  Only  one 
nrivate  agencv  holds  a  separate  cripnled 
children's  clinic,  but  many  private  groups 
contribute  financial  and  other  assistance  to 
the  public  urograms. 

The  service  rendered  is  almost  exclusively 
orthopedic.  There  is  no  special  service  for 
children  with  cerebrnl  nalsy  or  hearing  de- 
fects and  no  rheumatic  fever  prosram.  Clin- 
ics are  usually  conducted  by  part-time  ortho- 
pedic surgeons.  Only  two  of  the  centers 
reported  havine  the  services  of  a  pediatri- 
cian. Some  medical-social  services  and  some 
public  health   nursing  is  supplied  by  staff 

27.  There  was  a  crao  between  policy  and  procedure,  as  the 
nercentases  inimunizpfl  were  2J,  40.  and  19  for  these 
thre'^    diseases    respectively. 

■>s.  North  Carolina  i=  the  onlv  State  in  the  country  havins  a 
conipulsorv  diphtheria  immunization  law  for  all  infants. 
Many  children  attendincr  well-child  conferences  receive 
their  immunizations  from  the  private  practitioner  or 
directlv  from  the  health  department.  Hence,  immuniza- 
tions at  the  conferences  are  onlv  part  of  the  picture. 

2!).  In  thre»  of  the  eiffht  States  there  were  no  community 
mental  hygiene  services   reported. 
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X    Mental  hygiene  clinics 


■  KUHSWICK   l> 


Fio-.   12.    Location  of   (a)    mental   hygiene  clinics  providing  services  for  children  and   (b)   clinics  for 
crippled   children   in  North   Carolina. 


from  the  State  health  department.  Local 
public  health  nurses  also  assist  in  the  clinics 
and  do  home  follow-up  work. 

Services  for  the  Blind — Under  the  aus- 
pices of  the  North  Carolina  State  Commis- 
sion for  the  Blind,  clinics  are  held  at  intervals 
throughout  the  State  for  examination  and 
treatment  of  persons  with  visual  defects. 
None  of  these  is  a  special  children's  clinic, 
but  children  are  seen  with  adults. 

Rate  of  Serxjices — In  fig.  13  is  given  the 
rate  of  visits  to  clinics  for  the  physically 
handicapped  in  North  Carolina  in  compari- 
son with  the  group  of  eight  States.  The  rate 
frr  North  Carolina  was  11  per  1,000  chil- 
dren per  year,  the  highest  state  being  32. 

About  one-fifth  of  the  children  seen  in 
these  clinics  are  Negroes. 

D.  PUBLIC  HEALTH  NURSING  SERVICES 
Public  health  nursing  service  has  long 
been  considered  an  essential  element  of  a 
community  health  program.  However,  dur- 
ing the  study  year,  9  counties  had  no  public 
health  nursing  services. 

Public  health  authorities  usually  consider 
that,  for  a  successful  and  adequate  program, 
there  should  be  one  nurse  per  2,500  popula- 
tion or  about  one  nurse  to  800  children.  The 
child  population  per  full-time  nurse  in  North 
Carolina  by  county  group,  and  in  comparison 
with  the  eight  States,  is  given  below : 


North   Carolina 

3,300 

Eieht  States: 

Best 

1,300 

Average 

2,600 

Worst 

5,000 

North   Carolina   counties: 

Metropolitan 

1,600 

Adjacent 

4,800 

Isolated  semi-rural 

4,300 

Isolated  rural 

4,000 

The  number  of  home  visits  per  year  per 
1,000  children  is  shown  in  fig.  13  in  compari- 
son with  the  eight  States. 

The  figures  by  county  group  were:  Me- 
tropolitan, 309  per  1,000  children;  adjacent, 
56;  isolated  semi-rural,  52;  isolated  rural, 
60.  This  important  service  is  particularly 
deficient  in  all  but  metropolitan  counties. 

In  general,  where  public  health  nursing 
services  are  provided  by  official  agencies, 
they  are  for  both  white  and  Negro  children. 
Seven  counties,  however,  reported  home  vis- 
its to  white  children  only  and  several  others 
reported  only  a  few  home  visits  to  nonwhite 
children.  The  rate  of  home  visits  per  1,000 
children  per  year  was  88  for  white  children 
and  132  for  nonwhite  children. 

E.  SCHOOL  HEALTH  SERVICES 
Responsibility  for  school  health  programs 
rests  in  some  states  with  the  education  de- 
partment, in  some  with  the  health  depart- 
ment, and  in  others  there  is  joint  responsi- 
bility. In  North  Carolina  almost  all  the  serv- 
ice is  provided  by  the  health  department. 

Twenty  of  the  counties  (one-fifth)  were 
without  any  school  medical  services-"'  in  any 
elementary  public  school  during  the  report 
year;  13  counties  were  without  either  school 
medical  or  nursing  services.  In  the  79  coun- 
ties having  some  service,  the  service  may 
have  been  confined  to  one  school  or  one  sec- 
tion of  the  county.  Since  the  amount  of 
coverage  could  not  be  determined  from  the 
data  obtained,  it  has  been  necessary  to  take 
this  negative  approach,  reporting  the  areas 
with  no  service  in  any  school  but  leaving 
unanswered  the  question  of  the  amount  in 
counties  with  any  service. 

.30.    Delined    a'!   a    prog:r<'im   having  a  physician    who   examinos 
sDiiK'  rliililroii   oMier  than   llios"e  on   athletic  teams. 
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The  responsibility  for  school  medical  serv- 
ices falls  lai-gely  on  the  health  officer  in 
North  Carolina.  Eighty-eight  health  offi- 
cers assisted  in  the  schools  in  contrast  with 
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Fig.  13.  Rates  for  specified  community  health 
services  (Visits  per  1,000  children  per  year) — 
Comparison   with  eight   selected  states. 


twenty-two  school  physicians.^'i 

Of  the  320  nurses  working  in  the  schools, 
316  were  employed  by  official  health  agen- 
cies. Most  of  them  were  county  public  health 
nurses  who  included  school  services  as  part 
of  their  generalized  programs.  No  nurses 
were  employed  full-time  in  the  schools  in 
North  Carolina. 

Except  in  six  counties,  services,  if  pro- 
vided, were  reported  to  be  available  to  both 
whites  and  Negroes.  Forty-two  of  the  320 
nurses  giving  service  in  the  schools  are 
Negroes. 

F.  COMMUNICABLE  DISEASE  CONTROL 

No  estimate  of  the  total  number  of  im- 
munizations made  in  one  year  against  spe- 
cific communicable  diseases  of  children  can 
be  given.-'-  Thus  comparisons  with  other 
states  are  not  justified.  It  is  of  interest,  how- 
ever, to  indicate  that  the  rates  of  children 
immunized  per  1,000  by  official  community 
health  agencies  in  one  year  were: 


Smallpox 
Diphtheria 
Whooping  cough 


67 
57 
16 


The  rates  were  not  consistently  different 
by  county  group. 

G.   DENTAL   SERVICES 

Dental  caries  is  one  of  the  most  common 
diseases  of  man.  It  has  been  estimated  that 
at  least  90  per  cent  of  school  children  have 
dental  caries  and  that  probably  not  more 
than  25  per  cent  receive  adequate  care.  Be- 
cause of  the  magnitude  of  the  problem,  pub- 
lic programs  for  providing  dental  care  have 
grown  UP  in  most  states.  Some  are  programs 
of  dental  health  education,  some  are  dental 
examination  programs,  and  some  include 
dental  care.  For  the  purpose  of  this  study, 
a  communitv  dental  service  was  defined  as 
one  giving  dental  care  other  than  examina- 
tions. 

In  North  Carolina  the  State  health  depart- 
ment for  several  years  has  had  a  program 
of  dental  care,  operated  with  the  cooperation 
of  local  health  departments.  A  few  cities 
also  operate  dental  care  programs.  There 
are  no  private  agencies  giving  this  type  of 
care  except  a  few  hospital  out-patient  de- 
pai'tments. 

In  fig.  13  is  given  the  rate  of  visits  made 
to  dental  clinics  during  one  year  in  North 
Carolina  in  comparison  with  the  selected 
States.  The  rate  of  service  in  the  highest  of 
the  eight  States  was  two  and  a  half  times 

:n.   ?ln^i.Sr'w:^.':^-asked   to   record   the   number  of  i,^ 
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that  in  North  Carolina.  There  was  no  great 
variation  in  the  rates  by  county  groups. 

One  characteristic  of  a  good  dental  service 
for  children  is  the  preponderance  of  fillings 
over  extractions.  Provided  both  services  are 
freely  available,  the  filling-extraction  ratio 
may  be  taken  as  a  rough  index  of  the  extent 
to  which  preventive  dentistry  is  applied.  This 
ratio  for  children  in  North  Carolina  was  0.9, 
the  lowest  of  the  selected  States.  The  aver- 
^age  for  the  eight  states  was  2.0. 

Sum  mar II 

1.  More  than  one-third  of  the  counties  in 
North  Carolina  had  no  well-child  confer- 
ences during  the  year.  The  service  was  rela- 
tively meager  except  in  metropolitan  coun- 
ties. 

2.  In  the  State  as  a  whole,  the  visits  to 
medical  well-child  conferences  were  about  a 
quarter  of  those  in  the  highest  State  when 
related  to  the  child  population  under  5  years 


of  age. 

3.  A  more  extreme  difference  between 
services  in  North  Carolina  and  in  the  eight 
States  as  a  whole  was  indicated  for  mental 
hygiene  clinics. 

4.  For  the  physically  handicapped  chil- 
dren, the  rate  of  service  was  one-third  in 
North  Carolina  in  comparison  with  the  high- 
est of  the  selected  States. 

5.  The  number  of  children  per  public 
health  nurse  was  3,300,  against  a  standard 
of  about  800.  The  figure  for  the  most  favored 
of  the  eight  States  was  1,300. 

6.  There  was  a  marked  difference  in  pub- 
lic health  nursing  services  by  county  group. 

7.  A  fifth  of  the  counties  had  no  school 
medical  service  in  any  public  elementary 
school. 

8.  The  rate  of  services  in  dental  clinics 
in  the  highest  of  the  eight  states  was  two 
and  a  half  times  that  in  North  Carolina. 
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Chapter  VI— HOSPITAL-'^  FACILITIES 
AND  SERVICES 

A.  GENERAL  HOSPITALS 
The  general  hospital,  at  its  best,  serves 
not  only  as  a  place  where  the  sick  may  be 

y;i.  In  tins  report  the  term  '"hospitals"  is  limited  to  those 
tariiiir  tVir  cliildren,  iiieluding  the  newborn.  No  institu- 
tion i-  included  having:  less  than  5  beds  for  regular  in- 
patient care.  Kederally-owned  hospitals  (except  those 
operated  by  the  Bureau  of  Indian  Affairs)    are  excluded. 


given  in-patient  care,  but  also  as  a  health 
center  for  the  entire  community  with  out- 
i.-atient  services,  public  health  clinics,  health 
education,  and  training  for  physicians  and 
nurses.  It  has  become  a  complicated  and  ex- 
pensive instrument;  but,  without  access  to 
a  good  general  hospital,  no  community  is 
adequately  equipped  to  fight  against  ill 
health. 


20.6 


MONT.       MD.-D.C.         N.H.  ILL.  OREG.     AVERAGE       N.M.      (.^^Sm^      ^^'^' 

Fig.   14.     Beds    (total)    in   general   hospitals  per    1,000    children   in    eight   selected    states. 
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1.  Facilities  and  Services  for  Children 
(other  than  newborn) 

There  are  136  general'**  hospitals  in  North 
Carolina  caring  for  children;  39  of  these 
have  pediatric  units.-*"'  A  great  majority  of 
the  hospitals  (64  per  cent)  are  between  25 
and  100  beds  in  size. 

The  general  hospitals  included  in  this 
study  have  9,262  beds,  or  7.6  per  1,000  chil- 
dren. In  these  hospitals,  688  beds  are  set 
aside  for  the  exclusive  use  of  children,  7  per 
cent  of  all  beds  in  the  State. 

In  the  following  and  in  fig.  14,  these  data 
are  compared  with  the  eight  States: 

Pei'centage  of  beds 
Per  1,000  children  which  are  permanently 


Total  Pediatric 

set  aside  for 

beds 

beds 

children 

North 

Carolina 

7.6 

0.6 

7.4 

Highest 

state 

20.6 

2.0 

9.8 

Total 

12.5 

1.2 

9.4 

Lowest 

state 

5.7 

0.5 

4.3 

In  terms  of  total  beds  per  1,000  children, 
the  discrepancy  in  North  Carolina  in  com- 
parison with  the  highest  of  the  eight  states 
is  63  per  cent;  for  pediatric  beds,  74  per 
cent. 

The  number  of  beds  per  1,000  children  is 
10.3  in  metropolitan  and  adjacent  counties 
and  5.2  in  isolated  counties — one-half  as 
many  in  the  latter  case. 

Admissions  of  children  to  general  hospi- 
tals in  North  Carolina  totalled  67,582  during 
the  year  of  study,  giving  an  annual  rate  of 
56  per  1,000  children  against  83  in  the 
highest  of  the  eight  States.  The  rates  by 
county  group  in  North  Carolina  were  70  in 
metropolitan  and  adjacent  counties  and  43 
in  isolated  counties. 

The  majority  of  the  admissions  of  chil- 
dren were  to  hospitals  having  between  25 
and  100  beds  (63  per  cent).  Only  4  per  cent 
were  to  hospitals  having  less  than  25  beds. 

Of  the  136  general  hospitals  in  North 
Carolina.  14  restrict  their  admissions  to  Ne- 
gro patients  and  78  admit  both  white  and 
Negro.  Data  on  admissions  of  Negro  children 
were  not  reported  adequately  enough  to  be 
included  in  this  study. 

2.  Neivhorn  Care^° 
Of  the  total  amount  of  care  for  children 

3 1.  F(ir  the  purpose  of  this  report,  "general"  is  talien  to  in- 
eliule  maternity  and  pediatric.  Of  the  136  hospitals.  3 
were  the  former  and  1  the  latter.  A  few  either  admitted 
children  but  not  maternity  cases,  or  did  not  admit  chil- 
dren   but   did   take   maternity   cases. 

.'{.■).    A   unit   of  5   or  more  beds  permanently  set  aside  for  the 
care  of  ehikhen   in   hospitals'  with   25  beds   or  more. 
Tlie  figures  include  tlie  one  pediatric  hospital  in  the  State. 

30.  Data  on  the  proportion  of  birtlis  hospitalized  have  t>een 
shown    in    the    Introduction. 


in  general  hospitals  in  North  Carolina,  41 
per  cent  is  for  newborn.  This  fact  carries 
ini]ilications  for  pediatricians  for  leadership 
in  hospital  planning  and  in  conduct  of  nurs- 
ery care. 

At  the  time  of  the  study,  there  were  1,880 
bassinets  and  167  incubators  in  the  State. 
An  increase  in  the  number  of  births  hos- 
pitalized would  require  more  bassinets  and 
incubators. 

3.   Characteristics  of  Hospitals  Caring  for 
Children 

Quality  of  medical  or  hospital  care  is  dif- 
ficult to  measure.  An  effort  was  made  in 
the  study,  however,  to  obtain  answers  to 
certain  objective  questions  which  provide  a 
few  indices  of  the  quality  of  care  provided 
in  hospitals.  The  items  include  space,  organ- 
ization of  the  pediatric  service,  medical  staff, 
nursing,  special  services,  and  certain  ac- 
cepted pediatric  practices.  These  characteris- 
tics are  related  to  the  amount  of  service 
provided  in  the  hospitals  having  them. 

The  proportion  of  children  admitted  to 
hospitals  with  specified  characteristics  is 
shown  below,  in  comparison  with  the  corre- 
sponding proportions  for  the  other  seven 
States. 

Per  cent  of  child 
admissions  to  hospitals  (a) 
with  specified  charac- 
teristics 


Eight  Slates 

North 

High- 

Aver- 

Low 

Carolina 

est 

age 

est 

Separate  pediatric  unit     60 

91 

73 

51 

Graduate  nurse  on  duty 

at  all  times  in  pedia- 

tric unit                            41 

71 

61 

41 

Any  house  staff                    36 

90 

56 

8 

Clinical    laboratory             75 

97 

89 

72 

Selected  clinical  labora- 

t  0  r  y    services    avail- 

able   (b)                            50 

96 

77 

50 

Trained      dietitian      on 

staff                                   77 

94 

83 

35 

Separate    ward    for    in- 

fants other  than  new- 

born                                    18 

79 

52 

18 

Average  percentage 


51 


70 


39 


(a)  Hospit.als  with  25   or  more  beds. 

(b)  Bloi^d   level   for  sulfonamides,   sedimentation   rate,   blood 
culture,   and   serum   protein. 

Certain  striking  facts  are  apparent.  Only 
36  per  cent  of  the  children  hospitalized  in 
North  Carolina  go  into  a  hospital  which  has 
a  house  staff;  the  per  cent  for  the  highest 
of  the  eight  States  is  90.  For  all  the  selected 
items,  North  Carolina  falls  definitely  below 
the  average  for  the  eight  States. 
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Newborn — A  comparison  is  made  for  care 
of  newborn  in  the  following  table : 

Percentage  of  hospitalized 
births  occurring  in  hos- 
pitals with  specified 
characteristics  (a) 

Eight  States 
North       High-  Aver-     Low- 
Carolina       est       age        est 
Any    house    staff  33  90        58  4 

Graduate  nurse  on  duty 
at    all    times    in   new- 
born nursery  77  98        91         77 
Room    used    exclusively 
for      preparation      of 

formulae  55  94       78        29 

Nursery  for  full-term 
sick  or  suspect  new- 
born, separate  from 
well  24  66        37  0 

Average  percentage  47  87        66         28 

(a)   Hospitals  with   25   or  more   beds. 

The  Venj  Small  Hospital — Although  only 
4  per  cent  of  child  admissions  and  8  per 
cent  of  births  occur  in  hospitals  having  few- 
er than  25  beds,  the  deficiency  of  facilities 
in  such  hospitals  in  comparison  with  larger 
ones,  as  indicated  in  the  following  table, 
points  to  one  of  the  problems  in  the  pro- 
vision of  adequate  hospital  facilities. 

Per  cent  of  hospitals  with 
specified  characteristics 
Fewer  than         25  beds 
25  beds  and  more 

Registered  by  AMA  38  97 

Clinical  laboratory  in  hospital  17  62 

Separate  nursery  for  newborn 

only  62  94 

Graduate  nurse  on  duty  at 

all  times  in  newborn 

nursery  35  77 

With  pediatric  unit  0(a)  36 


Average  percentage  30  73 

(a)   iJy  (letinition. 

4.  Facilities  for  the  Care  of  Acute 
Poliomyelitis 

During  the  last  few  years,  considerable  at- 
tention has  been  focused  on  the  problem  of 
hospital  facilities  for  the  diagnosis  and  treat- 
ment of  acute  poliomyelitis.  In  1944  more 
than  800  cases  were  reported  in  North  Caro- 
lina. In  order  to  provide  hospital  care  for 
these  cases  a  special  temporary  hospital  was 
constructed  near  Hickory. 

Of  the  103  general  hospitals  with  25  or 
more  beds  reporting  on  the  item,  only  13 
treat  children  with  acute  poliomyelitis,  and 
43  admit  suspected  cases  for  diagnosis  only. 

Summary 
1.  The  number  of  beds  per  1,000  children 
in  gener^'il  hospitals  was  7.6  in  North  Caro- 
lina, about  a  third  of  the  number  per  1,000 
children  in  the  highest  of  the  eight  States. 


2.  In  isolated  counties  the  number  of  such 
beds  per  1,000  children  was  one-half  of  that 
in  metropolitan  and   adjacent   counties. 

3.  Seven  per  cent  of  the  beds  in  general 
hospitals  were  assigned  to  children.  Of  the 
beds  in  hospitals  with  a  pediatric  unit,  the 
percentage  was  13. 

4.  Admissions  of  children  to  general  hos- 
pitals during  the  year  of  the  study  (per 
1,000  children)  was  68  per  cent  of  those  in 
the  highest  of  the  eight  States.  The  rate  in 
isolated  counties  of  North  Carolina  was  39 
per  cent  less  than  that  in  metropolitan  and 
adjacent  counties. 

0.  In  respect  to  all  items  chosen  as  indi- 
cating quality  of  hospital  care.  North  Caro- 
lina falls  well  below  the  average  of  the  eight 
States. 

B.   SPECIAL  HOSPITALS  ADMITTING  CHILDREN 

The  relative  importance  of  the  special  hos- 
pital in  the  care  of  children  is  indicated  by 
the  fact  that  during  one  year  there  were 
97,000  days  of  care  to  children  in  such  hos- 
pitals (as  against  an  estimated'"  473,000 
days  of  care  in  general  hospitals) . 

The  97,000  days  of  care  in  special  hospi- 
tals were  distributed  as  follows  by  type  of 
hospital : 

Number  of  hospitals      Days  of 
admitting  children    child  care 
Tuberculosis  1  18,109 

Nervous  and  mental  (a)  I  13.926 

Orthopedic  1  54.264 

Eye,  ear.  nose,  and  throat         3  3, 700(b) 

Convalescent  1  7,067 

Contagious  disease  (c)  0  0 

Total  7  97,066 

(a)  Institutions    for    tlie    feeeble-minded    are    excluded. 
(1)1   Estimated   for  two  hospitals. 

(c)   There   was   one   seneral   hospital   with   a   contagious    dis- 
ease unit  of  10  beds  or  more. 

The  location  of  the  special  hospitals  in 
North  Carolina  caring  for  children  is  shown 
in  fig.  15. 

The  number  of  days  of  care  for  children 
in  special  hospitals  during  one  year  in  North 
Carolina  was  80  per  1,000  children,  com- 
pared with  246  in  the  highest  of  eight  States 
and  15  in  the  lowest,  the  average  for  the 
eight  States  being  81. 

The  admission  policies  for  the  State-op- 
erated special  hospitals  are  uniform  in  that 
child  patients  are  not  admitted  from  outside 
the  State,  although  patients  are  admitted 
from  any  part  of  the  State.  Most  of  privately 
owned  institutions  admit  non-residents  of 
the  State.  Most  county  operated  tuberculosis 
hospitals  admit  patients  from  outside  their 
own  county  on  payment  of  actual  in-patient 
cost. 

37.    On  basis  of  child  admissions  times  7. 
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Fig.  15.    Location  of  special  hospitals  admitting   children   in   North   Carolina. 


Sum  mar  }j 
In    comparison   with    the  highest   of  the 
eight  States,  North  CaroHna  is  deficient  in 
services  in  special  hospitals. 

C.   OUT-PATIENT   SERVICES  FOR   CHILDREN 

Of  the  State's  136  genei'al  hospitals  caring 
for  children,  50  operate  out-patient  depart- 
ments, half  in  metropolitan  and  adjacent 
counties  and  half  in  isolated  counties. 

Because  of  the  small  number  of  hospitals 
which  keep  records  of  out-patient  visits  of 
children,  no  data  on  the  number  of  reported 
visits  are  given  in  this  section. ^s 

;iM,  Km-  the  purpose  of  determining  the  total  volume  of  med- 
ical eare,  it  was  necessary  to  include  some  figure  for 
outpatient  services  to  children;  if  not  reported  these  were 
estimated  as  10  per  cent  of  tlie  total  number  of  outpatient 
visits  by  persons  of  aJl  a^es. 


The  number  of  pediatric  clinics  furnishing 
specialist  service  to  children  is  as  follows : 


Number 

of  Clinics 

Allergy 

5 

Cardiology 

5 

Mental    Hygiene 

2 

Luetic 

4 

Neurology 

5 

Surgery 

5 

Eye 

5 

Ear,  Nose  and  Throat 

5 

Orthopedic 

4 

Dentistry 

3 

This  number  does  not  indicate  the  extent 
of  this  special  service  for  children,  since 
ad'ilt  specialty  clinics  also  see  children. 


I 


I 


I 
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CHAPTER   VII— CONCLUSIONS   AND 
RECOMMENDATIONS 

/.  State  Committee  07i  Child  Health 

A  survey  of  the  services  received  by  the 
children  of  North  Carolina  and  facilities 
available  for  their  medical  care  and  health 
supervision  shows  that  the  state  compares 
unfavorably  with  many  other  states.  Fur- 
thermore, within  the  state  itself  there  exists 
a  maldistribution  of  physicians,  community 
health  services  and  hospitals.  Deficiencies 
and  inequalities  which  ai'e  interrelated  and 
mutually  dependent  have  been  revealed  in 
all  aspects  of  child  health  services. 

An  Advisory  Committee  on  Child  Health, 
representing  all  agencies  in  the  State  with 
major  interest  in  child  health,  should  be 
created  without  delay.  This  Committee 
should  be  charged  with  the  responsibility  of 
developing  and  effecting  coordinated  plans 
for  the  improvement  of  child  health  in  order 
to  correct  the  interrelated  deficiencies  and 
to  assure  that  children  will  receive  adequate 
medical  care  regardless  of  race,  economic 
status  or  geographic  location.  This  Commit- 
tee should  have  sufficient  financial  support 
to  provide  for  a  full-time  executive  secretary 
and  the  operating  expenses  necessary  to  im- 
plement the  recommendations  of  the  Com- 
mittee. 

II.  Subsidies  for  Physicians  in  Areas  of 
Need 

In  North  Carolina  there  is  1  physician  to 
764  children.  In  eight  selected  States  the 
average  ratio  is  338  children  per  physician. 
Physicians  are  concentrated  in  or  near  urban 
centers,  this  concentration  being  particularly 
marked  in  respect  to  pediatricians  and  other 
specialists.  All  of  the  pediatricians  are  lo- 
cated in  cities  of  at  least  10,000  population, 
in  areas  of  relatively  high  per  capita  in- 
come. 

A  planned  and  aggressive  recruitment 
program  by  the  state  and  local  medical  so- 
cieties should  be  undertaken  in  order  to 
provide  more  well-trained  physicians.  In- 
ducements must  be  established  to  attract 
these  well-trained  physicians  where  they  are 
needed  most.  A  better  distribution  of  hos- 
pital facilities,  as  described  below,  will  tend 
to  correct  the  maldistribution  of  physicians. 
At  the  same  time,  provision  must  be  made  to 
assure  a  reasonable  income  for  physicians 
practicing  in  areas  of  economic  stress.  Sub- 
sidies should  therefore  be  provided  for  phy- 
sicians with  training  in  pediatrics  to  attract 
both  general  practitioners  and  pediatricians 
to  settle  in  areas  of  need. 


///.  More   Opportunities  for  Training  in 
Child  Health 

Most  of  the  medical  care  of  North  Caro- 
lina children  is  given  by  the  general  practi- 
tioners, yet  40  per  cent  of  the  genei'al  practi- 
tioners reported  that  after  graduation  from 
medical  school  they  had  had  either  no  hos- 
pital training  at  all  in  pediatrics  or  less 
than  one  month. 

Medical  schools  and  teaching  hospitals 
should  emphasize  pediatric  education  in  or- 
der to  increase  the  number  of  physicians — 
general  practitioners  as  well  as  pediatricians 
— with  better  training  in  medical  care  and 
health  supervision  of  children.  Postgraduate 
teaching  in  pediatrics  should  be  made  more 
readily  available.  Those  who  undertake  spe- 
cial responsibility  in  the  field  of  child  health, 
as  for  example  the  physicians  in  charge  of 
child  health  clinics  and  school  health  serv- 
ices, should  be  required  to  take  postgraduate 
study.  Financial  support  should  be  provided 
for  these  physicians  so  they  will  not  suffer 
loss  of  income  during  the  time  they  are  away 
from  their  own  practice.  Consideration 
should  be  given  to  raising  the  salary  level 
in  official  health  agencies  so  as  to  enable 
these  agencies  to  acquire  professional  per- 
sonnel of  high  calibre. 

As  a  step  toward  keeping  the  ohysicians 
of  the  state  currently  informed  of  advances 
in  pediatrics,  it  would  be  desirable  to  have 
a  monthlv  pediatric  column  in  the  State 
Medical  Journal  describing  new  diagnostic 
and  therapeutic  procedures  and  the  latest 
opinions  on  controversial  subjects. 

IV.  E.vpansion  of  Community  Health 
Services 

Community  health  services  throughout 
North  Carolina  are  inadequate  and  poorly 
distributed.  More  than  one-third  of  the  coun- 
ties have  no  child  health  conferences.  The 
average  rate  of  attendance  in  mental  hy- 
giene clinics  is  far  less  than  in  many  other 
states.  Cans  are  likewise  revealed  in  serv- 
ices for  the  physically  handicauped,  public 
health  nursing  and  school  health  services. 
Pediatricians,  the  total  number  being  rela- 
tively few,  play  a  minor  role  in  community 
health  services  and  health  supervision  of 
children. 

The  State  Medical  Society  should  take  an 
active  part  in  encouraging  support  of  public 
health  programs.  Child  health  conferences 
should  be  increased  in  number  and  better 
distributed  so  that  services  are  available  in 
every  county.  School  health  services,  mental 
hygiene  clinics  and  crippled  children's  clin- 
ics should  be  expanded,  more  adequately  su- 
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pervised,  and  maintained  in  accordance  with 
recognized  standards.  Particular  attention 
should  be  given  to  finding  ways  and  means 
to  provide  more  adequate  financial  support 
for  these  services.  More  emphasis  should  be 
placed  on  immunization  of  infants  and  chil- 
dren against  smallpox,  diphtheria,  tetanus, 
whooping  cough  and  typhoid  by  physicians 
in  private  practice  ancl  by  official  health 
agencies.  Pediatricians  should  assume  great- 
er responsibility  for  the  development  and 
conduct  of  health  conferences,  pre-school  and 
school  services. 

A  well-rounded  rheumatic  fever  program 
is  necessary  in  the  State  and  should  be  insti- 
tuted at  the  earliest  possible  moment. 

The  shortage  of  well-trained  public  health 
nurses  now  decreases  the  effectiveness  of  ex- 
isting community  health  services  and  limits 
their  expansion.  Therefore,  facilities  for  the 
training  of  such  nurses  should  be  improved 
and  strengthened  so  that  more  nurses  mav 
be  better  trained  and  better  distributed 
through  the  State. 

V.    Increase  in  General  Hospital  Facilities 

North  Carolina  falls  far  below  many  other 
states  in  respect  to  hospital  beds  and  the 
quality  of  hospital  care.  The  number  of  hos- 
pital beds  in  relation  to  child  population  is 
onlv  about  one-third  of  the  number  in  certain 
more  favored  States.  The  deficiency  is  espe- 
cially pronounced  in  isolated  counties. 

An  increase  in  hospital  beds  is  essential 
if  adequate  hospital  care  is  to  be  provided 
for  the  children  of  the  State.  Such  an  in- 
crease in  isolated  counties  would  tend  to 
attract  general  practitioners  and  pediatrici- 
ans to  these  areas  of  need.  Facilities  should 
be  made  available  in  all  hospitals  for  the 
care  of  communicable  diseases,  including  po- 
liomyelitis. Emphasis  should  be  placed  on 
the  importance  of  resident  physicians  in 
hospitals.  It  is  recommended  further  that 
general  hospitals,  especially  those  with  over 
fifty  beds,  should  have  a  pediatrician  on  the 
staff,  and  that  all  hospitals,  irrespective  of 
size,  should  have  services  to  which  general 
practitioners  are  eligible.  Consideration 
should  be  given  to  providing  offices  in  hos- 
pitals for  the  doctors  of  the  community.  This 
is  particulai-ly  desirable  in  rural  areas  as  a 
step  toward  more  complete  medical  care  and 
as  an  additional  attraction  to  bring  physi- 
cians to  these  areas. 

_  Small  hospitals  should  arrange  for  affilia- 
tion with  larger  hospitals  or  medical  centers 
so  as  to  provide  for  consultation  service  in 
medical  care  and  laboratory  diagnosis.  By 
.providing  for  extension  of  medical  services 


from  teaching  centers,  much  could  be  ac- 
complished in  filling  the  gap  which  now 
exists  between  advances  in  medical  knowl- 
edge and  its  application  to  patients. 

VI.  A  Program  for  Prematvre  and  Other 
Newborn  Itifants 
The  per  cent  of  babies  born  in  hospitals  in 
North  Carolina  is  relatively  low,  particularly 
in  isolated  areas  where  the  infant  mortality 
is  relatively  high.  Among  Negroes  there  is 
an  even  more  pronounced  inverse  relation 
between  hospital  births  and  infant  mor- 
tality. 

A  well-developed  and  coordinated  program 
for  prematures  is  necessary  in  the  State,  if 
we  are  to  decrease  the  mortality  of  the  neo- 
natal period,  since  prematurity  accounts  for 
awproximately  half  of  the  neo-natal  deaths. 
The  majority  of  the  remaining  causes  of 
neo-natal  deaths  are  difficult  to  eliminate, 
being  congenital  anomalies,  injury  at  birth, 
etc.  A  program  which  would  include  desig- 
nating premature  centers  in  various  sections 
of  the  State,  and  a  program  which  would 
remunerate  suitably  qualified  i^hysicians  for 
the  care  of  prematures,  would  greatly  aid  in 
decreasing  the  death  rate. 

VII.  A  Long-Term  Program 
It  is  realized  that  all  of  the  deficiencies 
cannot  be  corrected  immediately.  However, 
the  State  Pediatric  Society  has  adopted  an 
aggressive  program  which  it  intends  to  fol- 
low and  which  it  hopes  will  eventuate  in 
better  medical  care  for  children  regardless 
of  race,  creed,  color,  financial  status  or  geo- 
graphic location.  Already  some  of  these  rec- 
ommendations are  being  put  into  action. 
Through  the  cooperation  of  the  State  Health 
Department,  a  program  of  better  care  for 
premature  infants  in  the  State  is  being  ini- 
tiated. It  is  hoped  that  this  will  be  followed 
by  an  adequate  rheumatic  fever  program.  At 
the  same  time,  while  younger  pediatricians 
are  being  encouraged  to  go  into  the  smaller 
communities,  they  can  be  shown  from  the 
statistical  data  available  in  this  report  that 
clinical  material  is  abundant  in  the  areas  in 
which  they  are  needed. 

VIII.  Recommendations  on  dental  services 
for  children 
Serious  deficiencies  in  dental  care  for 
children  in  North  Carolina,  with  respect  to 
both  private  practice  and  clinics,  have  been 
brought  out  in  this  i-eport.  Recommenda- 
tions to  meet  such  deficiencies  are  under 
consideration  by  the  State  Dental  Society 
and  other  bodies  concerned  with  the  pro- 
vision of  dental  care. 
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.1 /ijii'inJi.r  .1.     Child   i)opuhLticiii,  pliysiciiiMs,  dentists,  lios])ital  beds  ;iiul  rates,  by  county  in   North  Carolina. 


County  group 

and  county 


1  Whole  State 

2  Alamance 

3  Alexander 

4  Alleghany 

5  Anson 

6  Ashe 

7  Avery 

8  Beaufort 

9  Bertie 

10  Bladen 

1 1  Brunswick    .  . 

12  Buncombe 

13  Burke 

14  Cabarrus 

15  Caldwell 

16  Camden 

17  Carteret 

IS       Caswell 

19  Catawba 

20  Chatham 

21  Cherokee 

22  Chowan 

23  Clay 

24  Cleveland 

25  Columbus 

26  Craven 

27  Cumberland .  . 

28  Currituck 

29  Dare 

30  Davidson 

31  Davie 

32  Duphn 

33  Durham    .     . 

34  Edgecombe-Nas 

35  Fors-v-th 

36  Franklin 

37  Gaston 

38  Gates 

39  Graham 

40  Granville 

41  Greene 

42  Guilford 

43  Halifax 

44  Harnett 

45  Haywood 

46  Henderson .  . 

47  Hertford 

48  Hoke 

49  Hvde 

50  Iredell 

51  Jackson 

52  Johnston 

53  Jones 

54  Lee 

55  Lenoir 

56  Lincoln 

57  McDowell 


Child  population 


Lender  15 
years 


(1) 


1,212,520 

18,777 

4,552 

2,562 

9,701 

8,200 

5,505 

11,753 

9,872 

10,941 

6,966 

30,039 

13,639 

19,877 

13,982 

1,682 

5,700 

7,390 

17,815 

7,705 

7,080 

3,931 

2,373 

20,384 

18,223 

11,574 

23,669 

1,828 

1,640 

16,619 

4,449 

14,865 

21,644 

35,540 

35,863 

10,458 

31,908 

3,249 

3,564 

10,277 

6,772 

43,999 

20,739 

16,409 

12,347 

7,793 

6,200 

5,569 

2,315 

15,977 

6,776 

22,791 

3,972 

6,664 

14,099 

8,122 

8,409 


Under  5 

years 


(2) 


486,134 

7,654 
1,742 
850 
3,783 
3,126 
2,152 
4,735 
3,994 
4,252 
2,737 

ll,4(i0 
5,479 
8,153 
5,637 
591 
2,314 
3,015 
7,112 
3,123 
3,184 
1,554 
1,095 
8,457 
7,194 
4,658 

10,464 
678 
625 
6,020 
1,676 
6,011 
9,386 

14,126 

13,495 
4,201 

11,941 
1,238 
1,514 
3,818 
2,756 

17,157 
8,603 
6,323 
4,772 
3,165 
2,343 
2,136 
802 
6,160 
2,494 
9,195 
1,562 
2,925 
5,723 
3,230 
3,096 


Private  practitioners 


Number 


Physicians 


Total 

(3) 


1,587 

36 
5 
3 

10 
4 
6 

15 
5 
(j 
2 

SO 
15 
33 
11 
2 

13 

3 

15 

7 

6 

5 

1 

18 

15 

16 

23 

2 

1 

23 

3 

11 

74 

45 

S3 

s 

37 

3 

1 

10 

5 

106 

25 

14 

12 

19 

6 

5 

1 

19 

4 

19 

3 

8 

17 

12 

10 


General 
practi- 
tioners 

(4) 


1,093 

2S 
5 
3 
9 
4 
6 

11 
5 
6 
2 

37 
12 
26 
10 
2 

9 

3 

13 

6 

4 

5 

1 

14 

13 

13 

13 

2 

1 
17 

3 
11 
26 
33 
38 

8 
31 

3 

1 
10 

5 
52 
21 
13 
10 
17 

6 

5 

1 
14 

4 
17 

3 

7 
11 
10 

9 


Dentists 


(5) 


659 
11 

o 

1 

3 
•1 

0 
5 
1 
2 
2 

35 
5 

10 
8 
0 
2 

1 
12 


0 
8 
6 
4 

12 
0 
0 

U 
2 

4 

23 

14 

40 

4 

13 

0 

0 

4 

1 

49 

7 

7 

8 

4 

4 

1 

0 

10 

5 

7 

1 

4 

9 

5 

3 


Number  per 
100,000  children 


Physi- 
cians 


(6) 


130.9 

191.7 

109.S 

117.1 

103.1 

48.8 

109.0 

127.6 

50.6 

54.8 

28.7 

266.3 

110.0 

166.0 

7S.7 

118.9 

228.1 

40.6 

84.2 

90.8 

84.7 

127.2 

42.1 

88.3 

82.3 

138.2 

97.2 

109.4 

61.0 

138.4 

67.4 

74.0 

341.9 

126.6 

231.4 

76.5 

116.0 

92.3 

28.1 

97.3 

73.8 

240.9 

120.5 

85.3 

97.2 

243.8 

96.8 

89.8 

43.2 

118.9 

59.0 

83.4 

75.5 

120.0 

120.6 

147.7 

118.9 


Dentists 


(7) 


54.3 

58.6 
43.9 
39.1 
30.9 
24.4 

42.5 
10.1 
18.3 
28.7 
116.5 
36.7 
.50.3 
.57.2 

35.1 
13.5 
67.4 
26.0 
42.4 
50.9 

39.2 
32.9 
34.6 

50.7 


66.2 
45.0 
26.9 

106.3 
39.4 

111.5 
.38.2 
40.7 


38.9 
14.8 
111.4 
33.8 
42.7 
64.8 
51.3 
64.5 
18.0 

62.6 
73.8 
30.7 
25.2 
60.0 
63.8 
61.6 
35.7 


Number 
of  beds 
in  general 
hos- 
pitals 


(8) 


9,262 

92 

0 

0 

40 

28 

90 

91 

5 

0 

50 

367 

144 

163 

66 

0 

40 

0 

127 

18 

42 

0 

0 

114 

77 

128 

221 

0 

0 

75 

0 

0 

841 

267 

708 

17 

122 

0 

0 

52 

0 

498 

110 

84 

75 

108 

0 

0 

0 

237 

27 

35 

0 

53 

138 

82 

35 
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.Ijipciitlif  ./    (cont'd).     Cliild  population,  physicians,  dentists,  hospital  Ix-ds  and  rates,  by  county  in  Xortli  Carolina. 


County  group 
and  county 


58 
59 
60 
61 
62 
63 
64 
65 
66 
67 
68 
69 
70 
71 
72 
73 
74 
75 
76 
77 
78 
79 
80 
81 
82 
83 
84 
85 
86 
87 
88 
89 
90 
91 
92 
93 
94 
95 
96 
97 
98 
99 
100 
101 


Macon 

Madison 

Martin 

Mecklenburg .  .  . 

Mitchell 

Montgomery .  .  . 

Moore 

Nash* 

New  Hanover. .  . 
Northampton. . . 

Onslow 

Orange 

Pamlico 

Pasquotank  .  .  .  . 

Pender 

Perquimans  .  .  .  . 

Person 

Pitt 

Polk 

Randolph 

Richmond 

Robeson 

Rockingham.  . . 

Rowan 

Rutherford 

Sampson 

Scotland 

Stanly 

Stokes , 

Surry 

Swain 

Transylvania .  . 

Tyrrell 

Union 

Vance 

Wake 

Warren 

Washington .  .  . 

Watauga 

Wayne 

Wilkes 

Wilson 

Yadkin 

Yancev 


Child  population 


Under  15 
years 


(1) 


5,896 
7,550 
10,138 
44,632 
5,827 
5,188 
9,837 


21,080 

9,665 

8,095 

7,702 

3,356 

7,101 

6,940 

3,108 

8,924 

22,169 

4,144 

14,224 

13,130 

32,627 

19,817 

20,904 

14,593 

17,416 

9,246 

10,384 

7,662 

15,163 

4,439 

4,909 

1,738 

13,993 

10,323 

30,832 

8,444 

4,506 

6,286 

19,281 

15,811 

17,789 

6,886 

6,016 


Under  5 
years 


(2J 


2,533 

2,874 
4,104 
18,595 
2,226 
2,040 
3,883 


9,212 
3,702 
3,475 
3,426 
1,246 
2,804 
2,752 
1,191 
3,548 
9,118 
1,879 
5,394 
5,359 

15,031 
8,235 
7,585 
5,482 
6,714 
4,098 
4,050 
2,825 
5,862 
2,151 
2,120 
663 
5,387 
4,233 

12,960 
3,267 
1,966 
2,351 
7,748 
6,242 
7,198 
2,619 
2,300 


Private  practitioners 


Number 


Physicians 


Total 

(3) 


5 
5 
5 
114 
4 
5 
IS 


36 
8 
6 
6 
2 

14 

6 

5 

8 

23 

4 

15 

15 

27 

25 

28 

12 

14 

7 

12 

2 

16 

4 

5 

1 

12 

12 

74 

7 

6 

3 

31 

11 

26 

5 

2 


General 
practi- 
tioners 

(4J 


4 

5 
5 

33 
4 
5 

16 


Dentists 


(5) 


17 

8 


12 
6 
5 
7 

19 

4 

12 

12 

20 

22 

21 

11 

13 

7 

8 

2 

15 
4 
5 
1 

10 
9 

36 
7 
6 
3 

23 
8 

19 
5 


3 
3 
3 

48 
3 
5 
5 


18 
2 

1 
5 

0 
7 
1 
1 
3 
8 
2 

6 

6 

10 

15 

10 

6 

5 

2 

4 
1 

11 
1 
3 
0 
6 
5 

34 
2 

1 
5 

10 
5 

12 
1 
1 


Ninnber  per 
100,000  children 


Physi- 
cians 


(6) 


84.8 
66.2 
49.3 

255.4 
68.6 
96.4 

183.0 


170.8 
82.8 
74.1 
77.9 
59.6 

197.2 
86.5 

160.9 
89.6 

103.7 
96.5 

105.5 

114.2 
82.8 

126.2 

133.9 
82.2 
80.4 
75.7 

115.6 
26.1 

105.5 
90.1 

101.9 
57.5 
85.8 

116.2 

240.0 
82.9 

133.2 
47.7 

160.8 
69.6 

146  2 
72.6 
33.2 


Dentists 


(7) 


50.9 
39.7 
29.6 
107.5 
51.5 
96.4 
50.8 


85.4 
20.7 
12.4 
64.9 

98.6 
14.4 
32.2 
33.6 
36.1 
48.3 
42.2 
45.7 
30.6 
75.7 
47.8 
41.1 
28.7 
21.6 
38.5 
13.1 
72.5 
22.5 
61.1 

42.9 
48.4 
110.3 
23.7 
22.2 
79^5 
51.9 
31.6 
67.5 
14.5 
'16.6 


Number 
of  beds 
in  general 
hos- 
pitals 


(8) 


0 

35 

954 

0 

0 

80 


444 

0 

50 

0 

0 

90 

0 

0 

25 

65 

28 

76 

90 

179 

124 

135 

64 

9 

0 

89 

0 

120 

26 


53 

89 

458 

0 

6 

29 

150 

50 

158 

0 

0 


*See  Edgecombe-Nash. 

Notes 

1.  Child  population,  estimated  as  of  .July  1,  1945. 

2.  Physicians  and  dentists  in  private  practice  in  Winter,  1945-46. 

3.  Beds  in  general  hospitals  during  1945. 
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.1  pjiriifli.r  B.     Physicians  and  dentists  in  private  practice,   by  tyjie  of  specialty   in  each  ciuinty   and   each   city   with 
10,000  or  more  popuhition  in  North  Carolina  in  Winter,  194.5-4C. 


Number  of  physicians 

Number  of  dentists 

Other  specialists 

County 
and  city 

c 

_  o 

II 

2 

_  ^ 

II 

S' 

0 

'~"-a 

1*  c 
■A  0 

0 
1>. 

c 
'£  § 

c 

Is 

I'd 

■=•£ 

^  '£ 
K  a 

0 

_g 

11 

C  c. 

J. 

.2 

c 
0 

1 

1 

c 
0 

5 

11 

(1) 

l2) 

(3) 

(4) 

(5) 

(61 

(71 

(8) 

(9) 

110) 

(11) 

(12) 

(13) 

(14) 

115) 

(16) 

1 

Wliolc  State 

1587 

1093 

39 

96 

4 

9 

161 

10 

44 

112 

19 

659 

635 

12 

12 

2 
"i 
4 
o 
& 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
IS 

la 

20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
43 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
66 
67 
68 
69 
70 
71 
72 
73 
74 
75 
76 
77 
78 
79 
80 
81 

36 
25 
11 

5 

3 

10 

1 

t) 
l."i 
5 
6 

SO 
63 
17 
13 
SS 
20 
13 
11 

lii 

3 

15 

10 

5 

7 

6 

5 

1 

IS 

12 

6 

15 

16 

13 

3 

23 

22 

1 

2 

i 

'.IS 

12 

8 

3 

3 

11 

7i 

74 

iS 
20 
25 
SS 
79 
4 
8 

.-;? 

25 

12 

3 

1 

10 

5 

106 

68 

32 

6 

25 

14 

12 

19 

6 

5 

1 

19 

11 

8 

4 

28 
18 
10 

5 
3 
9 

4 

11 
5 
(j 

:r! 
21 
16 
12 
26 
15 
11 
10 

9 

3 

1.1 

9 

4 

0 

4 

5 

1 

lit 

8 

6 

13 

IS 

11 

IS 
12 

1 

I 

n 

8 
6 
3 
3 
11 
26 
26 

3,5 
11 
22 

Ts 

34 
4 
8 

:n 

19 

12 

A 

1 

10 

5 

52 

27 

20 

5 

21 

13 

10 

17 

6 

5 

1 

lU 

7 

7 

4 

/ 

1 

1 
4 

; 

1 

1 
1 

/ 
1 

0 

5 

1 
1 

4 

6 

4 

/ 

1 

12 
12 

1 

13 
13 

/() 
10 

10 
10 

} 

1 
1 

1 

1 

1 

1 

1 

/ 

1 

4 

1 
1 

2 
2 

1 

;,' 
11 

1 
1 

4 

i 
1 
1 
1 

2 
1 

.1 
3 

1 
1 

11 
11 

3 

1 

15 
15 

3 
3 

11 
9 

1 

3 
2 

1 

1 

I 
1 

; 

1 

1 
1 

2 
1 

1 

1 

1 

i 
1 

I 
1 

0 

5 
5 

6 
5 
1 

2 
2 

1 

3 

1 

1 

I 
1 

1 

1 

1 

1 

3 
2 
1 

7 

3 

1 

7 
2 

4 

1 
1 
1 

I 
1 

1 

2 
2 

1 
1 

11 
9 
2 
2 
T 
3 
2 

1 

2 

35 

33 

2 

5 

;o 
5 

8 

1 

12 
9 
3 

3 

3 
4 
4 

6 

!^ 

4 
12 

;j 
7 
4 

4 

23 
23 

U 
11 
3 

40 

37 

3 

4 

IS 

8 

4 

1 

m 
34 

14 

1 
7 
7 

8 
4 
4 

1 

10 
7 
3 
5 

11 

I 
3 

1 

2 

32 

30 

2 

5 

JO 

5 

5 

8 

I 

12 

9 

3 

3 
2 

3 
4 
4 
6 

4 

12 
12 

;/ 
7 
4 

•> 
4 

20 
20 

14 

11 

3 

37 

34 

3 

4 

J  3 

5 

8 

4 

1 

45 

30 

14 

1 

7 
8 
4 
3 

1 

10 
7 
3 
5 

J 
1 

; 
1 

1 
1 

; 
1 

3 
3 

1 

Burlington 

Ashe 

Avery 

Beaufort 

Bertie 

Bladen 

Brunswick 

Buncombe 

Asheville 

Balance 

Burke 

Balance 

Caldwell 

Camden 

Carteret 

Caswell 

Catawba 

Chatham 

Cherokee 

Chowan 

Clay 

Cleveland 

Shelby 

Balance 

Columbus 

Craven 

New  Bern  , 

Balance 

Cumberland 

Fayetteville 

Balance 

Dare 

Davidson 

Thoiiiasville 

Davie 

Durham 

Edgecombe-Nash 

Rocky  Mount ... 

Balance 

Franklin 

Gaston 

Gastonia 

Balance ...    . 

Graham 

Guilford 

Grcen'^boro ... 

Halifax 

Harnett. . . 

Henderson 

Hertford 

Hoke 

Hyde 

Iredell 

Statesville 
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.IpfnniVi.v  B  (cont'd).     Physicians  and  dentists  in  private  practice,  by  type  of   sjiecialty   in   each   county   and   each 
citv  witli   10,001)  or  more  ]io])nlation   in   Nortli  Carolina  in  Winter   1!U.5-I(>. 


S-2 
83 
S4 
S.i 
811 
ST 
88 
89 

no 

111 
92 
9:5 
94 
95 
96 
97 
98 
99 
100 
101 
1U2 
103 
101 
105 
106 
107 
108 
109 
110 
HI 
11-2 
113 
114 
115 
116 
117 
118 
119 
120 
121 
122 
123 
124 
125 
126 
127 
128 
129 
130 
131 
132 
133 
134 
135 
136 
137 
138 
139 
140 
141 
142 
143 
144 
145 
146 
147 
148 
149 
150 
151 


County 
and  city 


Johnston 

Jones 

I.ce 

I.enoir 

Kinston 

Balance 

Lincoln 

McDowell 

Macon 

Madison 

Martin 

Mecklenburg .... 

Charlotte 

Balance 

Mitchell 

Montgomery .... 

^loore 

Nash* 

New  Hanover .  .  . 
^Vilmington.  .  . 

Balance 

Xoi  thamiiton. . .  . 

C'nslow 

Orange 

Pamlico 

Pasquotank 

Elizabeth  City. 

Balance 

Pender 

Perquimans 

Person 

Pitt 

Green\'ille 

Balance 

Polk 

Randolph 

Richmond 

Robeson 

Rockingham 

ReidsviUe 

Balance 

Rowan 

Salisbury 

Balance 

Rutherford 

Sampson 

Scotland 

Stanly 

Stokes 

Surry 

Swain 

Transylvania .  .  .  . 

Tyrrell 

Union 

\"ance 

Wake 

Raleigh 

Balance 

Warren 

Washington 

Watauga 

Wayne 

Goldsboro 

Balance 

Wilkes 

Wilson 

W'ilson 

Balance 

Yadkin 

Yancey 


*See  Edgecombe-Nash. 


Number  of  physicians 


(2) 


Clthei'  specialists 


£.1 

at 
-r,  c 

(6) 

171 

(10) 


ft  n 
(11) 


Number  of  dentists 


(12) 


(13) 


6 

10 

15 

6 

9 

10 

9 

1 


(14) 


O 
(15) 


— '  n 
(16) 
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Appendix  C.     Comnuiiiity    health   services    for   children    durinjr  i>ne  year  in  each  county  and  city  of  50,000  or  more 

population   in   Nortli  Carolina  in   1944-1-.5. 


.iff" 


County  and  city 

of  50,000  or  more 

population 


1  Wliolc  State. 


3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
U 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
43 
46 
47 
48 
49 
50 
51 
52 
53 
54 

DD 

56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
66 
67 
68 
69 
70 
71 
72 
73 
74 
75 


Alamance 

Alexander 

Alleghany 

Anson 

Ashe 

Avery 

Beaufort 

Bertie 

Bladen 

Hrun.^wick 

l^uTuuiiibe 

Asheville 

Balance 

Burke 

Cabarrus 

Caldwell 

Camden 

Carteret 

Caswell 

Catawba 

Chatliani 

Cherokee 

Chowan 

Clay 

Clc-\'eland 

Colvunbus 

Craven 

Cumberland 

Currituck 

Dare 

Davidson 

Davie 

Duplin 

Durham 

Durham 

Balance 

Edgecombe-Nash . 
Forsyth 

W  mston->Salem . 

Balance 

Franklin 

Gaston 

Ciates 

Graham 

Granville 

Greene 

Guilford 

Greensboro. ... 

Balance 

Halifax 

Harnett 

Haywood 

Henderson 

Hertford 

Hoke 

Hvde 

Iredell 

Jackson 

Johnston 

Jones 

Lee 

Lenoir 

Lincoln 

McDowell 

Macon 

Madison 

Martin 

Mecklenburg.  .  .  , 

Charlotte 

Balance 

Mitchell 

Montgomery 

Moore 

Nashi 


^See  Edgecombe-Nash. 
See  notes  at  end  of  table 


Medical  well-child 
conferences 


Number  of 
sessions 


on. 

(1) 


36 


.9.55 
133 

220 


24 
36 
IS 
39 

76 
30 
63 
157 
58 
24 

26 
52 

X 
X 

180 

239 

X 

X 


48 
18 

50 

36 
S!,i. 
240 
104 

78 
132 

36 


39 
12 

37 

00 

S56 

X 

X 


\ol. 

(2) 


Number  of 
centers 


Off. 

(31 


234 
1 


Vol. 

(4) 


Dental 
clinics 


Number  of 
dentist- 
hours 


ijff. 
(5) 


27.235 
3f.0 


390 
42(1 
540 


9(jO 
570 
390 
I'M 
840 
330 
120 


520 
210 
24(1 
90 
21(1 
330 
240 

540 

90 

240 

330 

150 

90 

2, OSS 

X 

X 

1,380 

660 

X 

X 

840 
1.50 
120 

330 
1 .356 
.576 
780 
528 
360 
210 
180 


450 
270 
200 


420 

..90.; 
X 
X 

300 
180 


\'iil. 
(6) 


Public 
licaltli 
nursing 


Number  of 

full-time 

public 

health 

nurses 


on. 

(7) 


Vol. 

(81 


1 

1 

o 

■T 

19 

; 

\ 

1 

X 

1(1 

1 

•21 

2 

\ 

2 

X 

6 

■1 

1 

1 

3 

.10 

1 

IS 

12 

1 

Sc|„,„l 
health 
services 


(101 


(11) 


Location  of  clinic. 


Scr\'ices  for  physically- 
handicapped 


(121 


(131 


(15) 


(161 


All 

l.C 

!.B 
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Appendu;  C   (cont'd).     Community  liealth  services   for  cliildren  during  one  year  in  eacli  county   and  city  of  50,000 

or  more  population  in  Nortli  Carolina  in  19+4-1-5. 


79 
80 
81 
SJ 
s:i 
84 


80 
110 

yi 

92 

9;i 


'.18 

yy 

100 
101 
102 
103 
104 
105 
106 
107 
108 

loy 
no 
111 

112 
113 
114 
115 


Counfj-  and  city 

of  50,000  or  more 

population 


New  Hami\-er  , 
Wilmington. 
Balance 

Northampton. . 

Onslow 

<  Irun^e 

Pamlico 

Pasquotank.  .  . 

Pender 

Perquimans .  .  . 

Person 

Pitt 

l\>\k 

Randolph.  .  .  . 

Richmond .... 

Robeson 

Rockingham. . 

Rowan 

Kutlierford.  .  . 

Sampson 

Sc  othind 

.Stanly 

Stokes 

Surry 

Swain 

Transylvania . 

Tyrrell 

Union 

^'ance.  ...... 


Wake. 

Raleigh.  .  . 

Balance. .  . 

Warren 

Washington. 
Watauga. .  .  . 

Wayne 

Wilkes 

Wilson 

Yadkin 

Yancev 


Medical  well-child 
conferences 


Number  of 
sessions 


Dflf. 

ID 


Vol. 


X 
X 

90 
l.i4 
315 

48 
102 
10 
24 
.■>9 
100 

86 
84 

122 
105 


Number  of 
centers 


Off. 

(3) 


Vol. 

(41 


Dental 
clinics 


Number  of 
dentist- 
hours 


(Iff. 

(51 


S30 
X 
X 


180 

180 

1.50 
210 
480 
150 


390 
60 
540 
420 
360 
360 


150 

180 

1 .950 

X 

-X 


360 
480 
300 

120 
150 


Puldic 
liealth 
nursing 


Number  of 

full-time 

public 

health 


Scliool 
liealth 
services 


(Iff. 

(7) 


3 
1 
1 
1 
3 
2 
15 
X 
X 

1 
1 


\-ol. 
(SI 


(10) 


I.ocatitin  of  clinics 


Services  for  physically- 
handicapped 


(121 


(13) 


(16) 


Notes 
1 


Data  given  for  a  specific  service  in  a  city  of  50,000  or  more  population,  if  reported  separately. 

Blank  space  indicates  that  specified  service  is  not  given  in  particular  location,  although  service  may  be  available  elsewhere  to  residents  of 

that  county  or  city. 
X  indicates  that  allocation  of  particular  service  between  city  and  county  was  not  reported. 
*  indicates  that  specified  service  is  given  or  clinic  is  located  in  particular  county  or  city. 
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